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Executive Summary

ThisEpidemiologic Profilef HIV (Profileprovides updated information about HIN Los

Angeles Count{L AC) TheProfilefocuses predominantly on the social and demographic groups
most affected by HI¥nd thebehaviors that can transmit HIV. The intent of fefileis to
synthesize recent surveillance data and reseanctihighlight changing patterns and emerging
trends.Major findingsinclude:

U HIV diagnosedecreased 37% betwee2002 and 2013rom 2,500to 1,830total persons
diagnosed

U Althoughcases and rates of nellV diagnosshave been decreasing, Black/African
American (Black/AA) males and females remain disproportionately impacted by HIV in LAC.
HIV diagnosis rates in 2013 were 3.2 times higbheBfack/AA males compared to White
males and rates for Black/AA females were 9 times higher than for White females.

U In 2013, he mode of HIV exposure for the majority of mal@g%)and female80%)
diagnosed with HIV in LA@asassociated with sex with men.

U Approximatelyone-third of individuals diagnosed with HIWv 2013 were under the age of
30. There has beea steady increase in the proportion of new diagnoses in LAC residents
aged 1829 years fromapproximately 8%f all diagnoses 2002 to18%of all diagnose
2013

U Itis estimated that approximately 60,000 persons are living with HIV in LAC, 14% of whom
are unaware of their infection.

U Based on 2014 behavioral surveillance survey data from a representatiyaesof men
who have sex with merMSM) in LAC, estimateHIV prevalence was highestong
Black/African American MSM (34%) followed by Latino (15%) and White (9%) MSM.

U LACis very large and diversboth geographically and demographicalhallenges include a
lack ofaffordable housing, overcrowding, homelessnates;lining median income, high
proportion of residentsvithout health insuranceand alargeandgrowing immigrant
populationfrom many countriesvho speaka wide variety ofanguages

U Comparedo the US, the HIV epidemic in LA&% a higher proportion dfISM andfewer
personswhosemode of HI\exposure wasjection drug use or heterosealicontact

U The number of new pediatric cases of HIV in LAC continued to decline, due in large measure
to the administration of antiretroviral therapy to Hixifected pregnant women and/or their
newborn infants.



U HIV has disproportionately impacte@riousregionsin LAC. Localities with the greatest
numberof persons diagnosed with HIV and living with HIV (PLWH) Metio SPA (SPA,4)
followed by the South Bay Service Planning Area (SRA@}he San Fernando Valley SPA
(SPA 2)The greatestatesof people livhg with HIVare observedin the cities and
communities ofSPA 4.

U SPA 1 and SPA 6 are tlegionswith the highest proportion of femalesmong persons
diagnosed witlHIVin 2013(21% and 21%, respectively) and living WitV (20% and 18%,
respectively) These percentages areearly twice that for the County overailhere 11% of
newly diagnosed angeople living with HI\ére female.

U Among the SPAs, theghestpercentage of persons diagnosed with HIV as a result of
injection drug us€IDU)was inSPA lwhere 10% of newly diagnosed dr13% ofpeople
living withHIV PLWHhad HIV infections that werassociatedvith IDU. These percentages
are 2-3 timeshigher than for theCounty overaliwhere DU waghe mode of transmission
associated with 4%f HIVdiagnosesind 5%of PLWH
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l. INTRODUCTION

This profile is the fifth edition ohn Epidemiologic Profile of HIV in Los Angeles County
released by the Division of HIV and STD Programs (DHSPYolilezontains updated
epidemiologic information on HIV in Los Angeles County (LAC). DHSP provides this information
to assist communityased organizations, planners, and poigkers in the planning,
implementation, and evaluation of programs and policied thaolve HIV care, prevention,
education, and research in the County. It is our hope that in providing accurate and timely
information, we can assist in reducing the spread and impact of HIV throughout LAC. This
Profilesupplements the informationistributed G K NB dz3 K i KH®/arldJSEDA NI Y Qa
Surveillanceeports data requests, web site reportpresentatiors at professional meetings

and conferenceand to communitybased organizationgnd peerreviewed manuscripts and
publications.

Several important changes have occurred since theResdile In 2010, the White House issued
the National HIV/AIDS Strategy (NHAS)yad&r strategy to address HIV in the US. The primary
goals of NHAS were to reduce HIV incidence, increase linkageedor HIV positive individuals
and reduce HIWhealth related disparities. Information throughout thi®sofile and specifically

and Section Vllcan be used to measure the progress that hA€made towards
achieving the NHAS goalslso h 2010, Congress passed and President Obama signed the
Affordable Care Act into lawaking healthcare more accessible for thousands of LAC residents
Changes in the standard of HIV testing and in classification of HIV have also taken place since
the lastedition of theProfile Fourth generation HIV tests became availadkecreasing the
detection window to two weeks after infection. In additid®dDC introduced a classification of
HIV stages; Stage 0 to represent Acute HIV infection, Stages 1 andp?etserg Latent HIV
infection; and Stage 3 to represent symptomatic HIV infectidD3.

The latest guidance from the Centers for Disease Control and Prevention (CDC) and Health
Research Services Administration (HRSA) were followed to complete the.Rroélerofile is
divided into seven sectionsSection s anintroduction that describes theesourcesusedto
develop theProfile isa description of the geographic and soediemographic
characteristics of LAC includesinformation on epidemiologic trends in HIV incidence,
prevalence, and mortality countywigd&ection I\includes information onhie geographic
distribution of HIV by Service Planning Area (SPA) to help planners andnpakeys effectively
address regionaleeds Section \WWescribes the epidemic as it impacts specific key populations
as identified by the Commission on HB&ction VVtontains mformation on the population with
co-morbid infections, includinduberculosis SexuallyTransmittedDiseass, andother diseases
related to the treatment and transmission of HhdSection VIsummarizedreatment and
carefor persons living with HIV in LAC using data ftbenenhanced HIV/AIDS reporting system
(eHARS) and local studiésistly appendices are presented includiAgpendix A: Glossary,

that liststerms used in thé°rofilewith which readers may not be familigkppendix B:

Technical Notescontains an explanation of some of the methods, strengths, and limitations of
the data cital in theProfile andAppendixC Data Sourcesdescribes the various databases

and projects used to inform the Profile



Il. DESCRIPTION OF LOS ANGELES COUNTY

Established in 1850, Los Angeles County (LAC) is a large region spanning 4,058ikzgjate
The diverse topography includes ocean shoreline, mountain ranges with Ha60peaks,
densely populated valleys, and a sparsely populated desert. Although LAC accounts for only

Hoc: 2F [ FEAFT2NYALFUA G2 lpbpuldtionyeBidewihl® EACIN 1 ¢ 2 F

fact, with an estimated population of over 10 million people, LAC is the most populated county
in the United Statef?]. The estimated population of LAC has increased 3.3% since the 2010 US
Census, which follows the upwhgrowth trend that has been occurring for decades (Figure
2.1)[3].

Figure 2.1Population of Los Angeles County 192015

11,000,000
10,147,070
10,000,000
[
IS
T
3
g 9:000,000 8.863.164
8
5
8,000,000
7.477.238
7,000,000 41,041,980

1970 1980 1990 2000 2010 2020

LAC is comprised of 88 cities and approximately 140 unincorporated [@ledbke largest of
these is the City of Los Angeles with a population just under 3.9 njifljoNotably, the City of
Los Angeles has one of the highest city populations nationwide, second only to New York City

[71.

Demographic CompositiarSince the2010 Cesus, the gender distributiobAC has remained

stable at 50.7% for females and 49.3% for mfle8-9]. Figure 2.2 shows the estimated age
distribution of LAC and US residentsdex The slightly narrower base of the population

pyramid indicates that the US population generally and LAC population specifically are aging.
Compared with théNation, LAC has a higher percentage of young and middle aged adults and a
slightly lower percetage of people aged 50 years and older, signifying that LAC is growing at a
faster rate than the US. Similarly, LAC had proportionately fewer residents aged 65 years and

2



older (12%) than the US (14%), but the same percentage of children under the &)6£804)
in 2013[10]. While the median age in LAC has continued to increase slightly over the past
severaldecades (30.6 years in 19932.0 years in 20001], 34.8 years in 201[12)), the
estimated LAC median age of 35.1 years in 2013 was still loaettth median age 087.3
years for the US overdll3].

Figure 2.2 LAC vesus US, 201Broportion of Population by Age Groupand Sex

Males . Females .

o
w

Age group (years) LAC

85+
80-84
75-79
70-74
65-69
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10-14

5-9

0-4

5% 4% 3% 2% 1% 1% 2% 3% 4% 5% 5% 4% 3% 2% 1% 1% 2% 3% 4% 5%

Source: US CensusrBau[14]

Within LAC, the distribution of age varies greatly by race/ethnicity, ranging from a growing
population of Latinos (48%), with a broad base of children and young adudtsletdining

White population (27%), with a higher proportion of older adults atop a narrower base of
children and youth (Figure 2.8)]. Accordingly, the ratio of children under the age of 15 years

to persons over 65 years was lowest for Whites (0.62:#l)Asians (0.87:1) followed by

American Indian/Alaska Natives (AI/AN) alone (1.05:1) and Al/AN alone or in combimiition
another racial/ethnic grouf1.27:1), Black/African Americans (Black/AA) (1.32:1), Pacific
Islanders (PI) (2.24:19nd was highestol Latinos (3.61:1P]. The estimated median age of LAC
residents in 2013 by race/ethnicity ranged from a low of 29 years for Latinos, 38 years for Al/AN
alone (not Latino), 33 years for Pacific Islanders, 38 years for Black/AA, 41 years for Asians, to a
high of 45 years for Whitg45].

LAChas been characterized by racial/ethnic population changes since the 1700s. First settled
by American Indians, subsequent groups of Mexican, European, Chinese, and other immigrants
have shaped a region that is today one of the most ethnjddillerse irthe Nation. While

people of European descent compose the majority of the US population, no racial or ethnic



Figure 2.3Comparison ofPopulation Pyramidsin LAC byrRace/Bhnicity 2013Estimatest
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group constitutes a majority in LAC (see Figure 2.4). However, Latinos made up 48% of the LAC
population as of 2013 and are projected to be a majority (51%) by P20 Following Latinos,

27% ofLAC residents are White, 14% are A/PI, 8% are Black/AA, and 0.2% are Al/AN (0.6% of
whom are nonHispanic AlI/AN alone or in combination with another fg&. Although AI/AN
NBELINBASYUd | avYlff LINPLR2NIAZ2Y 2F (medfthe2dzy e Qa
largest urban concentrations of AI/AN in the US with nearly 20,000 LAC residents identifying as
non-Hispanic AlI/AN alonendover 63,000 identifying as nedispanic Al/AN alone or in

combination with another race, in 2013. Overailpre than230,000 LAC residents identified as
AlI/AN when combined with another racial/ethnic gro[§). While Asians represent only 14% of

the population in LAC, they are the fastggbwingracial/ethnic groupwith a 25% increase in
population from 2000 to 2013 atnosare thesecond fastesgrowingracial/ethnic groupwith

a 14% increase from 2000 to 20[E3 11]

Figure 2.4LAC and UBopulation Proportion by Race/Ehnicity, 20062013

LAC us
100% 2.5% 1.8% 1.9% 1.8% 1.8% 2.0%
90% 12.5% | -0, 16.3% 17.1%
80% 3.7% 0.7% 0.7%
44.6%
70% 47.7% 48.3%
60%
50% 0.2%
40%
30%
20%
10%
0%
2000 2010 2013 2000 2010 2013
B White mBlack mA/PI Al/AN Latino ™ Other

ILatino are of any race, racial categories moe-Hispanic race alone, including Al/AN.
Source: US Census Burgal, 18]

These broad racial/ethnic categories mask an even greater diversity of ethrgreups in

LAC, composed of many nationalities with distinct cultures and languages. Latino residents

report numerous places of family origin including Mexico (76.5%), Cehtnarica (16.3%),

South America (2.8%), Puerto Rico (1.0%), and Cuba (@& 0ther and unspecified regions
accouningfor25%2 ¥ [ F GAy 2 NI &ARSy[G% Dhe APl pdpBatichFareT | YA f &
composed of 98.3% Asians and 1.7% PIs with diverse backgrSukelan residents are

primarily Chinese (28.3%lput also include Filipino (23.7%), Korean (15.6%), Japanese (7.5%),
Vietnamese (6.8%), Indian (5.8%), Taiwar{@s&4), with aher unspecified groups accoung

for another 10.6%21].



Income and PovertyBetween 2000 and 2013, the median household income for County
residents, adjusted for inflation, rose 33% from $42,189 to $55[2223]. There were

significant disparities in income among racial/ethnic groups. The median household income for
White residents was $72,012, Asians $64,31%59,411, AlI/AN52,071 (norHispanic AI/AN

alone or in combination), Latinos $43,678 and Black/AA $3§ 851124

Twentyfour percent (23.9%) of family households were below 125%efederal poverty

level FPI.while 26% of households in LAC reported an incomeral$i00,000 (see Technical
Note #2)[23, 25] The highest poverty rates (below 100% FPL) were found in female
householder families, with no husband present (30%), followed by other living arrangements
(25%)[25]. The lowest poverty rates were among mardaaliple families (11%25]. Among

LAC residents, 25% of Black/AA, 24% of Latinos, and 18% of Al/ANigpanic alone or in
combination) were living with incomes below 100% FPL, compared to 15% of Pacific Islanders,
13% of Asians, and 11% of Whif&S].

Atthe end 0f2013, approimately 26% (2.7 milliorgf LAC residents received some form of
financial aid The mayrity of these residents (71%@ceivedmedical aid9, 26] This is an

increase from yeaend 2000, where 20% of the LAC population (dilion, 54% of which
receivedmedical assistance) received any financial[aid 27] As of June 2015, about 3.4

million LAC residents received some sort of public assistance, 82% of whom received medical
assistance onlf28].

Housing and Homelessneddomelessness is directly redat to unemployment. In January

2015, 412,600 (8.2%) of the 5,049,100 LAC residents in the labor force (number not seasonally
adjusted)were unemployed and 44,359 (0.4%) of the estimated 10,136,559 LAC residents were
homelessof which 13,528 (30.5%) weohronically homeless (including Glendale, Pasadena,
and Long Beaclfi29-34]. In addition to high levels of unemployment, the cost and availability of
housing in LAC contributes to homelessness. A standard measure of housing affordability has
been the 30% rule, meaning no more than 30% of household income should be spent on
housirg [35]. In 2014, an estimated 45% of LAC homeowners with a mortgage and 60% of
renters spent at least 30% of their income on hougB&). The housing vacancy rate in LAC is

very low: in 2014the rental vacancy rate in LAC was estimated at 3.4% andaimebwner

vacancy rate at 1.1937].1n 2014, fewer ownepccupied housing units exed in LAC (46%)
compared to bothCalifornia (54%Andthe US (63%dB88-40] Comparedo the US, and CA

overall, LAC has one of the most unaffordable housing mafk&jsThe California Association

of Realtors estimates that in the fourth quarter of 2014, only 28% of LAC residents were able to
purchase a median priced home compared to 31% of CA residents and 59% of US rg&ldlents

Health InsuranceRecent data from the @lifornia Health Interview Survey indicate that the
percentage of residents in LAC without health insurance is decre@sthg he number of
uninsuredpersonshas decreased for adults (ages@48 years) from 22.8% in 2007 to 18.8% in
2014 and for childreand teens (ages-07 years) from 6.7% in 2007 to 4.4% (unstable
estimate) in 2014Among adults aged 184 years surveyed in 2014, Al/AN adults reported the
highest prgortion of being uninsured (33fdollowed by Latino (27%), Asian (19%), Black/AA
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(12%), and White (6%) allst Among Asian children, 16%re reported to bewithout

insurance, while 5% of Latino children, B¥ck/AA and less than 0.5% of White children were
reported to be without insuranc@3]. In addition to health insurance, 23% adult and 5% of

child residents reported having no regular source of health care in RR]1Please note that

the percent estimates among Al/AN and Black/AA adults, as well as Asian, Latino and Black/AA
children are statistically unstable and may netdyppropriate for planning and/or policy

purposes. Data for AI/AN and PI children were not available.

Mortality and Cause of Deathin 2012, the overall agadjusted death rate foL AC was 581

deaths per 100,00Qopulation[45]. Table 2.1 shows the tendding causes of death in LAC, CA,
and across the U@5-46]. Stage 3 HIV (AIDS), has not been among the overall leading causes of
death since 2004 in LAG5]. However, the2012HIV death rate among Black/AA males (12 per
100,000 population) was four timeke HIV death rate of Latino males (3 per 100,000) and

three times that of White males (4 per 100,0083%].

Table 2.1: TeheadingCausesof Mortality LAC, CA, US, 2012

LAC CA us

1 | Coronaryheart disease Diseases of heart Diseases of heart

2 | Stroke Malignant neoplasms Malignant neoplasms

3 | LungCancer Cerebrovascular diseases Chronic lower respiratory

diseases
4 | COPD Chronic lower respiratory Cerebrovascular diseases
diseases

5 | Alzheimer's disease Alzheimer's disease Accidentgunintentional injuries)

6 | Diabetes mellitus Accidents (unintentional injuries) Alzheimer's disease

7 | Influenza and pneumonia Diabetes mellitus Diabetes mellitus

8 | Colorectal Cancer Influenza and pneumonia Influenza and pneumonia

9 | Chronic livedisease and Chronic liver disease and cirrhos Nephritis, nephrotic syndrome
cirrhosis and nephrosis

10 | Essentiahypertension and Essential hypertension and Intentional selfharm (suicide)

hypertensive renal disease hypertensive renal disease

Education:The LAC Office of Education is the nation's largest regional education d48hdy
20142015, there were 1.5 million students enrolled in 2,283 public schools in 93 school
districts in the Count{49]. Nearly onefourth (24.7%) of all California studts were enrolled in
LAC public scho0]49]. Forty-two percent (42%) of enrolled public school students AC

attend Los Angeles Unified School District, the largest school district in the Gé8htyatinos
represent 65% of all students in county public schools followed by Whites (14.3%), Black/AA



(8.1%), Asians (7.6%), Filipinos (2.2%), Pacific Islanders (0.4%) and AlI/AM3D.St%Ylents

in LAC schools speak 92 different langudg8§ In 20132014, calculations for LAC high school
graduation rates were at 77.9(0]. Graduation rates also reflect significant disparities

between racial/ethnic groups, with the lowest 2013 graduation rates among Al/AN (65.3%) and
Black/AA students (67.9%) compdreith Asiannot Pacific Islandeg©3.4%) and White

students (86.49460]. Additionally, dropout rates are highest among Black/AA students (19.5%)
followed by AI/AN (18.7%), Latino (14.2%), Pacific Islander (12.7%), White (7.8%), Filipino
(4.5%), and Asiaf#%) student$50]. Among LAC adults over the age of 25 years, 23.4% did not
graduate from high scho¢b1].

Incarcerated Personshe correctional system in LAC includes federal, state, and county
facilities. Currentlywithin LACthe federal facity houses just over 800 inmates, the California
Department of Corrections facility houses nearly 3,500 inmates, and the lefigbrun jail

facilities have a daily census of about 19,000 inmgi2<5H4]. The Los Angeles County jail

system is one of the largest in the worléccording to the California Department of Justice,
there were 290,733 arrests (excluding status offenses) in LAC in 2014, of which juvenile
offenders accounted for 5.2%, representindecrease from 11.2% in 2008. Half (50%) of all
adults arrested were Latino, 23% Black/AA, 21% White, and 6% other. Latino youth accounted
for nearly twathirds of juvenile arrests (60%), followed by Black/AA (26%), Whites (10%), and
other races/ethnicites (4%]55]. As of 2014, 55,265 individuals were on probation in Los
Angeles Count}b6].

Mental lliness:Mental iliness is defined as an individual having any mental, behavioral, or
emotional disorder in the past year that met tilBagnostic and Statigtal Manual of Mental
Disorder§DSMIV 4" edition) criteria (excluding developmental and substance use disorders).
Serious mental illness (SMI) is defined as any mental, behavioral, or emotional disorder that
substantially interfered with or limited oner more major life activitief57]. The Substance

Abuse and Mental Health Services Administration (SAMHSA) estimates that in 2013, 19% of US
residents aged 18 years or older have a history of mental iliness within the past year and 4%
suffer from SMI, whé an average (2012012 average) of 17% of LAC adults aged 18 years or
older have a history of mental illness and 3.5% suffer from[SF8]. According to the 2011

LAC Health Survey, 7.5% of LAC adults sought mental health care {#£20849] Thisvaried

by race, with Black/AA residents the most likely to seek mental health care (12.1%), followed by
White (10.6%), Latino (5.3%) and A/PI (4.4%) residéAtH9]

Service Planning Areain 1998, LAC aggregated its 26 health districts into eightice

LI I yyAy3 FINBFLa 2N {t!ad {t!a gSNBE ONBIISR o0&
the County Board of Supervisors in 1993 to make public health service more responsive to local
needs[60]. The service planning areas for LAC are: Anteltgdiey, SPA 1; San Fernando Valley,

SPA 2; San Gabriel Valley, SPA 3; Metro, SPA 4; West, SPA 5; South, SPA 6; East, SPA 7; and
South Bay, SPA 8. The location and boundaries of these SPAs are illustrated in Figure 2.5.
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Table 2.2 gives a brief overview of geographic and sdemographic characteristics by SPA.
As seen in the table, the size and composition of thesSR#es greatly. For example, in 2012,
Metro and South have a population density of over 12,000 persons per square milethvehile
lyGSt21LIS +FffSeQa LRLMzZIFIGAZ2Yy RSyaade Ara f
the majority of the population in the Metro (52%), South (68%), Bast (74%) SPAs, while
Whites predominate in the West (65%) and San Fernando Valley (46%). The SPA with the
largest proportion of Black/AA is South (29%), while the largest proportion of A/Pl is in San
Gabriel Valley (28%). AlI/AN make up 0.2% of the ladipa in all SPAs except Antelope Valley
(0.4%)* The proportion of Al/AN represents the number of individuals who identify as only
Al/AN, and does not include those of mixed race/ethnicity.

(0p))
Qx

The largest proportions of youth (persons <18 years of agéjaen the Antelope Valley (31%)

and South SPAs (32%), while West SPA has the highest proportion of seniors (persons aged 65
years or older) (14%). South SPA has the largest percentage of people living at less than 100%
FPL (31%), followed ltiye Metro (25%) and Antelope Valley SPAs (21%). Antelope Valley SPA
(1) had the highest unemployment rate as of 2011, at 17%he®outh SPA, 61% of residents

have a high school diploma and 12% have a college degree, a striking differentedifast

SPA, wher®3% of residents have a high school diploma, and 56% have a college @iejree

Residents, aged 184 years, ofthe South and Metro SPAs were the least likely to have health
insurance (38% and 36%, respectively). Adultisersouth, Metro, and San Fendo Valley
SPAs were least likely to have a regular source of medical care (29%, 25%, and 25%,
respectively).TheAntelope Valley, Metro, and South SPAs had the lowest percentage of

9

ax



prenatal care visits in the first trimester (67%, 79%, and 77%, raspB9t while also having
the highest teen birth rates among mothers below the age of 20 at delivery (34, 36, and 51,
respectively, per 1,000 live birthgsee Table 2.2).

Table 2.2 LACPopulation Characteristicby Service Planning Area (SPA), 2011

SPA

AV SFV SGV Metro West South East South Bay

1) 2) 3) (4) ®) (6) (1) 8
Population 386,526 2,136,581 1,752,126 1,120,091 637,129 1,009,550 1,295,828 1,528,363
Area (sq. miles) 1,743.2 1,122.6 432.4 93.1 210.9 77.3 164.0 327.0
Population 222 1,903 4,052 12,031 3,021 13,060 7,901 4,673
Density
Age < 18 years 31% 24% 24% 20% 16% 32% 28% 25%
Age 65+ years 8% 11% 12% 10% 14% 7% 10% 11%
Latino 44% 39% 46% 52% 16% 68% 74% 40%
White 36% 46% 22% 25% 65% 2% 14% 30%
Black/AA 15% 3% 4% 5% 6% 29% 3% 15%
Asian/PI 4% 11% 28% 18% 13% 2% 9% 16%
Al/AN 0.4% 0.2% 0.2% 0.2% 0.2% 0.1% 0.2% 0.2%
High school 75% 81% 76% 72% 93% 61% 73% 81%
diploma
College 16% 31% 26% 28% 56% 12% 15% 27%
degree/Post
Grad
Unemployment 17 % 13% 14% 15% 8% 16% 14% 13%
Living below 21% 15% 13% 25% 13% 31% 16% 17%
100% federal
poverty level
Teen birth 34 19 22 36 6 51 31 26
rate/1000 live
births?
Prenatal care in 67% 88% 83% 79% 85% 7% 82% 80%
15t trimester
Adults (1864) 20% 27% 27% 36% 13% 38% 32% 27%
without health
insurance
Adults with no 18% 25% 23% 25% 23% 29% 20% 21%

regular source of

medical care

Source: LAC Key Indicators of Hepd#]; tamong those seeking employmefindicates a mothex than 20 year®f age at delivery
3 Percent of total births.

AV=Antelope Valley, SFV=San Fernando Valley, SGV=San Gabriel Valley, AA=African American, PI=Pacific Islander, dismzAmerican In

AN=Alaska Native
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lll. Epidemiology of HIV in Los Angeles County

A. Background
This sectiosummarizeslata collected through HIZaseSurveillance and supplemental HIV
surveillance activities, including HIV Incidence Surveillance, Molecular HIV Survealitehce
Perinatal Surveillance.

HIVQurveillance is a core public health activity that begaihos Angeles CountyAQ in 1982

with the collection ofdata onstage 3 HIVAIDS, and was expanded to include all HIV diagnoses
in 2002 (see technical notesrfdescription of new HIV stages) person with HIV is included in
our surveillance system only after a confirmed report from a physician and/or laboratory. As of
this report, there is a backlog of over 4,000 laboratory notifications pending investigadi
determine if they represenindividuals withHIV that have not yet been reported.herefore,

the HIV data presented in this report are preliminary.

ThelLACHIV surveillancerogramuses active and passive techniques to identify and collect
information onpersons who areliagnosedwith an HIV infectiomt hospitals, clinics, private
physicia 61fices, laboratories, communilyased organizations (CBOs), and hospides part

of active surveillance activities, staff from the Division of HIV andPsdd@pams (DHSP)

routinely contact and visit sites to facilitate the completion of HIV case reports. Passive
surveillance includes the submission of case report forms from sites to DHSP without prompts
from surveillance staffTogether DHSP and the indival providers determine if they will

participate in HIV surveillance as an active or passive surveillance site based on factors including
number of annual diagnoses and provider preference.

HIV surveillancactivitiesincludethe collecton ofinformationon clinical factors, demographics
andthe mode of exposure how the virus was transmitted, for example through sexual

activity, irjectiondrug use, or from mother to chitd to monitor transmission trends and

quickly intervene when changes occulV positivendividuals recently reported to the
surveillance system are more likely to be reported withoufisignt risk factor information,

thus recent HI\diagnosesamong some transmission categories may be underestimated unless
anadjustmentismade For persons who hee no reported risk for HiIvthe mode ofexposure
isredistributed to other valid exposure categories based on theasekracespecific

distribution of other reported casesThis adjustment takes into account information collected
fromroutinely investigated and reategorized HIV cases in previous ydaes technical notes)

B. Overview
A cumulative total of 8%00people infected withtHIVhave been diagnosed amdported in
LACConsistent with national HIV trends, in LAC we continue to see an overall decline in HIV
morbidity and mortality. Notably, significant changes in HIV reporting regulations have
correlated with increases in the number of reported cases. For example, m2@2%se in the
number of HIV diagnoses in 2006 corresponds with the implementation of named reporting.
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Similarly, increases in the number of stage 3 (AIDS) diagnoses in 2002 and 2008 correspond
with expanded laboratory reporting requirementsigure 31).

Figure 31: HIVDiagnoses, 8ge 3 AIDS Classificationand Deaths, LAC 1982013
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1Data are provisional due to reporting delay (2€2®13); 2In 2002 HIV reporting by nenamed code began.

3Changes that influenced Stage 3 HIV include a case definition changed (1993), introduction of HAART (1996) and manelaoetihGD4 r
(2008).

Source: DHSP, LAPH; data as of December 31, 2014

As of December 31, 2014, a cumulative total of 88,p8oplewere diagnosed with HIVh LAC.
Of these 62,651(73%)personshave beerdiagnosed wittstage 3 HIV (AID&@nhd 34,883 people
have died (4% cumulative casdatality). However, since the introduction of antiretroviral
treatmentin 1996, he decline in deathbas outpacedhe decline in newHIV diagnosesandthe
number of persons livingrith HIV(PLWHas continued to increase in LAC (Figure.3.2)

Currently, nearly 49,000 PLWH have been diagnosed and reported to HIV surveillaviog as
in LAC We estimate however that nearly 60,000 PLWwere residingn LAC at the end of
2014 (Figure 3). This estimate accounts for persons with HIV laboratory reports that are
awaiting confirmation and the number &fLWH~ho remain untestec&ndtherefore unaware

of their HIV infection.

C. HIV Diagnosis
Gender The number of male adidtand adolescergdiagnosedvith HIVannually in LAC
peaked in 2004t 2,400diagnosesnd has since fallen to under 2,08fagnosesannually
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Figure 32: Number ofPersonsLiving with HIVby Year and Sage, LAC 198@013% 2
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1Data are provisional due to reporting delay (2€4®13); 2In 2002 HIV reporting by nemamed code began.
Source: DHSP, LAPH; data as of December 31, 2014

Figure 33: EstimatedNumber of LAMQResidentsLiving with HIVat the End of 2014
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1 CDC estimates 14% of persons living with HIV are unaware of their infection.
2 Approximately 4,800 labs are pending investigation, an estimated 2,400 of these will represent unduplicated PLWH
LAGDPH; data as December 31, 2014
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for 14% of new HIV diagnoses (Figure 3.5). By 2011, the number of female diagnoses had fallen
to nearly half the number in 2006 (862), and has remained at around 200 new diagnoses
annually. A small number of transgemgeeople are reportedly diagnosed with HIV annually.

In 2013, 25 transgender people were diagnosed, which was about 1% of the annual diagnoses.
Because of inconsistent or incomplete reporting of current gendesédata may not

represent the true burde of HIV in transgender LAC residents.

Figure 34: Number ofAdult/ Adolescens Diagnosedwith HIV byBirth Sexand Year of
Diagnosis, 2002013
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Data are provisional due to reporting d§l(20122013) Source: DHSP, LAPH; data as of Decemb&t, 2014

Figure 35: Proportion of Adult/ Adolescens Diagnosed withHIV byBirth Sexand Year of
Diagnosis(2006 and 2013

2006 2013
n=2,723 n=1,820

B male ™ remale ™ Transgender

Data are provisional due to reporting delay (201S8purce: DHSP, L&PH; data as of December 31, 2014
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Age About onethird of individuals diagnosed with HIV in 2013 were under the age of 30
(Figure 3.6).Veryfew diagnoses among adolescemisre observedand the number of HV
infected youth has remained stable since the onset of HIV reporting. In corasthserved a
steady increase in the proportion of new diagnoses in LAC residents agiyEars from
2002 to 2013Kigure 37).

Iiyre 3.6: Ag_;eat the Time of HIVDiag_;nos';s, LACO13
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Age at HIV Diagnosis (years)

Data are provisional due to reportiriglay.Source: DHSP, L&APH; data as of December 31, 2014

Figure 37: Percent ofindividuals Newly Diagnosedwith HIVamong Persons under 30rears of
Age, by Year of Diagnosis LAC002-2013
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Data are provisional due to reporting delay (2€4®13). Source: DHSP, LAPH; data as of December 31, 2014
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Race/Ethnicity The annual number of adsland adolescergdiagnosed with an HIV infection
remained relatively stable for most racial/ethnic groups since HIV reporting was implemented
in 2002(Figure3.8). However the proportion ofdiagnosesy race has shifte(Figure3.9).

From 2002 to 2013 the proportion &¥hites amongiew HIV diagnosda LAQlecreased from
nearly onethird of newly diagnose@dults and adolescents to less than a quarter. dmtkast,

over the same time periodhe proportion of new HIV diagnoses increasedLatinos (43% to
45%), Black#frican AmericanBlackAA;21% to 24%) and Asian/Pacific Islandév$1;3% to
4%) Overall the proportion ofAl/ANremained stable at @% of all new HIV diagnoses.

The rate of HIV diagnoses decreased from 2006 to 2010 for each racial/ethnic group and across
male and females are presented in Figures 3.10 and 3.11 (due to small numbers, rates were not
calculated for transgender individig. At the time of this report data presented for 202Q13

was preliminary and trends for these years should be interpreted cautiously

Figure 38: Number of Adult/ Adolescens Diagnosedavith HIV byRace/Bhnicity and Year of
Diagnosis(20022013}
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Source: DHSP, LAPH; data as of December 31, 2014
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Figure 39: Proportion of Adult/ Adolescens Diagnosedvith HIVDiagnosed with HIV
in 2002 and 2013 bfrace/BEhnicity*
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!Data are provisionalue to reporting delay (2013).
Source: DHSP, LAPH; data as of December 31, 2014

Figure 3.10Rate ofMale Adult/ Adolescens Diagnosedvith HIV by Race/Ethnicity and Year
of Diagnosis (2002013})-2
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Data are provisional due to reporting delg0122013).

°Rates for Pacific Islanders and American Indian/Alaska Natives are unstable and therefore not presented.
Source: DHSP, LAPH; data as of December 31, 2014
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Figure 3.1: Rate ofFemale Adult/ Adolescens Diagnosedvith HIV by Race/Ethnicityand
Year of Diagnosis(20022013}-2
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Data are provisional due to reporting delay (2€4®13).
Rates for Pacific Islanders and American Indian/Alaska Natives are unstable and therefore not presented.
Source: DHSP, LAPH; data as of December 31, 2014

Figure 312: Proportion of Adult/ Adolescens Diagnosedwith HIV in 2013 by&ex at Birth and
Mode of Exposuré
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Data are provisional due to reporting delay.
’Heterosexual contact is sexual contact with a person known to have, or to be at high risk for HIV infection.
Source: DHSP, LAPH; data as of December 31, 2014
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Mode of Exposure The most common risk factor for HIV in LAC is sex with amfébfed

male, accounting for 97% of cases among males and 80% of cases among females (Figure 3.12).
Annually men who have sex with men (MSM) compose the majority of HIV diagnoses (Figure
3.13). Since2002,the proportion of new diagnoses who akSM, including M who inject

drugs (MSM/IDUincreased fron¥8%to 85%o0f people diagnosed withIV(Figure3.13).

Figure 313: Proportion of Adult/ Adolescens Diagnosedwith HIV by Adjusted Mode of
Exposure andYear of Diagnosis LAC00220132
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!Cases with nalentified risk were redistributed using CDC protocol.

’Data are provisional due to reporting delay (2€2®13).

SHeterosexual contact is sexual contact with a person known to have, or to be at high risk for HIV infection.
Source: DHSP, LAPH; data asf December 31, 2014

D. Persond.iving with HIV

Gender The number of both males and females living with HIV has increased steadily since
2002 when mandatory reporting for HJVegardless of stagbegan in LAC (Figureld). As of
December 312014,approximately 43,00@LWH residing in LAC identified as maJ800as
femaleand 590 as male to female transgender. However, this number is likely an
underestimate due to inaccuracies in reporting of gender identity. For estimates of the
transgender comunity in LAC, see Section V.

Age Hgure 3.5 shows the current ageas of December 2014f PLWH in LAGVith advances
in HIV treatment, wdnaveseen an increase in thaverageage of PLWHThree quarters (8%)
of PLWH are 40 years or oldand neary halfof these individualare over 50 years of agd.he
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median age of PLWH in LAC is currently 48 yearspared with a median age of 44 years
reported in the2009Profile

Figure 314: Number ofPersonsLiving with HIV byGender andCalendar Year
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Data is provisional due to reporting delay (2€A®13).Source: DHSP, LAPH; data as of December 31, 2014

Figure 3.5: Ageof Persondlivingwith HIVin LAC as of 2014h=47,615)
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Race/Ethnicity As seen in Figure 3142% of PLWIh LAC are Latin@2%are White, 20% are
BlackAA, and 3%re A/PL. Less thari%of PLWH irLAC arél/AN. The racial/ethnic
distribution of PLWH differs lyender Most notably,in 2013, Black/ARLWHomprised35%
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of femalediving with HI\compared with 8% of males (Figure 3L The proportion of
Black/AA living with HIV that are female has consistently been higher than the proportion of
females in any other racial/ethnic gropigure 3.8).

Figure 3.16: Proportion of PersonsLivingwith HIV by Race/Ehnicity, 2013
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1Data is provisional due to reporting dela§ource: DHSP, L&APH; data as of December 31, 2014

Figure 3.Z: Proportion of PersonsLiving with HIVin 2013by Race/Bhnicity and Gender
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Data Is provisional due to reporting delayource: DHSP, LAPH, data as of December 31, 2014
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Figure 3.8: Proportion of FemaleAdults/ Adolescentsliving with HIV byRace/Ehnicity
(n=5,387) LAC20022013

20% - .—.——.———I—I——'——I—-—'—.._.___.___.

10% | &= == v — e e == =

0% T T T T T T T T T 1

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Year

<+White -=Black/AA Latina =A/Pl --Al/AN
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Source: DHSP, LAPH; data as of December 31, 2014

Mode of ExposureWe estimate that 78% of PLWH avisMand6%MSM/IDU Other
reported modes of exposure includBU(5%), and heterosexual contad0fs6) (Figure 39).

Figure 319: Proportion of PersonsLiving with HIV byAdjusted Modeof Exposure(n=47,615)
LAC 2013

m MSM

= MSM/IDU
B Het ?

m IDU

Data are provisional due to reporting delay; Cases with no identified risk behaviors were redistributed into risk categories.
’Heterosexual contact with a persémown to have, or to be at high risk for, HIV infection.
Source: DHSP, LAPH; data as of December 31, 2014
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E. Stage 3 HIV (AIDS)

Stage 3 (AIDS) is the symptomatic phasididf infection. The introduction of improved HIV
treatments beginning in 1996 contuked to a significant delay in the progression of HIV to
stage 3 AID$for many individuals.This section presents data on stage 3 diagnoses including 3
year survival following stage 3 classification.

Mode of Exposur@and GenderThe distribution opersons classified as stag®éy adjusted
modes of exposure differs greatly between LAC and other regions of the cowsugh as the
South and Northeast United StatesAC continues to have a higher proportiorst#fge 3cases
among MSM and smaller propgans among heterosexuals and IBtdan the nation overall.
These differences can be sewhen comparing-igures3.20 and 321.

Figure 320: Stage 3 (AIDS)assifications among\dults andAdolescents with HIMnfection,
by TransmissionCategoryand Year of Diagnosis 1986- 2013, LAE?
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!Cases with no identified risk were redistributed using CDC protéPaita are provisional due to reporting delay (2€4@1.3).
SHeterosexual contact is sexual contact with a persoown to have, or to be at high risk for HIV infectj@ource: DHSP, LAPH; data as of
December 31, 2014
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Figure 321 Stage 3 (AIDS)assifications among\dults andAdolescents with HIMnfection,
by TransmissionCategory andYear of Diagnosis United States and ®ependentAreas
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Note. All displayed data have been statistically adjusted to account for reporting delays and missing transmission categurigrbut
incomplete reporting.

! Heterosexual contact with a person known to have, or to be at high risk for, HIV infection.

2 Includes hemophilia, blood transfusion, perinatal exposure, and risk factor not reported or not ider8iiete U.S. Centers for Disease
Control andPrevention

Figure 3.22 presents data on survival rates for more than 36 months after a stage 3 HIV
diagnosis, broken down by mode of exposure, amongstihfé¢ted LAC females as compared
to US females. Figure 3.23 presents the analogous data fenféidted males.
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Figure 3.2: Survival forMore Than 3 YearsAfter a Sage 3 (AIDSQassification during 2004
2009, byTransmissionCategory’t FemalesLAC and United States
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1Cases with no identified risk were redistributed using CDC protocol.
?Heterosexual contact is sexual contact with a person known to have, or to be at high risk for HIV infection.
Source: DHSP, LAPH; data as of December 31, 20145 Centers for Disease Control and Prevention

Figure 3.3: Survival forMore Than 3 Yearsafter a Sage 3 (AIDSHassification during 2004
2009, byTransmissionCategory't Males, LAC and United States
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Cases with no identified risk were redistributed using CDC protocol.
’Heterosexual contact is sexual contact with a person known to hate,lw at high risk for HIV infection.
Source: DHSP, LAPH; data as of December 31, 2014; Centers for Disease Control and Prevention
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Age The median age atage 3diagnosis has increased from 33.5 years in 198M0tgears in
2013 (see Figure 24). Beween 1995 (prior to the introduction of more effective HIV
treatments) and 23, the proportion ofpeople classified astage 3among personaged 2544
years dereased while the proportion of thoseliagnosed at age 50 years or olderarly
doubledfrom 12% ofnew stage 3 diagnosas 1995 t022% in 2.3 (Figure 3.2%h

Figure 324: Median Age atdassification ofSage 3 HIV (AIDS)
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Data are provisional due to reporting delay (2€2®13).Source: DHSP, LAPH; data as of December 31, 2014

Figure3.25 Proportion of IndividualsQassified asage 3 (AIDS) bpge Group at Time of
Diagnosisand Year!
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Life expectancy 36 months after being classified as stage 3 decr@#@bddcreasing age group
(Figure 3.B). Across all age groups, a greater proportion of LAC residents survived 3 years after
being classified as stage 3 compared to the US o\&iglie 3.25).

Figure 326: Proportion of Individuals ClassifiedsSage 3 (AIDS) in 2062009 andurviving
at Least36 Months, LAC and Unite States
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Source: DHSP, L&PH; data as of December 31, 2014; Centers for Disease Control and Prevention

Race/Ethnicity Figures 3.27 and 3.28 show the number of people classified as stage 3 by
race/ethnicity in LAC and the US overall. In LAC, the number of Latinos classified as stage 3 has
been higher than any other racial/ethnic group whereas in thetkkSnumber of Latinos

classified with stage 3 is lower than Black and White Americans

Figure 3.29 presents data on survival after stage 3 HIV (AIDS) classification by racial/ethnic
categories, in LAC and in the US generally. The proportions of \Blaitd/AA and Latino

PLWH surviving over 3 years after progression to stage 3 was comparable in the US and LAC.
However, fewer Pacific Islanders and AlI/AN survived 36 months after stage 3 classification in
LAC compared to the US in general.
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Figure 327: Stage 3 (AIDS) Classifications among Adults Addlescents with HIV Infection,
by Race/Ethnicity 19862013t LAC
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Data are provisional due to reporting delay (2€2@.3); Due to small numbers Bhcificlslandersand Anericanindian andAlaskaNatives
diagnosed with stage 3 (AIDS) annually, data for these groups are not presented.
Source: DHSP, LAPH; data as of December 31, 2014

Figure 3.8: Stage 3 (AIDS) Classifications among Adults and Adolescents with HIV Infection,
by Race/Ethnicity 19882013 United States and 6 Dependent Areas
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Note.All displayed data have been statistically adjusted to account for reporting delays, but not for incomplete reporting.
tIncludes Asian/Pacific Islander legacy cases.

2 Hispanics/Lanhos can be of any race.

Source: Centers for Disease Control and Prevention
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Figure 329: Survival forMore than 36Months after a Sage 3 (AIDSQassification during
2004¢2009, byRace/Ethnicity LAC and United Statés
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1LAC data are provisional duereporting delay.
Source: DHSP, L&PH; data as of December 31, 2014; Centers for Disease Control and Prevention

F. National Trends

Table 31 compares HIV incidence estimates (HIV Incidence Surveillance methods and additional
data below inSupplementaSurveillance ProjegtsHIV diagnoses and PLWH in thell/&; and

7 other large metropolitan citiesWhen availableboth numbers and rates are provided. Rates

are an effective way of examining the impact of HIV in populations of different sizes. For
example, LAC has nearly 6 times the number of estimated new HIV infections as compared to
San Francisco County, however San Francisco County has double the rate of new infections.

CDC estimates 47,500 persons in thewere infectedwith HIV in 201Q1]. This estimate

accounts for people who werdiagnosedand reported to HIV surveillance and those that
remained unaware of their HIV infection.lLAC, we estimate that just over 2,100 new HIV
infectionsoccurred in LAC in 2018.5% ofestimatednew US infetions). In comparison to

other cities funded for HIV Incidence Surveillance, LAC had one of the highest numbers, but the
lowest rates of new HIV infections. However, incidence estimates for the densely populated
YR dzND I Yy SakéPeihigAleaNdbdf LAG (106 per 100,000) were among the
highest in the nation (see Section IV for more information on the geographical distribution of
HIV incidence estimated in LAC)

CDC reports that in the US over 48,000 individuals with HIV infection wereodetpnd

reported to HIV surveillanca 2013 (Table 3). With over 2,000 HIV infections diagnosed in
2013,LAC accounts for 4.2%méw HIVdiagnosesn the US. @ly New York City has more
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individuals newhdiagnosedwith HIVannuallyand more PLWH than LA®/hile the case count

is high LAGas a wholéhas a lower rate of both HIV diagnoses and PLWH than many

O2YLI NI ot S OAGA S asSPhastaiewy\Aiaghasesat&dd 42 pex 00,008 £

residents, which is twice that oAiC ingenerdi Yy R a4 SO2y R 2yf & (2 aAl YAQa
diagnoses (see Section IV for more information on the geographical distribution of HIV.in LAC)

Table 31: Estimated HI\Infections, Diagnoses of HI\hfection andNumber of People Living
with HIV (PLWH)n the US and 8/etropolitan Areas

Incidence Estimate (2010) Annual Diagnoss' (2013) PLWH (2012)
Geographic Area N (95% CI) Rate N Rate N Rate
Miami, FI2 -- -- 1,332 51 26,904 1,038
Philadelphia, PA * * 768 36 18,423 861
Washington, D.G. 656 (449-863) 126 1,634 35 29,465 638
San Francisco, G2 357 (226495) 51 464 29 16,327 1,043
New York, NY 2,284 * 3,849 27 121,833 864
Houston, TX 1,258 (9381577) 30 1,556 25 24,270 393
Chicago, IL * * 1,706 23 27,976 383
LAC, CA 2,117 (16192,614) 25 2,026 20 45,633 459
United State$ 47,500 (42,0063,000) 19 48,114 15 933,295 294

*Jurisdiction did not provide rate in their published report.

Diagnoses of HIV Infection in the United States and Dependent Areas[22013

2Miami is not a funded HIV Incidence Surveillance jurisdiction.

3Data source HIV Incidence estimatB$iSP, LADPH; data as of May 12, 20T&istrict d Columbia Department of HealfB]; San Francisco
Department of Public Healfl#]; New York Cit{pepartment of Health and Mental Hygieff; Houston[6]; Estimated HIVhcidence in the
United States [1]

G. HIV Incidence Surveillance

HIV Incidence Surveillance (HIS) is a-@&€lopedmethodologythat estimatesthe number of
people newly infected with HIV. The estimation relies upon a technique, called stratified
extrapolation analysis to account both for people who have been diagnosed with HIV and
those who remain unaware of their infectiomncidence estirates produced through HIS are
limited in that they rely upon individuals who have tested for HIV, have remnant sera from an
HIV positive test available and have accurately reported their HIV testing behaviors prior to
their first positive HIV test. Forighreason, these estimates should be interpreted cautiously.
For HIV incidence estimation methods, refer to the technical notes.

Overall, we estimatéhat approximately 2,000 new HIV infectioascurannually in LAC. Figure
3.30shows theestimatedrate of new infectiors per year from 2002013. The marker in the

graph indicates the point estimate for each year, while the vertical line shows the 95%
confidence interval around that estimate. For example, in 2013, we estimate a rate of new HIV
infection of 22/100,000 with the 95% confidence interval of22/100,000). There was a
significanttrend for increasedncidence from 2008 2012 (p<0.05 for 2008 vs 2012).
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However, peliminary analysis for 2013 shows a (rgignificant) decrease in HIV incidenc
from 2012 to 2013. As the Case Surveillance dataset for 2012 and 2013 is not yet complete,
these results should be interpreted only as an indication of a pogsibleninarydecreasen
new infections

Fig 330: EstimatedRate of New HIVInfections byYear, LAC007-2013
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Data is provisional due to reporting delay (26A®13)
Source: DHSP, L/APH; data as of May 12, 2015

In Table 2, we report incidence estimates for 20P013 by demographic and risk behavior to
highlight the groupshat are at highest risk of new infection in LAC. Because the majority of
our infections occur among MSM, men are more likely than women to have a new HIV
infection. We estimate that the groups at highest risk for new HIV infection are adult MSM,
adultsunder the age of 35 years, and Black/AA individuals (indicate in bold font). In fact, sub
analysis of young MSM allows us to estimate tlna high rates of HIV infections among MSM
are a result of the disproportionately high rates of HIV infection amgnmg Black/AA MSM

(Figure 3.31).
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Table 32: EstimatedNumber, 95% Confidence Intervahd Rate (per 100,000pf Estimated
New HIVInfections byDemographic ancRisk Behavior Groud ACHIV IncidenceSurveillanceé

(1,4102,272)

(1,4152,313)

(1,5382,588)

(1,1651,983)

2010 2011 2012 2013
N (95% CI) | Rate] N (95% Cl) Rate|] N (95% CI) | Rate| N (95% CI) | Rate
Gender
Male 1,919 48 1,904 48 2,126 53 1,624 40
(1,4602,379) (1,4522,356) (1592,661) (1,2182,031)
Female 234 5 211 5 232 6 241 6
(92-377) (74-349) (60-404) (90-391)
Transgender * * * * * * * *
Age Group
18-24 years 463 41 510 48 566 53] 466 44
(283-643) (313-707) (311-822) (243-690)
2529 years 377 55 356 47 472 62 378 50
(229525) (214-497) (276667) (237-520)
30-34 years 367 57 545 39 365 50 308 41
(208526) (362-728) (168561) (164-453)
35-39 years 313 43 283 38 270 39 204 29
(154471) (165-400) (126-414) (93-314)
40-49 years 406 26 262 33 438 31 302 22
(216:596) (134-390) (224-652) (167-437)
50+ years 196 7 230 8 209 7 174 6
(75-316) (65-396) (62-356) (78-270)
Race/Ethnicity*
White 667 26 463 19 659 27 503 21
(391-:943) (270-655) (407-908) (326:680)
Black/AA 332 46 491 72 427 63 383 55
(181-483) (287-694) (209-646) (215551)
Latino 935 24 1,004 27 1,111 30 844 22
(661-1209) (703-1,304) (767-1,455) (581-1,106)
Mode of Transmission
HET 202 2 171 2 * * * *
(64-340) (23-319)
IDU * * * * * * * *
MSM 1,841 798 1,864 861 2,063 946 1,574 763

lIncidence estimates are calculated separately for each demographic group. Thengfioigers in the breakdowmay not add up to annual

total

*Data completeness or sample size did not meet the criteria to calculate a stratified incidence estimate for transgendealsdi®U, A/Pls

or Al/AN.
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Figure 331: Estimated Rte of New HIVInfection amongYoung MSM byRace/Ehnicity and
Age Group, HIV Incidencesurveillance2012 2
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Data is provisional due to reporting delay;

2Incidence estimates for Black/AA and Latino MSM age@9lgears and foBlack/AA MSM aged 30+ years compared with Latino and White
MSM differ significantly (p<0.01).

Source: DHSP, L/APH; data as May 12, 2015

H. Molecular HIV Surveillance

HIV nucleotide sequences arellectedas part of the CD€indedMolecular HIV Surveillance
(MHS) activitiesind areanalyzed to assess the prevalence of drug resistant HIV strains, to
monitor genetic diversity of HI\tp describe HIV transmission pattefrend telp guide
programmatic and prevention efforts
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|. HIVInfection in Children

Through March 2015, a cumulative total of 550 children under the age of 13 years have been

reported with HIVsince reporting began in LAC in 19&2fty-three percent (=293) ofall

pediatric HI(all stagestases in LAC are male ahitPo(n=257) female.Among the 550

pediatric cases, there was a total of 325 (5@¥ildrenliving with HIV in LA& the end of

March, 2015

The racial/ethnic distribution for childresiagnosedwith HIVis similar to that of adult female
casesCompared with the US as a whole, the HIV epidemic in LAC involves proportionally more
Latinos(LAC47% Latino, 32% Bld&¥A, 17% White, 298/P|, 1%Al/ANand 1%

other/unknowrt US: 106 Latino62% BlackA, 16% White 8% A/PI, <1%AIl/ANand 3%other).

Since the implementation of universal blood donor screening in 1985 and the treatment of
blood products received by thosetWwihemophilia and other blood clotting disorders, the
majority of infected children have been exposed to HIV via perinatal (mathehild)
transmission.Of the 550 children diagnosed with HIV cumulatively, 76% acquired HIV from
their mothers; 17% werenfected through a blood transfusion; 5% had hemophilia or a
coagulation disorder; 1% hahother exposureandno exposure category could be
determinedfor 1% of children.However, since 200@erinatal exposure was the sole risk
factor among all childreannder age 13 years diagnosed with HIV.

Despite major successes in reducing motteechild transmission of HIV, both locally and
nationally, perinatal HIV prevention efforts fail to reach all Htifected pregnant women in
LAC, and transmission still ocs. In 2003 5% of HIV positive mothers transmitted HIV during
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labor. By 2013, mother to infant transmission was reducetl%o(Figur&.31). Among HIV
infected womendelivered during the 2013 project year, 100% of Hi¥ected pregnant women
received AR during pregnancgnd/or at labor and delivery, accountirigr the transmission
rate reduction toone percent (Figur8.31). Most of the HIV infections (70p6ccurring in
babies born between 1999 and 2013 resulted from missed opportunities for prevention
primarily due tothe lack of prenatal carand/or failure to identify and treat mothesxfor HIV
duringtheir pregnances

Figure3.32: Rates ofPerinatal HIV Transmissiorand Maternal Zidovudine(ZD\j Usefor
Reported BabiesBorn in LAC, 2002013
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Defined as ZDV or othantiretroviralreceived prenatally or during labor/delivery
Source: DHSP, LAEISP: data as of December 31, 2014

J. Enhanced Perinatal Surveillance (EPS) Project

With the emphasis on advancing HIV prevention and further reducing perinatal HIV

transmission in high prevalence areas, the CDC created the EPS project in 1999 as an extension
of routine HIV surveillance activitiekAC was one of the original 15 sitesioawide funded to
conduct active surveillance for HBxposed infants and children less than 13 years of &S

is a longitudinglIRBapprovedstudylinkingmother-infant pairs through retrospective medical
NEO2NRa NBJGASGg 27F & medikatebdidS FoNoguip KeSiews onyhR infank A f R Q
are done every 6 months to document new symptoms, treatment regimens, birth defects, and
immunologic status until the infant reaches 18 months of age or until his/heiirtfid¢tion

status is determined. EPS collects datathe timing and receipt of prenatal care; maternal HIV
testing history; antiretroviral therapy during pregnancy, labor, and delivery; substance use and
STD history during pregnancy; maternal CD4 count, viral load and disease status; timing and
characterstics of labor and delivery; neonatal antiretroviral therapy; pediatric PCP prophylaxis;
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sibling HIV status; and folleup care of both mother and child.

As d January 2015, EPS reported a total of 2,735é*pbsed andinfected children who were
less than 13 years of age and were receiving medical treatment in LAC for exposure @f HIV.
these, 1,990 (73%) weret HIVinfected, 274 (10%) wergassified wih pediatricstage 3 HIV
(AIDS, 376 (14%) werelassified apediatric HI\ktages 0, 1, or,2and 95 (3%) wermdividuals
with indeterminate HIV status.

HIV Testing in Pregnant Women

Of the 5,526 women living with HIV IDAC as of December 2014, 44%£2,280) were of
childbearing age (184 years old).Between 2008 and 2013, there were 503 infants repolged
born to HIV¥positive mothers in LAC, representing an average of 84 perinatal HIV exposures per
year in LACSince the miel990s, the number of indent pediatric HI\infectionsin LAC has
decreased from a peak of hildrenin 1998 to only one in 201EPS data suggest that early
identification and the widespread use of antiretroviral therapy in-tifécted mothers during
pregnancy and/or labor ahdelivery have been major factors in the decline of perinatal HIV
transmission to infants born in LAC (FigBi&2). However, despite this declining trend, the
continued motherto-child transmission of HIV in LAC demonstrates the needrfoancedH1V
testingand treatmentof pregnant women.

Elimination of perinatal HIV transmission starts with the early identification ofitié¢ted

pregnant women. Early prenatal care and ARV therapy significantly reduce the risk of HIV
transmissionThe passagef AB 684in 2008) has helped eliminate barriers to pregnant

women receiving an HIV test. The law makes HIV testing more routine and as a result, HIV
testing in prenatal care has increasétbwever, pregnant women who do not receive prenatal
care and mayot be aware of their HIV status are at greatest risk of transmitting HIV to their
newborns.Thaefore, thed A f f-duttestihd iifovision also provides rapid HIV testing in
without consentlabor and delivery setting&etween 2006 and 2011he Califonia

Department of Public Health (CDP®ifice of AIDS contracted with the Pacific AIDS Education
and Training Center (PAETC) and Stanford University to provide training, technical assistance,
and capacity building to hospitals in order to implement rapid kesting inabor and delivery
units. Currently, allabor and deliveryacilities in LAC have implemented rapid HIV testing
protocols to ensure that women learn their HIV status and to maximally prevent medher

child transmissionAs a resultpediatric HIV surveillance data has shown an increase in HIV
infected women with no prenatal care receiving antiretroviral therapy during labor and
delivery.However, cumulative data since 2003, shows that only 56% of the infected mothers in
LAC with ngrenatal care received antiretroviral therapy during labor and delivery, which
underscores the reality that rapid testing at labor and delivery is still not being uniformly
practiced to prevent perinatal HIV transmission.
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V. GEOGRAPHIC DISBIURTION OF HIV IN 8&ANGELES COUNTY

The geographic distribution ¢flVvaries and affects specific areas of Los Angeles County
disproportionately In an effort to characterize local health needs regionafiyi998, 26 health
districts in Los Angeles County (LAC) were aggregated into eight Service Planning Areas, or
SPAsThis sectiorexaminethe average numbers and annual rates of newly diagnosed HIV
infections in 20142013 and persons living with diagnosed HIV infection (PLWH) (all stages) at
yearend 2014 by SPA as well as by select cities and communities within each SPA. The number
of newdiagnoses and PLWH in LAC does not indwdeported caseand/or persons unaware

of their infection and are based on data reported through December 31, 2014. In addition, for
the first time, we provide HIV incidence estimates by SPA (TableMtii}he methodology for

HIV incidence estimatefetailedin the technical notes.

The map irFigure 4.1depictsthe number (in red), percent (in green), and rate per 100,000
population (in blue) of PLWH reported in LAC by SPA. The geographic distribiiofidfis
based on the most recently reported LAC residence, regardless of residence at disgmbss,
different from the definition of PLWH in other sections of tRiofile(see technical notes).

HIVprevalence aries across SPAs within CAunty, withSPA 4 (Metrohavingthe highest

number (18,205) and proportion (37%) of PLWH, followed by SPA 8 (South Bay) with 7,848
PLWH (16%). SPA 1 (Antelope Valley) has the lowest number (972) and percent (2%) of PLWH
in LAC. While the overall county rate of LW 490 per 100,000 population, SPA 4 (Metro) has
the highest ratethree times that of the couny rate (1,583 per 100,000 populatignfollowed

by SPA 6 (South) with a rate of 545 per 100,000. The lowest rate per 100,000 population is
found in SPA 8San Gabriel Valley) with 197 per 100,000 (Figure 4.1).

Todepictthe geographic distribution in small areas, we used the April 2015 version of the LA
County Board Approved Statistical Areas (BASA) shapefile to defiaadtgmmunity
boundaries. Theity/community is assigned based on projected gmwmrdinates (X, Y) of
reported residentiabddress ForPLWH only, the city or ZIP Code of residence was used to
approximate the city/community locationvhen detailed street address of residence was not
avalable.

Therates of PLWH, based on most recent addresses, for the City of Los Angeles and other
incorporated cities and unincorporated areas in lis\@epicted in Figure 4.2The overaltate

of PLWHnN LAGvas 490 per 100,000The rate varied across#ties and communitiesThe

highest rates of PLWH at yeand 2014, shaded idark brown occurredin SPA 4which

includes West Hollywood and the Wholesale District, followed by Hollywood/Hollywood Hills,
Silverlake, Downtown, Los Feliz, East Hollyw@atthay,Melrose, and MieCity. Other cities

and communities with high rates of PLWH (shaded in orange) can be found in all SPAs (Figure
4.2).
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Figure 4.1 NumberPercent, andRate! per 100,000Population of Persons Living with

Diagnosed HIV (albtages) by SPA, YearEnd 2014 LAC(N=49,344%
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'Rates are based on population estimates for 2014. Population estimates were prepared by Hedderson Demographic SekGdeseiaral
Service Department,3§12/2015 (see technical notes¥PLWH inelde persons who were diagnosed with HIV regardless of current stage of the
disease and living in LAC at yead 2014 based on most current residential information. Tthesnumbers and rates of PLWH in this map

may differ from the reports of PLWH in @thsections of thi®rofileand previous DHSP reports which were based on the residence at time of

HIV dagnoses (see technical note¥$ervice Planning Area boundaries are based on the definition as of 2012.
“Data reported as of December 31, 2014; dexaludes 140 (<1%) PLWH with unknown SPA information.

Thenumber of new HIV diagnoses in 262013 for cities and communities within LAC reported
through December 31, 2014 shown in Figure 4.3The overall average annual HIV diagnosis

rate during thigperiod is 20 per 100,000 for LAC.
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Figure 4.2 Ratéf PersonsLiving with Diagnosed HI\Infection? per 100,000Population by
City/Community of Current Residenéand SPA YearEnd 2014 LAC (N=49,34%)
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'Rates are based on populatiestimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 population are not
presented here due to unstable estimates and shaded in grey (see technical notes). Additionally, rates based on a@Za8@dthopulation
are not relable due to unstable estimates of the underlying population and filled with a diagonal hatch pattern (see technical notes).
?PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L& &0jehbasd on
most current residential information. Thus the numbers and rates of PLWH in this map may differ from the reports of Bihéft$actions
of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

3The city or community boundaries are based on the April 2015 version of the LA County Board Approved Statistical Arasas(BASA-or
PLWH the city/community is assigned based on projected-geordinates (X, Y) of the most current residential information. About 15% of
PLWH who did not have a complete street address of residence, the city or ZIP Code of residence was used to appeogityatntimunity
location.

“Service Planning Area boundaries are based on the definition as of 2Da reported as of December 31, 2014.
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Figure 4.3 Number olew HIV All Stages) Diagnosds/ City/Community* of Residence atDiagnosis and SPA
20112013 ¢ LAC (N=5,829)
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The city or community boundaries are based on the April 2015 version of the LA County Board Approved Statistical ArshapBMN8A)-or persons diagnosed with HIV,
the city/community is assigned based projected geecoordinates (X, Y) of the residential information at time of diagnosis. About 3.4% of persons who did not have a
complete street address of residence at diagnosis were excluded.

2Service Planning Area boundaries are based on the defiras of 2012.

3Data are provisional due to reporting dejdata reported as of December 31, 2014.

HIV incidence is the estimated total number of new (total number of diagnosed and undiagnosed) HIV infections
given time period. In recent yeansAC has relied upon tieDCdeveloped methodology testimatethe number of
new HIV infectionghrough HIV Incidence Surveillance (Hi8)vities Using the HIS generatétlV incidence
estimates we carmonitortheS YS NBH A y 3 (i NB y RIE egidgmidialdSuidbe dizyeibgment opolicies
and programgo serve communities and populations most affected by. Hike HIV incidence estimates should be
interpreted with caution as they are subject to limitations, most notably the underlying gssomthat people who
are newly diagnosed have the same HIV risks as those individuals who remain undiadfagdtl/ incidence
estimation methods, refer to the technical notes.

Theestimated HIV incidence for 2013 with respective 95% confidence ingef®a% CI) for each SPA in [SAC
detailed in Table 4.1 The MetraLA(SPA 4) is estimated to have the greatest HIV incidence with 87 per 100,000
(95% CI. 59.14)residents in the county, followed by SoutA(SPA 6) with an incidence of 43 per 100,(#%% ClI:
22-63)residents.
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Table 4.1 Estimated HIMcidence and 95%bonfidencelntervals by SPAin LACHIV IncidenceSurveillance 2013
HIV Incidence Estimates, 20413

Service Planning Area (SFA) N 95% CI Rate/100,000 95% ClI
SPA I, AntelopeValley - - - -
SPA Z; San Fernando Valley 252 131-373 16 9-24
SPA & San Gabriel Valley 135 45224 11 4-18
SPA £ Metro 697 477918 87 59-114
SPA & West - - - -
SPA & South 278 143412 43 22-63
SPA % East 132 47-217 15 5-25
SPA & South Bay 217 103331 20 10-31

ISample size did not meet the criteria to calculate a stratified incidence estimate for SPA 1 (Antelope Valley) and SIPA 5 (Wes
2Incidence estimates are calculated separately for each gritigpefore,numbers in the breakdown may not add up to annual total.

HIV Surveillance Data by SPA

In thefollowing parts of this section (), the HIV epidemic will be presented in detail by SPA usirgb@dr) chart
comparing the distribution of PLWH bHgmographic and risk characteristi¢®)a table for select
cities/communities with the number and average annual rate for HIV diagnoses irZBABland number and rate
of PLWH at yeaend 2014 and (3) a choropleth map displaying the rates of PLWH the @nd of 2014 by
city/community. Thecities/communities with the highest rates of PL\&lke listed within the SR8pecific tables

A. SPA 1: Antelope Valley

SPA 1 has one of the two lowest average annual HIV diagnosis rates and the second teveé¢RllVH in LAC. The
number and average annual rate of newly diagnosed HIV infections inZiAand PLWH at yeand 2014 for

SPA 1 are described in Table 4.2. Based on the HIV surveillance data, the annual average HIV diagnosis fate i
2013 fa SPA 1 was 9 per 100,000 population and the rate of PLWH was 247 per 100,000 population in SPA 1 (
4.2). Most newly diagnosed Hivected persons and PLWH were male (&0% 78% respectively) Twenty

percent of new diagnoses within SPA 1 were aghaiomeng nearly twice the county total (11%]. SPA 1 also

had the largest proportion of females living with HIV (21%) (Figure 4.4). Latinos and Blacks/AAs represented 4:
and 35%, respectively, of new diagnoses [2]; similarly, 34% and 37% of Pi®érestd 2014 were Latino and
Black/AA, respectively (Figure 4.4). In SPA 1, half of all newly diagnosed persons [2] and 74% of PLWH (Figur:
were aged 40 years and above.

The primary mode of HIV exposure for persons newly diagnosed with HIV andiPBRA 1 is mal®-male sex.

After redistributing persons without confirmed risk information (see technical notes),-tnateale sexual contact,
including MSM/IDU, accounted for nearly three quarters of new HIV diagnoses irf2RQB12]; similarly, twaf

three (66%)PLWH reported MSMs a rislexposure 56% MSMand 10% MSM/IOFigure 4.4). Compared with other
SPAs, a higher proportion of new diagnoses [2] and PLWH report heterosexual (16% and 19%, respectively) or
(10% and 13%, respectively) exposure in SPA 1 (Figure 4.4). Figure 4. mshatesof PLWHhroughoutthe
citiegcommunities of SPA.
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Table 42 Number andRate! of Reported Diagnoses of HIxfectionin 2011-201% and Persons Living with

DiagnosedHI\# at YearEnd2014 for Select Cities/Communitiegvithin LAC[ t ! M b

New HIV diagnoses in 20120131246 PLWH at yeaend 20142346

City/community N Avg. Ratelyr. N Rate

Lancaster 53 11 455 284

Lake Los Angeles,y A Y <5 - 29 221

Palmdale 39 8 312 200

I Olzys <5 - 15 187

t SFNbf2aasz <5 - 13 174

vdzl NIT | A <5 - 19 100

SPA 1 Tota 106 9 972 247

1Average annual rates for new HIV diagnoses in ZI1B are based on population estimates for 2012 and rates for PLWH ag¢ry@@014 are based on population
estimates for 2014 (see technical notes). Rates for draasd on observations fewer than 12 and/or <5,000 population are not displayed (see technical notes).
?Data are provisional due to reporting delay.

SPLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in & &0fhbased on most current residential
information. Thus the numbers and rates of PLWH in this table may differ from the repottgvf i other sections of thigrofileand previous DHSP reports which were
based on the residence at time of HIV diagnoses (see technical notes).

4The assignment of city or community boundaries for each person is based on the availabt®génates (X) of the residence and the April 2015 version of LA County
Board Approved Statistical Areas (BASA) shapefile. The residence at diagnosis is used to obtain the aggregated Histeaanbsiity or community level while the

most current residentibinformation is used for the rate of PLWH. Additionally, for PLWH only, when street address information is not avsjilabl&|R Code of residence
is used to approximate the city/community location.

5Service Planning Area boundaries are based onldfi@ition as of 2012.
5Data reported as of December 31, 2014.

"Rates are based on areas with <25,000 population and may not be reliable due to unstable estimates of the underlyingmp(gaéaéchnical notes);
Uninc.=Unincorporated area.

Figure 4.4 Personisving with Diagnosed HIV Infectidrby Gender, Age GrodpRace/Ethnicity, and Risk, Year
End 2014; LAC SPA 1 (n=972)

Male [ 78%
Female |GGG 21%
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<18 <1%
18-29 [ 9%
30-39 N 17%
40-54 I 50%
>55 [ 24%
White I 25%
Black/AA [N 37%
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A/l 11%
Other M 3%
MsM I 56%
IDU I 13%
MsM/IDU I 10%
Heterosexual contact 19%
Other 2%
0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and livirtg/eatéitl 2014 based on most current residential
information. Thus the numbers and rates of PLWH in this chart may differ from the reports of PLWH in other sectioRsaffi¢isind previous DHSP reports which were
based on the residence at time of HIV diagnoses (see technical notes).

?Age at yeaend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial groups; AA=African American, A/PI=Agidsl@zdi

4Persons without an identified risk factor were assigned a risk factor usingg€Bi@mended multiple imputation (MI) methods (see technical notes). Other risks include
hemophilia or coagulation disorder, transfusion recipient, perinatal expoand confirmed other risk; MSM=Men who have sex with men, IDU=injection drug user
5Data reported as of December 31, 2014.
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Hgure 4.5 Ratesof Persons Livingvith DiagnosecH IV Infection (All Stages) per 100,000Populationby
City/Community? of Current Residence, Ye&nd2014¢ LAC SPA 1 (n=972)
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'Rates are based on population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 pepdapoesanted here due to unstable
estimates and shaded in grey (seeheical notes). Additionally, rates based on areas with <25,000 population are not reliable due to unstable estimatesdsrineag
population and filled with a diagonal hatch pattern (see technical notes).

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ &0fhbased on most current residential
information. Thus the numbers and rates of PLWH in this map may differ from the reports BfiRl0t#ier sections of thiBrofileand previous DHSP reports which were
based on the residence at time of HIV diagnoses (see technical notes).

The city or community boundaries are based on the April 2015 version of the LA County Board Approved|tegissi¢BASA) shapefile. For PLWH, the city/community is
assigned based on projected geoordinates (X, Y) of the most current residential information. For PLWH who did not have a complete street addresnoé réisacity or
ZIP Code of resideneggas used to approximate the city/communitcation

4Service Planning Area boundaries are based on the definition as of 2012; data reported as of December 31, 2014.

B. SPA 2: San Fernando Valley

SPA 2 has the third highest numbers of both new diagnoses and PLWH and the fifth highest rates of both avera
annual new HIV diagnoses and PLWH in LAC. The average annual HIV diagnosis ragdiB826a%ed on

reported cases, was 12 per 100,000 and thte of PLWH was 324 per 100,000 (Table 4.3). Within SPA 2 in 2011
2013, thehighestnumber and rates (stable estimates) of reported new HIV diagnoses were observed in North
Hollywood, Van Nuys, and Sherman Oaks. Neaseyhird of PLWH in SPA 2 were living in North Hollywood,
Sherman Oaks, or Van Nuys; the three highest rates (stable estimates) of PLWH in the San Maliey&f0A were
found in North Hollywood, Valley Glen, Sherman Oaks, and Van Nuys (Table 4.3)
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Most new HIV diagnoses were among males (90%), Lambd/hites (47% and 32%, respectively) and MSM (85%
MSMand2% MSM/IDU)2]. Most PLWH were male (88%), aged 40 yeadwolder (74%), and either Latino or

White (41% and 40%, respectively) (Figu®.4Figure 4.6 shows the adjusted mode of exposure for PLWH in SP/
MSM represent 84% of PLWH in SPA 2 (78% MSM and 6% MSM/IDUgan@a@smunities with the highest rates
of PLWH are further illustrated in the geographic map of PLWH in SPA @.ig). The highest rates of PLWH are
clustered in Toluca Lak¥alley Village, Studio CigndNorth Hollywoodfollowed byValley Glen, Sherman Oaks,
Van Nuysand Panorama City

Table 43 Number andRate! of Reported Diagnoses of HIxfectionin 2011-201% and Persons Living with
DiagnosedHI\# at YearEnd2014 for Select Cities/Communitiagvithin LACSPAH b

New HIV diagnoses in 20120134246 PLWH at yeaend 20142346
City/community N Avg. Ratelyr. N Rate
¢2f dzOF 6 - 87 1075
£ ftSe 19 28 237 1031
{ GdzRA ; 13 21 167 796
North Hollywood 142 33 1178 794
Valley Glen 13 15 195 664
Sherman Oakg 48 19 536 643
Van Nuys 53 20 523 579
Panorama City 28 13 273 371
Reseda 26 12 267 360
Tarzana 11 - 99 336
Lake Balboa 14 12 130 318
North Hills 28 16 182 308
Pacoima 36 16 235 306
Winnetka 17 11 152 304
Burbank 29 9 317 300
Canyon Country, Uninc <5 - 16 245
Glendale 50 9 539 274
SPA Zotal 783 12 7093 324

tAverage annual rates for new HIV diagnoses in 2B are based on population estimates for 2012 and rates for PLWH atiyg®014 are based on population
estimates for 2014 (see technical notes). Rates for areas based on observationthtewk? and/or <5,000 population are not displayed (see technical nptes).

°Data are provisional due to reporting delay.

SPLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ @&0fehbased on most current residential
information. Thus the numbers and rates of PLWH in this table may differ from the repott8f i1 other sections of thigrofileand previous DHSP reports which were
based on the residence at time of HIV diagnoses (see technical notes).

“The assignment of city or community boundaries for each person is based on the availaboglinates (X,)Yof the residence and the April 2015 version of LA County
Board Approved Statistical Areas (BASA) shapefile. The residence at diagnosis is used to obtain the aggregated Histelagntbsi<ity or community level while the
most current residentiaihformation is used for the rate of PLWH. Additionally, for PLWH only, when street address information is not avajlail&]RiCode of residence
is used to approximate the city/community location.

5Service Planning Area boundaries are based onldfi@ition as 02012;°Data reported as of December 3014;’Rates are based on areas with <25,000 population and
may not be reliable due to unstable estimates of the underlying population (see technical notes); Uninc.=Unincorporated area.
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Figure 4.6 Personisving with Diagnosed HIV Infectidrby Gender, Age GrodpRace/Ethnicity, and Risk, Year
End 2014; LAC SPA 2 (n=7,093)
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and liviatgyeak&@ 2014 based on most current residential
information. Thus the numbers and rates of PLWH in this chart may differ from the reports of PLWH in other sectioRsaffi¢fsind previous DHSP reports which were
based on the residence at time iV diagnoses (see technical notes).

°Age at yeaiend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial groups; AA=African American, A/P|=AsiasiAralgfic |

“Persons without an identified risk factor were assigneisiafactor using CB@écommended multiple imputation (MI) methods (see technical notes). Other risks include
hemophilia or coagulation disorder, transfusion recipient, perinatal exposure and confirmed other risk; MSM=Men who hatrersex, IDU=injedbn drug user

SData reported as of December 31, 2014.
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Figure 4.7Rates of Persons Living with Diagnosed HIV Infecti@il Stages)per 100,000 Populatiofy

City/Community? of Current Residence, Ye&mnd2014¢ LACSPA 2 (n=7,0938)
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'Rates are basedn population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 population are not pezsahiedo unstable

estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,00@mp@epelatt reliable due to unstable estimates of the underlying
population and filled with a diagonal hatch pattern (see technical notes).

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in f-&@l &0fehbased on most current residential

information. Thus the numbers and rates of PLWH in this map may differ from the reports of PLWH in other sectioRsaffiélaisd previous DHSP reports which were

based on the residence at time of HIV diages (see technical notes).

The city or community boundaries are based on the April 2015 version of the LA County Board Approved Statistical ArehsBMNSAY-or PLWH, the city/community is
assigned based on projected geoordinates (X, Y) of thmost current residential information. For PLWH who did not have a complete street address of residence, the city
ZIP Code of residence was used to approximate the city/community location.

4Service Planning Area boundaries are based on the definisiaf 2012; data reported as of December 31, 2014.

C. SPA 3: San Gabriel Valley

Thenumber and average annual rate of new HIV diagnoses and PLWH for SPA 3 cities/comimaiesiesbed in
Table 4.4SPA 3 has one of thieo lowest average annual HIV diagnosis rates and the lowest rate of PLWH. The
average annual HIV diagnosis rate in 2@D13, based on reported cases, was 9 per 100,000 and the rate of PLWI
was 197 per 100,000 (Table 4.4)

Within SPA 3, most newly diagnogaersons in 2012013 were male (90%), as were most PLWH at-gadr2014
(85%) (Figure 4.8). Over twtloirds of new HIV diagnoses (68%) were among persons under 40 years of age [2],
while 71% of PLWH in SPA 3 were aged 40 wealslder (Figure 4.8). HE majority of new diagnoses in 202013
and PLWH at yeagnd 2014 were among Latinos and Whites: Latinos accounted for 58% of new diagnoses [2] ar
54% of PLWHWhites accounted for roughli/7%of reported new diagnoses in 202D13 [2]and PLWH at yeand
2014 (22%) (Figure 4.8Relative to othelSPAs, SPA 3 had the highest representation of Asian/Pacific Islanders
(A/P1) among persons diagnosed with HIV in 22213 [2] and PLWH at yeand 2014 11% and 9%espectively
(Figure 4.8) This correspodsto the relatively large underlying A/PI population in SPA 3 (30% in 2014 [2]; Table 2
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In SPA 3 the predominant mode of exposure for new HIV diagnoses ir2R2QBlis malemale sex. Eightgix
percent of new HIV diagnoses in 262013 had a reportedisk factor of MSM (84%) or MSM/IDU (2%), and 10%
heterosexual contact [2], while 78% of PLWISPA 3eported MSM, (73% MSM and 5% MSM/IDU) and 13%
KSGSNRP&aSEdzr t O2y il OG Ia GKSANI NAaA]l 6 CA 3IdzNBbyn oy 0o @
city/community. Rates of PLWH in SPA 3 are relatively low and evenly dispardigghtly higher rate of PLWH in
the San Gabriel Vallegfound inPasadena.

Table 44 Number andRate! of Reported Diagnoses of Hlxfectionin 2011-201% and Persons Living with
DiagnosedHI\# at YearEnd2014 for Select Cities/Communitiegvithin LACSPA3b

New HIV diagnoses in 20120131246 PLWH at yeaend 20142346
City/community N Avg. Ratelyr. N Rate
Pasadena 59 14 546 387
Pomona 64 14 501 330
Altadena, Uninc 16 13 136 319
{2dziK 9 5 - 55 270
Monrovia 9 - 93 249
' 20 R2 | SAIKGaxk. | <5 - 36 246
El Monte 40 12 269 233
5dz N 5 - 50 230
Azusa 16 11 107 223
South Pasaden <5 - 53 203
£+ f AYRI ] 8 - 42 203
Alhambra 29 12 170 200
SPA 3 Tota 484 9 3513 197

tAverage annual rates for new HIV diagnoses in 2B are based on population estimates for 2012 and rates for PLWH atiye&014 are based on population
estimates for 2014 (sefechnical notes). Rates for areas based on observations fewer than 12 and/or <5,000 population are not displayed (sekneies)i

?Data are provisional due to reporting delay.

SPLWH include persons who were diagnosed with HIV regardless of cuagetds the disease and living in LAC at yevadt 2014 based on most current residential
information. Thus the numbers and rates of PLWH in this table may differ from the reports of PLWH in other sectioRsaffiéisind previous DHSP reports whichrere
based on the residence at time of HIV diagnoses (see technical notes).

4The assignment of city or community boundaries for each person is based on the availaboghinates (X,Y) of the residence and the April 2015 version of LA County
BoardApproved Statistical Areas (BASA) shapefile. The residence at diagnosis is used to obtain the aggregated HIV diaghitbs&scigtes community level while the
most current residential information is used for the rate of PLWH. Additionally, foHRirMY, when street address information is not available, city or ZIP Code of residence
is used to approximate the city/community location.

5Service Planning Area boundaries are based on the definition as of 2012.

5Data reported as of December 31, 2014.

‘Rates are based on areas with <25,000 population and may not be reliable due to unstable estimates of the underlying p¢gegatichnical notes);
Uninc.=Unincorporated area.
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Hgure 4.8 Personsiving with Diagnosed HIV Infectidrby Gender, Age GrodpRace/Ethnicity, and Risk, Year
End2014¢ LACSPA 3 (n=3,513)
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ &0/bhbased on most current residential
information. Thus the numbers and rates of PLWH in this chart may differ from the repott8/f I other sections of thRrofileand previous DHSP reports which were
based on the residence at time of HiMgnoses (see technical note¥)ge at yearend 2014 30Other race/ethnicity includes American Indian/Alaska Native and Multiracial
groups; A&African American, A/PI=Asian/Pacific Islantfeersons without an identified risk factor were assigned a risk factor usinge€bi@mended multiple imputation
(MI) methods (see technical notes). Other risks include hemophilia or coagulation discadsfusion recipient, perinatal exposure and confirmed other risk; MSM=Men
who have sex with men, IDU=injection drug ysBata reported as of December 31, 2014.
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Figure 4.9Rates of Persons Living with Diagnosed HIV Infecti@il Stages)per 100,000 Populatiofy
City/Community? of Current Residence, Ye&nd2014¢ LACSPA 3 (n=3,518)
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'Rates are based on population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 pepdapoasented here dut unstable

estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,000 population atgdendueet@munstable estimates of the underlying
population and filled with a diagonal hdtpattern (see technical no

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ &0fhbased on most current residential
information. Thus the numbers and rates of PLWH in this map may differ from the rep®its\6l in other sections of tHsofileand previous DHSP reports which were
based on the residence at time of HIMdgnoses (see technical notes)

The city or community boundaries are based on the April 2015 version of the LA County Board ApprovediSiatias (BASA) shapefile. For PLWH, the city/community is
assigned based on projected geoordinates (X, Y) of the most current residential information. For PLWH who did not have a complete street addresoé réisedcity or
ZIP Code of residee was used to approxate the city/community location

4Service Planning Area boundaries are based on the definition as of 2012epatted as of December 31, 2014.

D. SPA 4: Metropolitan Area

SPA 4 has the highest average anmiid diagnosis rate and the highest rate of PLWH. The average annual HIV
diagnosis rate in 2022013, based on reported cases, was 58 per 100,000 and the rate of PLWH was 1,583 per
100,000 (Table 4.5). Since the beginning of the HIV epidemic, Metro 8B#&kad the highest HIV rates in the
county. Areas within SPA 4 withe highest number and rates of reported diagnoses and PLWH as of 2014 are
shown in Table 4.5 below. Nearly half of persons newly diagnosed (47%) and living (48%) with HIV ari@ located
Hollywood/Hollywood Hills, West Hollywood, Wholesale District, and Melfbse highest rates occurred West
Hollywood, the Wholesale District, Hollywood/Hollywood Hills, Siiderlale (Table 4.5).
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Table 45 Number andRate! of Reported Diagnoses ¢flVInfectionin 2011-201% and
Persons Living witliagnosedHI\# at YearEnd2014 for Select Cities/Communitiagvithin
LA t ! nb

New HIV diagnoses in 20120131246 PLWH at yeaend 20142346

City/community N Avg. Ratelyr. N Rate
WestHollywood 231 223 2216 6309
Wholesale Districl 196 173 1841 4955
Hollywood/Hollywood Hillg 306 112 3348 3651
Silverlake 60 47 1064 2513

526y 03 66 92 516 2174

[ 2a 24 37 437 2083

East Hollywood 62 73 601 2065

/I NJi 16 40 251 1900

Melrose 180 81 1369 1808

Mid-/ A { 22 53] 261 1781

I KAY 7 - 123 1573

¢ KI A 15 52 143 1500

SPA 4 Tota| 1949 58 18205 1583

1Average annual rates for new HIV diagnoses in ZIB are based on population estimates for 2012 and rates for PL\W4eénd 2014
are based on population estimates for 2014 (see technical notes). Rates for areas based on observations fewer than<®,G0o@i/or
population are not displayed (see technical notes).

?Data are provisional due to reporting delay.

SPLWH inclde persons who were diagnosed with HIV regardless of current stage of the disease and living in LA€hdt3@&b4 based on
most current residential information. Thus the numbers and rates of PLWH in this table may differ from the reports ofi Bthéf-séections
of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

“The assignment of city or community boundaries for each person is based on the availabt®géinates (X,Y) of thesidence and the April
2015 version of LA County Board Approved Statistical Areas (BASA) shapefile. The residence at diagnosis is usec taggsegatéd HIV
diagnosis rates at the city or community level while the most current residential infasmegtiused for the rate of PLWH. Additionally, for
PLWH only, when street address information is not available, city or ZIP Code of residence is used to approximate tinegititictocation.
5Service Planning Area boundaries are based on the defirisaf 2012.

5Data reported as of December 31, 2014.

‘Rates are based on areas with <25,000 population and may not be reliable due to unstable estimates of the underlyingmp(gadati
technical notes).

Among persons newly diagnosed in SPA 4, most waile (94%), below the age of 40 years
(68%), andi4%Latino,31%White, and 17%Black/AA [2]Among PLWH in SPA 4, 92% were

male and 39% White, 39% Latino, and 16% Black/AA (Figure 4.10). In 2014, Blacks/AAs made
up only 5% of the SPA 4 population [3,btt represented 16% of PLWH in SPA 4 (Figure 4.10),
and 17% of persons diagnosed with HIV in 20Q13 [2]. The average annual rate of newly
reported HIV diagnoses in 20PD13 among Blacks/AAs in SPA 4 wadifhes that in other

SPAs [2].

MSM and M#I/IDU together represented 92% of new diagnoses and 90% of PLWH in SPA 4
(Figure 4.10) the highest proportion of MSM diagnosed and living with HIV among SPAs.
Compared with other SPAs, Metro had the lowest proportion of new diagnoses among persons
aged40yearsand above (32%) [2]. The map of SPA 4 (Figure 4.11) illustrates the rates of PLWH
among cities/communities within SPA 4: the highest rates are found in the cities/communities

of West Hollywoodand theWholesale Districtfollowed by lower but stl high rates in
Hollywood/Hollywood Hills, Silverlake, Downtown, Los Fatid East Hollywood
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Figure 4.10 Persons Living with Diagnosed HIV InfeétipnGender, Age Group
Race/Ethnicity, and Risk, YearEnd2014¢ LAC SPA 4 (n=18,205)
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ @0febbased on
most current residential information. Thus the numbers and rates of PLWH in this chart may differ from the repbvi#-binFother sections
of thisProfileand previous DHSP reports which were based on the residence at time dilghdses (see technical notes)

’Age at yeaend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial grédpsifrican American, A/Pl=Asian/Pacific Islander
4Persons without an identified risk factor were assigned a risk factor usinge€B@mended multiple imputation (MI) methods (see technical
notes). Other risks include hemophilia or coagulation disordansfusion recipient, perinatal exposure and confirmed other risk; MSM=Men

who have sex with men, IDU=injection drug user

SData reported as of December 31, 2014.
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Figure 4.11 Ratéf Persons Living with Diagnosed HIV Infecti@dl Stages)per 100,000
Populationby City/Community of Current Residence, Ye&ind 2014 LAC SPA 4 (n=18,205)
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'Rates are based on population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 pemdation a

presented here de to unstable estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,00® populatio
are not reliable due to unstable estimates of the underlying population and filled with a diagonhalgettern (see technicalates)

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L& @0jhbased on

most current residential information. Thus the numbers and rates of PLWH in this map may differ from the sEpaigH in other sections

of thisProfileand previous DHSP reports which were based on the residence at time of HIV ds&a(geestechnical notes)

3The city or community boundaries are based on the April 2015 version of the LA County Board AppristezhSAaieas (BASA) shapefile. For
PLWH, the city/community is assigned based on projecteecgeadinates (X, Y) of the most current residential information. For PLWH who

did not have a complete street address of residence, the city or ZIP Codedeh@sivas used to approximate the city/community location;
4Service Planning Area boundaries are based on the definition as of 2012epatted as of December 31, 2014.

E. SPA5: West

SPA 5 has the fourth highest average annual HIV diagnosis ratbeafalirth highest rate of

PLWH. The average annual HIV diagnosis rate in2013, based on reported cases, was 15

per 100,000 and the rate of PLWH was 394 per 100,000 (Table 4.6). The cities and communities
with the highest average annual HIV diagsasites in SPA 5 include Beverly Hills and Venice

with rates of24 and 23 per 100,000 population, respectively (Table 4.6). Among persons newly
diagnogd with HIV in SPA 5, most were male (90%), White (48%), and below the age of 40
years (58%). However1% of new diagnoses in SPA 5 were among persons aged 55 years and
above, nearlywice the county average (692]. As seen in Figure 4.12, PLWH in SPA 5 were
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predominarily male (90%), aged 40 yeasdolder (77%), and White (55%). In accordance

with the underlying population, West SPA had the highest proportion of PLWH over the age of
40 years and the greatest proportion of Whites among all SPAs. Among newly diagnosed, 89%
of persons reported malenale sex (85% MSM and 4% MSM/IDU), while 3% were 1DB%nd
heterosexual contact [2]. Similarly, MSM and MSM/IDU together accounted for 87% of PLWH
(the largest among SPAs in the County) while 4% wereMf@®il IDU and 8% were infected

through heterosexual contact. Figure 4.13 shows the geographic distriboftithre rates of

PLWH in SPA 5, with most PLWH concentrated in V,d@eeerly CrestandBeverly Hills,

followed byRancho Park, Ladera Heights, Beverlywood, Marina DelSaeya Monica, and

West Los Angeles

Table 46 Number andRate! of Reported Diagnoses of Hldfectionin 2011-201% and
Persons Living witlbiagnosedHI\# at YearEnd2014 for Select Cities/Communitiagvithin
LACSPAS®

New HIV diagnoses in 20120134246 PLWH at yeaend 20142346
City/Community N Avg.Ratelyr. N Rate
Venice 23 23 250 750
. SOSNI | 6 - 91 745
Beverly Hills 25 24 256 737
wl yOK?2 <5 - 40 613
[ FRSNI | SA <5 - 36 594
. SOS NI 5 - 73 570
al NAyl RSt 8 - 48 515
Santa Monica 23 8 434 469
West LoAngeles 17 16 141 387
Culver City 8 - 140 353
Cadillae/ 2 Ny 5 - 24 341
Del Rey| 12 14 94 333
Westchester 25 17 163 330
/ Sy dzN <5 - 39 328
Palms 23 18 139 320
Mar Vista 9 - 129 318
tferl 5 - 28 297
SPA 5 Tota 290 15 2571 394

tAverage annual rates for new HIV diagnoses in 2B are based on population estimates for 2012 and rates for PLWH atiyg@014
are based on population estimates for 2014 (see technical notes). Rates for areas based on observations fé®erithan <5,000
population are not displayed (see technical notes).

°Data are provisional due to reporting delay.

SPLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ &0jehbased on
most current residential information. Thus the numbers and rates of PLWH in this table may differ from the repbvi#-binFother sections
of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

4The assignment of city or community boundaries for each person is based on the availabt®gioates (X, Yof the residence and the April
2015 version of LA County Board Approved Statistical Areas (BASA) shapefile. The residence at diagnosis is usec taggvegatéd HIV
diagnosis rates at the city or community level while the most current resident@imation is used for the rate of PLWH. Additionally, for
PLWH only, when street address information is not available, city or ZIP Code of residence is used to approximate thgitigictocation.
5Service Planning Area boundaries are based onldfi@ition as of 2012.

5Data reported as of December 31, 2014.

‘Rates are based on areas with <25,000 population and may not be reliable due to unstable estimates of the underlyingmp(gadati
technical notes); Uninc.=Unincorporated area.
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Figure 4.12 Personkiving with Diagnosed HIV Infectidrby Gender, Age Group
Race/Ethnicity, and Risk, YearEnd 2014 LAC SPA 5 (n=2,571)
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&l &0/hbased on
most current residential information. Thus the numbers and rates of PLWH in this chart may differ from the repbvi#-binFother sections

of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

?Age at yeaend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial group#fdden American, A/PI=Asian/Pacific Islander
“Persons without an identified risk factor were assigned a risk factor usingg€B@mended multiple imputation (MI) methods (see technical
notes). Other risks include hemophilia or coagulation disordersfuesion recipient, perinatal exposure and confirmed other risk; MSM=Men
who have sex with men, IDU=injection drug user

Data reported as of Deogber 31, 204
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Figure 4.1Rates of Persons Living with Diagnosed HIV Infecti@dl Stages)per 100,000
Populationby City/Community of Current Residence, Ye&nd2014¢ LAC SPA 5 (n=2,571)
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'Rates are based on population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 pemdation a
presented heredue to unstable estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,0@0 populati
are not reliable due to unstable estimates of the underlying population and filled with a diagonal hatch pattern (seatectes).

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L& &0jehbased on

most current residential information. Thus the numbers and rates of PLWH in this map may differ from the oépa\WH in other sections

of thisProfileand previous DHSP reports which weessed on the residence at time of HIV diagnoses (see technical notes).

3The city or community boundaries are based on the April 2015 version of the LA County Board ApjaitistezalSAreas (BASA) shapefile. For
PLWH, the city/community is assigned based on projecteecgeadinates (X, Y) of the most current residential information. For PLWH who

did not have a complete street address of residence, the city or ZIP Coelgidgnce was used to approximate the city/community location.
4Service Planning Area boundaries are based on the definition as of 2012; data reported as of December 31, 2014.

F. SPA 6: South

SPA 6 has the second highest average annual rate of new lhogés and the second highest
rate of PLWH in the county. On average, the average annual reported HIV diagnosis rate in
2011-2013 was 25 per 100,000 population; the rate of PLWH atgedr2014 was 545 per
100,000 (Table 4.7). Cities and communitiehwhie highest HIV rates in SPA 6 are shown in
Table 4.7 below, with rates of PLWH ranging from 190269 per 100,000. One of the highest
average annual rates of new HIV diagnoses and rates of PLWH within SPA 6 are found in the
areas of Baldwin Hills yide Park, West Vernon, Exposition Park, and West Adams. SPA 6 has
one of the two highest proportions of females living with diagnosed HIV (21#grly twice

the county proportion of females living with diagnosed HIV (11%) [2]. The South SPAdalso ha
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the highest proportion of Black/AA PLWH. Among PLWH in the South SPA, 49% were Black/AA
and 44% Latino (Figure 4.14). SPA 6 had the largest proportion of PLWH below the age of 40
years (33%). Malto-male sexual contact, including MSM/IDU, accounted/f&¥ of new HIV
diagnoses in 2022013 in the South SPA, 16% were infected through heterosexual contact and
5% through injection drug use (ndiSM) [2].

Table 47 Number andRate! of Reported Diagnoses of HIMfectionin 2011-201% and
Persons Living witlbiagnosedHI\# at YearEnd2014 for Select Cities/Communitiagvithin
LACSPA 6b

New HIV diagnoses in 2012013246 PLWH at yeaend 20142345

City/Community N Avg. Ratelyr N Rate
Baldwin Hills 38 44 352 1209
FEal 6 - 122 1000

Hyde Park 29 31 310 973

[ SAYSNI] 18 42 142 961

DNJ YSND¢ 13 44 92 901

| NBYakKkl g 18 46 107 799
+ASs tINlk2AYR 14 46 75 731
West Vernon 39 25 376 723
Exposition Park 45 35 308 708
West Adams 30 38 192 703

+ SNX2yi 11 - 110 637
Vermont Vista 41 85) 244 615

al yOKSaas 9 - 51 614
/| £t 2 3SNRI € 7 - 89 613
FlorenceFirestone 32 23 263 565
South Park 21 19 201 542
Willowbrook, Uninc, 22 22 183 536
WS ¥ F S NH <5 - 42 530
Harvard Park 28 25 199 521
DNBESyYy a§ 9 - 107 516

' RFYa b2N 11 - 41 500
SPA 6 Tota] 756 25 5633 545

tAverage annual rates for new HIV diagnoses in ZMB are based on population estimates for 2012 and rates for PLWH atiyg¢@014
are based on population estimates for 2014 (see technical notes). Rates for areas based on observations fewer than<& G0ai/or
population are not displayed (see technical notes).

°Data are provisional due to reporting delay.

SPLWH include persons whvere diagnosed with HIV regardless of current stage of the disease and living in LAGaty2@t4 based on
most current residential information. Thus the numbers and rates of PLWH in this table may differ from the reports aof BthiHsections
of this Profileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

4The assignment of city or community boundaries for each person is based on the availab@oghnates (X,Y) of the residence ahd April
2015 version of LA County Board Approved Statistical Areas (BASA) shapefile. The residence at diagnosis is usec taggsegatdd HIV
diagnosis rates at the city or community level while the most current residential information is ustbe fate of PLWH. Additionally, for
PLWH only, when street address information is not available, city or ZIP Code of residence is used to approximate i gitigictmcation.
5Service Planning Area boundaries are based on the definition as of 2012.

5Data reported as of December 31, 2014.

‘Rates are based on areas with <25,000 population and may not be reliable due to unstable estimates of the underlyingm(gadati
technical notes); Uninc.=Unincorporated area.
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Figure 4.14 shows thadjusted mode of HIV exposure for PLWH at yazat 2014 to be 72% for
MSM and MSM/IDU combined, while an estimated 19% and 9% were infected through
heterosexual contact and other IDU, respectively. The map (Figure 4.15) of the rate distribution
of PLWH fyearend 2014 within SPA 6 reveals heghates of PLWHkbwards the northwest of

the South SPA, wittine highest rate found in Baldwin Hills Rates increasingly decrease

towards the southeast dbPA 6

Figure 4.14 Persons Living with Diagnosed Hiiféction! by Gender, Age Group
Race/Ethnicity, and Risk, YearEnd 2014; LAC SPA 6 (n=5,633)
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L& &0/hbased on
most current residential information. Thus the numbers and rates of PLWH in this chart may differ from the repbW&-birFother sections

of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

°Age at yeaend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial group#fédsm American, A/PI=Asian/Pacific Islander
“Persons without an identified risk factor were assigned a risk factor usingg€B@mended multiple imputation (MI) methods (see technical
notes). Other risks include hemophilia or coagulation disordersfueion recipient, perinatal exposure and confirmed other risk; MSM=Men
who have sex with men, IDU=injection drug user

SData reported as of December 31, 2014.
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Figure 4.1%Rates of Persons Living with Diagnosed HIV Infecti@dl Stages) per 100,000 Populatioty
City/Community? of Current Residence, Ye&ind2014¢ LAC SPA 6 (n=5,633)
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'Rates are based on population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 pemdatioesantechere due to unstable
estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,000 population atdendtieet@munstable estimates of the underlying
population and filled with a diagonal hatch pattern (see techhnotes).

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ @&0fehbased on most current residential
information. Thus the numbers and rates of PLWH in this map may differ froreibets of PLWH in other sections of tRisofileand previous DHSP reports which were
based on the residence at time of HIV diagnoses (see technical notes).

3The city or community boundaries are based on the April 2015 version of the LA County BoarddStedistical Areas (BASA) shapefile. For PLWH, the city/community is

assigned based on projected geoordinates (X, Y) of the most current residential information. For PLWH who did not have a complete street addresmoé réis@city or
ZIP Codef residence was used to approximate the city/community location.
4Service Planning Area boundaries are based on the definition as of 2012; data reported as of December 31, 2014.
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G. SPA 7: East

SPA 7 has the second lowest average anraialof new HIV diagnoses and the third lowest

rate of PLWH. On average, the reported annual HIV diagnosis rate i¥2Q031based on HIV
surveillance data, was 12 per 100,000 population; the rate of PLWH aegpda2014 was 257

per 100,000 (Table 4.8)Cities and communities with the highest average annual rates of new
diagnoses and PLWH in the East SPA are shown in Table 4.8. The highest average annual rates
of HIV diagnoses within SPA 7 were seen in Huntington Park and Pico Rivera

Table 48 Number andRate! of Reported Diagnoses of HIxfectionin 2011-201% and
Persons Living witlbiagnosedHI\# at YearEnd2014 for Select Cities/Communitiagvithin
LACSPA7b

New HIV diagnoses in 20120131246 PLWH at yeaend 20142346

City/Community N Avg. Ratelyr. N Rate
{ A3yl 10 - 96 836

Huntington Park 40 23 266 450

2 | fydzi t I <5 - 62 388
East Los Angeles, Unin 55 14 431 340
Bell 14 13 120 334

/I 2YYS 5 - 38 292

West Whttier/Los Nieto, Uning 9 - 76 287
Maywood 10 - 78 281

South Gate 30 11 268 279

Montebello 26 14 168 264

Pico Riverg 33 17 166 260

Downey 36 11 276 242

Norwalk 39 12 258 242

Whittier 24 9 208 240

{FydlF C8§ 9 - 42 240

/ dzR | 14 20 56 231

gl AR Y 6 - 31 215
Bellflower 21 9 163 209

SPA 7 Tota 485 12 3369 257

tAverage annual rates for new HIV diagnoses in 2B are based on population estimates for 2012 and rates for PLWH atiyg@014

are based on population estimates for 2014 (see techmiotds). Rates for areas based on observations fewer than 12 and/or <5,000
population are not displayed (see technical notes).

°Data are provisional due to reporting delay.

SPLWH include persons who were diagnosed with HIV regardless of current stagealisiethse and living in LAC at yead 2014 based on

most current residential information. Thus the numbers and rates of PLWH in this table may differ from the reports aof BthiHsections

of thisProfileand previous DHSP reports which were basedhe residence at time of HIV diagnoses (see technical notes).

4The assignment of city or community boundaries for each person is based on the availabtoghipates (X,Y) of the residence and the April
2015 version of LA County Board Approved Stesisfhreas (BASA) shapefile. The residence at diagnosis is used to obtain the aggregated HIV
diagnosis rates at the city or community level while the most current residential information is used for the rate of Rildfiflénally, for

PLWH only, when ste¢ address information is not available, city or ZIP Code of residence is used to approximate the city/community location.
5Service Planning Area boundaries are based on the definition as of 2012.

5Data reported as of December 31, 2014.

‘Rates are based areas with <25,000 population and may not be reliable due to unstable estimates of the underlying population (see
technical notes)

Uninc.=Unincorporated area.
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As seen in Figure 4.16, PLWH in SPA 7 were predominately male (84%), aged &tdyddes
(70%) and Latino (75%), giving the East SPA the highest proportion of Latino PLWH. This is a
reflection of the large underlying Latino SPA 7 population (73% in 2014; see also Table 2.1 for
the LAC population characteristics by SPA in 2[Bl4). The prdominant mode of HIV

exposure in SPA 7 was maale sex. MSM and MSM/IDU together accounted for 89%

percent of new HIV diagnoses and 79% of PLWH iry SRtile heterosexual contact and IDU
accounted for 8% and 3% among newly diagnosed and 14% and &3¢ &nd/H, respectively.
Figure 4.17 showlatively low rates of PLWH across ttiges/communities of SPA T he

highest rate was found iBignal Hill, followed by Huntington Pamkd Walnut Park

Figure 4.16 Persorisving with Diagnosed HIVhfection! by Gender, Age Grodp
Race/Ethnicity, and Risk, YearEnd2014c LAC SPA 7 (n=3,369)
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in LAGdRO&drbased on

most current residetial information. Thus the numbers and rates of PLWH in this chart may differ from the reports of PLWH in other sections
of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

’Age at garend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial groups; AA=African American, A/PI=AsiasiAralgfic |

4Persons without an identified risk factor were assigned a risk factor usinge€B@mended multiplemputation (MI) methods (see technical
notes). Other risks include hemophilia or coagulation disorder, transfusion recipient, perinatal exposure and confirmadikothkSM=Men

who have sex with men, IDU=injection drug user

SData reported as of Decembad, 2014.
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Figure 4.1Rates of Persons Living with Diagnosed HIV Infecti@dl Stages)per 100,000 Populatioty
City/Community? of Current Residence, Ye&ind2014¢ LAC SPA 7 (n=3,369)
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'Rates are based on population estimates6i.4 (see technical notes). Rates for areas with <12 PLWH or <5,000 population are not presented here due to unstable
estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,000 population atdendtieet@unstable estimates of the underlying

population and filled with a diagonal hatch pattern (see technical notes).
2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ @04hbased on most went residential

information. Thus the numbers and rates of PLWH in this map may differ from the reports of PLWH in other sectioRsdffi¢laisd previous DHSP reports which were

based on the residence at time of HIV diagnoses (see technical notes).

3The city or community boundaries are based on the April 2015 version of the LA County Board Approved Statistical Arsas@ASAF-or PLWH, the city/community is
assigned based on projected geoordinates (X, Y) of the most current residentidimation. For PLWH who did not have a complete street address of residence, the city ¢

ZIP Code of residence was used to approximate the city/community location.
4Service Planning Area boundaries are based on the definition as of 2012; data repartddegember 31, 2014.
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H. SPA 8: South Bay

SPA 8 has the third highest average annual rate of new HIV diagnoses and the third highest rate
of PLWH. On average, the average annual HIV diagnosis rate ©2@03,1lbased on reported

cases, was 20 per 100,000 population in SPA 8; the rate of PLWH agry@@014 was 505 per
100,000. Long Beach and several other cities/communities in SPA 8 with high HIV rates are
shown below (Table 4.9At yearend 2014, the City of Long Beach had lighest PLWH rate

(1,000 per 100,000 population) within SPA 8 and the highest numbers of new diagnoses in
2011-2013 (n=488) and PLWH at yeard 2014 (n=4,709) in LAC (Table 4.9).

Among new HIV diagnoses in 264013, the majority were male (87%), undke age of 40

years (66%), and Latino (38%), Black/AA (34%) and White (22%) [2]. Among PLWH in SPA 8,
86% were male [2], 76% aged 40 years or older, 33% White, 33% Latino, 27% Black/AA, and 4%
A/PI (Figure 4.18). Among persons diagnosed with HIV in2013 in SPA 8, most were either
MSM (81%) or MSM/IDU (3%), while 5% were other IDU and 11% were infected through
heterosexual contact [2]. Similarly, 80% of PLWH at-grdr2014 were MSM or MSM/IDU
combined, while 12% acquired the virus through heterasdxontact and 6% through other

IDU (Figure 4.18). Figure 4.19 illustrates the geographic distribution of PLWH in the South Bay,
where the highest rates are found in the City of Long Beachunincorporated Athens

Westmont followed byinglewood San Pdro, Hawthorne Lawndale, and unincorporated

Lennox

Table 49 Number andRate! of Reported Diagnoses of HIxfectionin 2011-201% and
Persons Living witlbiagnosedHI\# at YearEnd2014 for Select Cities/Communitiagvithin
LACSPASbH

New HIV diagnoses in 20120134246 PLWH at yeaend 20142346
City/Community N Avg. Ratelyr. N Rate
Long Beach 488 35 4709 1000
AthensWestmont, Uninc. 46 38 312 756
Inglewood 102 31 607 542
San Pedrq 34 15 377 496
Hawthorne 56 22 344 396
Lawndale 12 12 119 358
Lennox, Uniné. 10 - 82 353
SPA 8 Totd 931 20 7848 505

tAverage annual rates for new HIV diagnoses in Z1B are based on population estimates for 2012 and rates for PLWH atiyé&014
are based on populatioastimates for 2014 (see technical notes). Rates for areas based on observations fewer than 12 and/or <5,000
population are not displayed (see technical notes).

°Data are provisional due to reporting delay.

SPLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L& &0jehbased on
most current residential information. Thus the numbers and rates of PLWH in this table may differ from the repbvi#-binFother sections
of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

4The assignment of city or community boundaries for each person is based on the availabéogiinates (X,)Yof the residence and the April
2015 version of LA County Board Approved Statistical Areas (BASA) shapefile. The residence at diagnosis is usec taggsegatéd HIV
diagnosis rates at the city or community level while the most current resident@imation is used for the rate of PLWH. Additionally, for
PLWH only, when street address information is not available, city or ZIP Code of residence is used to approximate thgitigictocation.
5Service Planning Area boundaries are based omiéifi@ition as of 2012.

5Data reported as of December 31, 2014.

‘Rates are based on areas with <25,000 population and may not be reliable due to unstable estimates of the undptiatigm(see
technical notes)

Uninc.=Unincorporated area.
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Figure 4.18ersondiving with Diagnosed HIV Infectidriby Gender, Age Group
Race/Ethnicity, and Risk, YearEnd 2014; LAC SPA 8 (n=7,848)
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Transgender

86%
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40-54
=255

White
Black/AA
Latino
A/PI
Other

MSM
IDU
MSM/IDU 7%
Heterosexual contact 12%
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PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L&@ @0febbased on

most current residential information. Thus the numbers and rates of PLWH in this chart may differ from the repbvi#-binFother sections

of thisProfileand previous DHSP reports which were based on the residence at time of HIV diagnoses (see technical notes).

’Age at yeaend 2014

3Other race/ethnicity includes American Indian/Alaska Native and Multiracial groépshffican American, A/Pl=Asian/Pacific Islander
4Persons without an identified risk factor were assigned a risk factor usinge€bB@mended multiple imputation (MI) methods (see technical
notes). Other risks include hemophilia or coagulation disordansfusion recipient, perinatal exposure and confirmed other risk; MSM=Men
who have sex with men, IDU=injection drug user

SData reported as of December 31, 2014.
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Figure 4.1%Rates of Persons Living with Diagnosed HIV Infecti@dl Stages)per 100,000
Populationby City/Community of Current Residence, Ye&nd2014¢ LAC SPA 8 (n=7,848)

Number of persons living with HIV per 100,000 population
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'Rates are based on population estimates for 2014 (see technical notes). Rates for areas with <12 PLWH or <5,000 pemdation a

presented here du¢o unstable estimates and shaded in grey (see technical notes). Additionally, rates based on areas with <25,000 population
are not reliable due to unstable estimates of the underlying population and filled with a diagonal hatch pattern (seeateuitasg.

2PLWH include persons who were diagnosed with HIV regardless of current stage of the disease and living in L& &0jehbased on

most current residential information. Thus the numbers and rates of PLWH in this map may differ from the repaitétbin other sections

of thisProfileand previous DHSP reports which wbesed on the residence at time of HIV diagnoses (see technical notes).

3The city or community boundaries are based on the April 2015 version of the LA County Board ABpatsecal Areas (BASA) shapefile. For
PLWH, the city/community is assigned based on projecteecgeadinates (X, Y) of the most current residential information. For PLWH who

did not have a complete street address of residence, the city or ZIP CeelgdEnce was used to approximate the city/community location.
4Service Planning Area boundaries are based on the definition as of 2012; data reported as of December 31, 2014.
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V. KEY POPULATIONS, PRIORITY SUBPOPULATIONS
AND POPULATIONS OF INTEREST

Prior to merging in 2013, the two HIV planning bodies in Los Angeles County (LAC), the
Commission on HIV (Commission) and the HIV Prevention Planning Committee (PPC) created
the Commission/PPC Comprehensive HIV Planning Task Force to collaboratively develo
Comprehensive HIV Plan for LAC. This plan identifig€efi)Populations and their Priority
Subpopulations, and (2) Populations of Interesprioritize within LAC those individuals that
have special HIV care and prevention service needs. The Kalafaps and their priority
subpopulations were identified using evidenrlcased data. Populations of Interest were
populations identified by the task force as having unique characteristics and/or barriers to
accessing HIV services. However, these populstas interest were identified based on
experience and anecdotal evident& hroughout this section, evidendmsed datas used to
develop estimatespecific to these populations.

A. Key Populations and Priority Subpopulations

Table 5.1 provides an overview of our estimates of (1) the size of the Key Populations and their
priority subpopulations, (2) the number of HIV infections, (3) HIV prevalence, and (4) the
percentage of people living with HIV in LAGte that these populabns are not mutually

exclusive. Therefore, some persons may be included in more than one category. Due to
limitations in how the data are collected, some categories described here are similar but not
identical to the populations identified by the Task €ar

1. HIV Positive Individuals

As noted in Table 5.1, it was estimated there were approximately 60,050 persons living with HIV
(PLWH) i, AGn 2013, and 15.8% (9,500) of these persons were estimated tmaeareof

their HIV statug.The number of persordzy | 6 NB 2F GKSANI I L+ Ay FSOGA:
estimate of the proportion unaware. CDC updates this estimate annually to reflect
improvements in HIV testing practices. In this section, we use the 2013 estifhpégsons

unaware to be consistent Wi the 2013 population estimates presented within the section.

(For 2014 estimatesf PLWH in LAGee Section 3, Figure 3.8t the end of 2013, 47,628 HIV
infections had been reported to the enhanced HIV/AIDS Reporting System (eHARS). Of these
reported HIV infections, approximately 39% were not engaged in HIV care (see Technical
Notes)?

Tables 5.2 and 5.3 highlight data from individuals who received care and/or other services
funded through the Ryan White HIV/AIDS program (RW). More tharifinds (6720) reported
income at or below the federal poverty level (FPL), 6% reported being homeless, and 46%
reported having no health insurance. Mental health and substance abuse treatment were
utilized by 4% and 1%, respectively, and 13% of individuals repostgddbeen incarcerated
in the past 2 yearsSeventyfive percent of RW clients were virally suppressed at their most
recent viral load test
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For more information on HPgositive individuals and care, see Section VII Care Services
Utilization.

Table 5.1. Estimated PLWH fiey Populationsand Priority Subpopulationsof the LAC
Commission on HIV

Key Populations/Priority  Estimated Size of Estimated Estimated HIV ~ Estimated Percent
Subpopulations Population? Number of Prevalence' Adult/Adolescent
Persons Living PLWH in LAC
with HIV in 2013 N=47,628
HIV Positive Individual® 60,050 60,050 100.00% 100%
Diagnosed & Reported 47,628 47,628 100.00% 100.00
Undiagnosed/Unaware 9,500 9,500 100.00% =
Not in care® 28,075 28,075 100.00% 3%

Sexual Partners = - i -
Needle Sharing - - - -

Partners’

MSM?8 216,885 39,793 18.35% 83.55
Black/AA 17,226 6,973 40.48% 14.64
Latino 106,541 16,245 15.25% 34.11

Women 3,451,251 5,387 0.16% 11.31
Black/AA 305,870 1,905 0.62% 4.00
Latina 1,661,205 2,407 0.14% 5.05

Youth (1324 years) 1,721,454 1,335 0.08% 2.80
MSMm? 55,416 995 1.80% 2.09

Transgender Persofis 13,788 1,206 8.75% 2.53
Women 6,894 1,152 16.71% 2.42
Men 6,894 54 0.78% 0.11
AlI/AN 207 53 25.60% 0.11
Black/AA 1,268 336 26.50% 0.71

Persons who Share 70,990 5,357 7.55% 11.25

Injection Paraphernalid®

1 Categories are not mutually exclusive

22013 Department of Finance data used to estimate the size of the populations (among persons whé4ngeabs of age). Accessed at
http://www.dof.ca.gov/research/demographic/DRU/

3Based on 2013 HIV Surveillance data reported as of 03/31/2015. Estimates do not include persons unaware of their dizeptosisees
noted.

4Estimated HIV prevalence=Estimated number of PLWH/Estimated size of the population.

52013 DHSP estimate of number of persons living with HIV used for comparison with 2013 HIV surveillance data. Include®ateaware
reported as of 12/31/13.

6 See Figure 7.1 HIV Care Continuum in Section VII. Not in care based on estimate of engagement in care. Engagemeetimoate ba
CD4/VLI/Genotype tests in 2013.

" Data not available.

8Based on estimate that MSM represent 6.3% of male populatiorf (©dzf 6 SR 6& | SN IAy3I K65/ Qa k.
estimate (8.2%

9Based on estimate that transgender persons represent 0.2% of the population. See Los Angeles County Transgender Pomalteson
2012 for methodology.

10Popuation estimate based on Tempalski et al. 2013
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Table 5.2 Ryan Whit&unded Services: Soebconomic Data20132014 (N = 18,134)

Overall X CSR! Homeless No Insurance  Incarcerated
Poverty Level X Hn Y
Characteristic n % n % n % n % n %
Total 18,134 12,178 67.2 1,115 6.1 8,343 46.0 2,305 12.7
MSM?2 9,419 519 6,065 644 569 6.0 4,085 434 1,252 13.3
Black/AA MSM 1,859 19.7 1,432 77.0 209 112 529 285 379 204
Latino MSM 4,727 50.2 3,134 66.3 187 40 2,763 585 502 10.6
Women 2,119 11.7 1,745 824 138 6.5 935 441 192 9.1
Black/AA 754 356 634 84.1 65 8.6 214 284 83 11.0
Latina 1,061 496 891 84.8 49 4.7 625 59.5 61 5.8
Youth (1324 years) 763 4.2 612 80.2 90 11.8 335 439 132 17.3
MSM 426 558 333 78.2 54 127 192 45.1 80 18.8
Transgender Persons 305 1.7 256 83.9 23 7.5 172 56.4 56 18.4
Women 303 993 256 845 23 7.6 170 56.1 55 18.2
Men <5 - - - - - - - - -
AlI/AN <5 - - - - - - - - -
Persons who Share 907 5.0 749 826 123 136 295 325 316 34.8

Injection Paraphernali&

Data Source: Casewatch as of 03/01/2015

1Column percentage

2Includes males who reported 'Male Sex with Male' as their primary mode of HIV exposure
3 Includes persons who reported 'Injection Drug Use' as their primary mode of HIV exposure

Table 5.3 RyafVhite-Funded Services: Treatment Dat20132014 (N = 18,134)

Overall Mental Health Substance Abuse Viral Load<200
Treatment Treatment Copiest
Characteristic n % n % n % n %

Total 18,134 653 3.6 211 1.2 13,636 75.2
MSM?3 9,419 51.9 355 3.8 103 1.1 7,028 74.6
Black/AA MSM 1,859 19.7 64 3.4 36 1.9 1,162 62.5
Latino MSM 4,727 50.2 167 3.5 24 0.5 3,712 78.5
Women 2,119 11.7 79 3.7 23 1.1 1,638 77.3
Black/AA 754 35.6 33 4.4 16 2.1 559 74.1
Latina 1,051 49.6 30 2.9 <5 - 840 79.9
Youth (1324 years) 763 4.2 28 3.7 17 2.2 452 59.2
Youth MSM 426 55.8 21 4.9 9 2.1 260 61.0
Transgender Persons 305 1.7 17 5.6 <5 - 205 67.2
Women 303 99.3 17 5.6 <5 - 203 67.0

Men <5 - - - - - - -

Al/AN <5 - - - - - - -
Persons who Share 907 5.0 20 2.2 35 3.9 580 63.9

Injection Paraphernali&

Data Source: Casewatch as of 03/01/2015

HIV viral loag200 copies/ml at the most recent viral load in the past 12 months. Denominator is 18,119.
2Column percentage

3 Includes males who reported 'Male Sex with Male' as their primary mode of HIV exposure

4Includes persons who reported 'Injection Drug Use' as their primary mode of HIV exposure
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2. Men who have Sex with Men (MSM)

In LAC, makeo-male sexual contact remairise primary route of HIV transmission for all racial
and ethnic groups. MSM make up 84% of all reported HIV infections in LAC, and the absolute
number of HIMnfected MSM continues to increase. Of the 1,830 new diagnoses in 2013, 83%
were among MSM and 2%ere among MSM/IDU. According to incidence estimates from the
CDGfunded HIV Incidence Surveillance project, the number of new HIV infections among MSM
in LAC increased 6% from 5,087 in 2@080 to 5,384 in 20:2013. Almost twethirds (64%) of
the MSM HV infections are among MSM of color with Latino MSM representing more than a
third of all MSM HIV infections (41%) and known PLWH (34%). Black/African American
(Black/AAMSM are disproportionately impacte&lack/AAMSM account for less than 1% of all
persons agd 15-64 years living in LAC, yet represent approximately 15% of all reported HIV
infections and 18% of MSM HIV infections. Two out of everyBii@ek/AAMSM in LAC are
estimated to be infected with HIV, an estimated HIV prevalence of 40% witehtisird

highest estimated HIV prevalence in LA&ble 5.1)HIV prevalence among Latino MSM is also
relatively high (15%) with nearly one out of every five Latino MSM in LAC estimated to be
infected with HIV. Overall, the estimated HIV prevalence anadingSM is 18%.

Table 5.4 highlights data collected on MSM in LAC through thef@id€d National HIV
Behavioral Surveillance project (NHBSM 2014). Overall, HIV prevalence was 16% Mith
prevalence highest amorigjack/AAMSM (34%). Among those who tested HIV positive, 32%
were unaware of their HIV infection. Latino MSM were least likely to be aware of their HIV
infection (39%) followed by 31% Bfack/AAMSM. Among those who seléported their HIV
positive status, 86% repted being linked to care within 3 months of their diagnosis. Compared
with MSM of other ethnicitiesBlack/AAMSM selreported the lowest linkage to care within 3
months (78%). Current antiretroviral (ART) use was high overall (96%). Among those who wer
unawareof their HI\lpositive status, 33% reported condomless anal sex with a partner ef HIV
negative or unknown status at their last sexual encounter. Among those whoamexree of

their HI\fpositive status, 21% reported condomless anal sex with a partner efiétjgtive or
unknown status at last sexual encounter.

Table 5.4 National HIV Behavioral Surveillang®ISM in LAC 2014 (N=525)

No. HIV+ HIV Unaware of Linkage to care  Currently on ART
Prevalence HIV infction  within 3 monthst

Total 84 16% 32% 86% 96%
Race/Ethnicity?

White 14 9% 21% 100% 100%
Black/AA 35 34% 31% 78% 91%
Latino 31 15% 39% 85% 100%

Among sekreported HIV positive MSM.
2Significant differenceBetween Blacks and Whites, and Blacks and Latinos in HIV prevalence (P<.0001).

Among HIMnfected MSM receiving Ryan Whitiended services, 64% reported an income at or
below the federal poverty level (FPL), and 43% reported having no health insurance. |
addition, viral suppression was 75% for all MSM who received RW services with 79% of Latino
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MSM and only 63% ofl@k/AAMSM having achieved viral suppression (see Tables 5.2 and
5.3).

3. Women

Althoughthe number of women living with HIV in LAGetively small compared to the
number of men infected with HIV, it is important to note that a disproportionate number of
female PLWH are women of color. Furthermore, many of these women did not perceive
themselves to be at risk for HIV infection priortheir diagnosi$. Among the 5,387 women
living with HIV in LAC, 85% are womermrabr- 45% Latina and 358lack/AA In LAC, the
estimated HIV prevalence for women is low overall (0.16%), howBlack/AAvomen have an
estimated HIV prevalence (0.62%), almost seven times thathate women (0.09%) and 4
times that of Latinas (0.14%see Table 5.1). In 2013, 11% of the new diagnoses in LAC were
among women.

Two hundred and three women living in high poverty areas in LAC were surveyed through the
2013 National HIV Behavioral Surveillance cycle amongrisijheterosexual persors-ifty-

one percent of the sample identifiecs&lack/AAand 40% identified as Latindo women in

this sample were HIV positivBeventyeight percent of the women were aware of their HIV
a0l Gdza odzi 2yfte ny:2 6SNB gl NS 2F GKSANI fFad
or anal sex in@ased with age: 66% of 45 year olds, 73% of 280 year olds and 94% of

women over 50 years of age reported condomless vaginal or anal sex in the past 12 months.
Condomless anal sex with a male in the past 12 months was reported by 24% of participants,
however, only 19% of women reported using a condom at last sexual encounter.

Among 2,119 women receiving Ryan WHiteded services, 82% reported income at or below
the FPL and 44% reported having no health insurance. Homelessness was reported by 7% of
women overall with a higher proportion @&lack/AAvomen who reported homelessness (9%)
compared to Latinas (5%). Viral suppression was 80% among Latinas and 7498 mokAg\
women who received RW services in 218 4- see Tables 5.2 and 5.3.

4. Youth (1324 years)

In LAC, youth ages 23} years represented approximately 3% of PLWH in 2013. Although the
estimated HIV prevalence is relatively low (0.08%), there has been concern nationwide about
increases in HIV infections among youth, specifically MSM ydtstimated HIV prevalence

among young MSM (224 years) in LAC is 2.0%, however, HIV prevalence varies widely across
this age group. HIV prevalence among MSM agekrlgears is 0.03% while among MSM ages
18-24 years, HIV prevalence is 3.7%. In 2013 etheare 350 new diagnoses amonga248year

olds, which represents 19% of the new diagnoses that year. Less than 1% of the new diagnoses
were among youth 137 years of age and the bulk of the new diagnoses were amoi2g 18

year olds (18%).

To better undestand the risk of new HIV infection in youth, we rely upon HIV incidence
estimates generated by HIV Incidence Surveillarige to the small numbers of youth
diagnosed each year, we aggregated data to calculatgeaBincidence estimate for 2011
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2013. The estimated rates of new HIV infections indicate that the risk of new infections is much
higher for 1824 year olds compared with youth 18 years of age and younger. As shown in
Figure 5.1, the estimated rate of new HIV infections is 1/100,000 amoiid §8ar olds and
44/100,000 among 124 year olds.

Ofthe 118 young MSM (YMSM) ages2@Byears who participated in NHBEM4 in 2014, 15%
tested HIV positive and 39% of positives were unaware of their HIV infection. Of those who
were aware of theiHI\fpositive status, 82% reported linkage to care within 3 months and 91%
reported being currently on ART.

Among youth ages 124 years receiving RfWnded services, 56% were MSM. Overall, 80% of
youth reported being at or below the FPL and 12% repobeidg homeless. Mental health

services were utilized by 4% and 5% of youth and YMSM, respectively. Viral suppression among
youth was markedly lower (59%) compared with the overall viral suppression among HIV
infected persons receiving Rinded services 6% (See Tables 5.2 and 5.3).

Figure 5.1 Rate and 95@onfidence Interva(C) of Estimated NewHIVInfection by Age
Group, LACHIV Incidenceésurveillance2011-2013
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Source: LAC Division of HIV and STD Prodtiévhecidenc&urveillancereported asof June 18, 2015
*Estimates for 1317 year olds should be interpreted with caution due to small sample.

5. TransgendeiPersons

Historically, transgender women (matie-female) and transgender men (fematie-male) have

been ignored in population records suahk the U.S. Census. Gender reporting options to

include transgender persons in the enhanced HIV/AIDS Reporting System (eHARS) have only
been used in LAC since July 2002, and these data have yet to be evaluated for completeness
and accuracy. For these reas) the size of the transgender population and the prevalence of
HIV in this population cannot be precisely estimated. In 2012, DHSP estimated the transgender
population in LAC to be approximately 14,428sing the same methodology and more current
population data, the new estimate for 2014 is 13,788 with a-tmene ratio of transgender
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men (6,894) to transgender women (6,89%his estimate will be updat as more current
methodologies are identified.

Transgender persons represent approximately 3% of reported HIV infections with an estimated
HIV prevalence of 9%see Table 5.1. Most HIV infections, however, are among transgender
women who represent 3% of the HIV infections among transgender persons. The estimated
HIV prevalence for transgender women and men is 17% and <1%, respectively. In 2013, there
were 27 new diagnoses among transgender persons which accounted for approximately 2% of
all new diagoses that year. Among transgender persons, American Indian/Alaska Natives
(Al/AN)are disproportionately impacted by HIV. Though the number of estimated HIV
infections in this population is relatively low (n=53), representing 0.1% of the reported HIV
infedtions, Al/ANtransgender persons only represent 0.003% of person4l$ears old living

in LAC. The estimated HIV prevalenceAtdANtransgender persons is 26% with 1 in 4

estimated to be HIV infected. Amodd/ANtransgender women the estimated HIV pedence

is even higher at 50¢Note:this estimate is based on small numbeM/ith an estimated HIV
prevalence of 27%Black/AAtransgender persons are also disproportionately impacted by HIV.
While only representing 0.02% of persons@ébyears living ihACBlack/AAtransgender

persons account for 0.7%§ PLWH. HIV prevalence among Black transgender women is
estimated to be higher than any other group at 51%.

In 2009, DHSP conducted a pilot study of Transgender HIV Behavioral Surveillance among Black
and Latina transgender women. Of the 101 transgender women surveyed, 56% identified as
Latina and 44% as Black. Nearly 4thivds (63%) of participants reported testing for HIV in the

past 12 months and more than one in four (28%)-sgiforted as HIV pdtive. Among self

reported HIVpositives, 11% reported seeing a doctor within 3 months of diagnosis, however,

82% reported current use of ART. With respect to sexual behaviors, 64% of participants

reported condomless anal sex, and 41% reported exchangiéps money or drugs in the past

12 months. Fortyfive percent of participants reported injecting hormones and 5% reported

sharing hormones in the past 12 months. There were no reports of participants injecting

silicone with another person.

Among transgeder persons receiving Rf\inded service$n=305), 99% were transgender
women. Compared to the general RM@pulation, a higher percentage of transgender women
had incomes at or below the FPL (85%), were homeless (8%), and were without health
insurance (56%). Similarly, higher percentages of transgenderewaseported utilizing mental
health services (6%), and were incarcerated in the past 2 years (18%) compared with the
general RWpopulation. Viral suppression was 6786mewhatlower than viral suppression
among all persons receiving Rdhded services (7).

6. Persons who Share Injection Paraphernalia (SIP)

Compared with other parts of the country, such as the East Coast, persons who share injection
paraphernalia account for a relatively small proportion (183%I1DU; 6% MSM/IDU) of the

PLWH in LAC. In 201BU and MSM/IDU represented 5% and 2% of the new diagnoses,
respectively. According to incidence estimates, the number of new HIV infections among
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injection drug users remained relatively stable from 242 in 20080 to 249 in 201-2013. HIV
prevalencefor this population is 7.6%see Table 5.1.

Among injection drug users surveyed during NHBS 2012 (n=529), HIV prevalence was 5%
overall, and 8% in both Whites alfiack/AA Nine of 2635%)HIV positives were unaware of
their HIV infection andlackKAA participants werehe least likely to be aware of their HV
positive status (56%). Of those participants who were aware of thewpbi$itive status, 61%
reported receiving care within 3 months and 63% were currently on ART. Overall, hepatitis C
(HCV)prevalence was 77% with the highest HCV prevalence (88%) atacigAA

participants.

Amongthe 907injection drug users receiving Rivhded services, there were high proportions
of homelessness (14%), incarceratioithin past 2 year$35%) and poverty83%). Mental

health and substance abuse treatment were reported by 2% and 4%, respectively. Only 64%
were virally suppressedlt their most recent viral load test

B. Populations of Interest

The following populations of interest were identified by the PPC and COH planning bodies (now
the Commission) as populations with barriers to accessing HIV services. However, there were
limited data available for these populations and therefore their ia@n is based on

experiential and anecdotal rather than quantitative evidence. Table 5.5 provideseaiew of

the estimated size of each identified population, the number of HIV infections, HIV prevalence,
and the percentage of people living with HIMLKC ér those populations of interest where

data are available

Given the limited data available on the Populations of Interest, additional data are provided in
Table 5.6 from ongoing DHSP projects. Note that there are some differences in how each
project defines condomless sex, treatment and viral suppression (see table footnotes for
further information). Also, note that NHBS and THBS survepblNve and H\hegative
individuals whereas MMP and LACHNA surveypdsitive individuals. For a descrimti of each
data source, see Data Source Descriptions.

1. Homeless Persons

There are often challenges in collecting data on homeless individuals and as a result HIV
prevalence among the homeless can only be estimated. We estimate that homeless individuals
represent 8% of the reported HIV infections in LAC with an HIV prevalence estimate of 3%.
Among HIMnfected individuals surveyed through the Medical Monitoring Project (MMP) and
the Los Angeles Coordinated HIV Needs Assessment (LACHNA), 11% and 1% atentif
homeless in the past 12 months and currently homeless, respectively. AnoonglessHI\¢
infected persons in care surveyed through MMP, 91%lbesh prescribed antiretroviral
therapy (ART) and 62%f MMP participantavere virally suppressed. Amornigose surveyed
through LACHNA, 82% reported taking ART in the past 12 months and 63% were virally
suppressed.
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Homelessness among-ask populations surveyed by DHSP varied with IDU reporting the
highest proportion of homelessness (64%) followed by trandgewomen (49%),

heterosexuals in highisk areas (26%), and MSM (7%). HIV prevalence among homeless
individuals in these studies was highest among homeless MSM (32%) followed by homeless
transgender women (29%), and homeless IDU (6%). Among those ifAnepseted as HIV
positive, 10 of 11 (91%) MSM, 11 of 14 (79%) transgender women, and 7 of 13 (54%) IDU
reported current use oARTmedications.

Table 5.5 Populations dhterest

Populations of Interest Estimated Size Estimated Estimated HIV ~ Estimated% of
of Populatior? Number of Prevalence  Adult/Adolescent
Persons Living PLWH in LAC
with HIVin 2013 N=47,628
Homelesé® 120,070 3,900 3.25% 8.19%
Incarcerated/Postincarcerated - - - -
History of Incarceration - 5,195 - 10.91%
Incarceraion in agivenyear 108,698 1,173 1.08% 2.46%
Undocumented 762,000 - - -
Mentally ill® 1,171,959 8,097 0.69% 17.00%
Seveely Mentally I 241,286 1,667 0.69% 3.50%
Sex Workers/ExcharegSexX - - - -
Persons with Sensory 179,402 - - -
Impairmentstott
Partially Sighted/Blind 94,495 - - -
Hearing Impaired/Deaf 84,907 - - -
Asian/Pacific Islanders 977,500 1,604 0.16% 3.37%
Aging Persons>=50 yeary 3,005,245 19,779 0.66% 41.53%

1 Categories are not mutually exclusive

2Data Source: 2013 Department of Finance data used to estimate the size of the populations (among persons wbé geaiksof age).
Accessed atttp://www.dof.ca.gov/research/demographic/DRU

3Data Source: 2013 HIV Surveillance data as of 03/31/2015. Estimates do not include unaware

4 Data Source: 2011 Greater Los Angeles Homeless Count Report to estimate size of homeless population. Accessed at:
http://documents.lahsa.org/planning/homelesscount/2011/HCdétailedgeographyreport. PDE

5Data Sources: Medical Monitoring Project 2881 and 2012 HIV Surveillance data (reported d2/§1/2014) to estimate HIV prevalence

51 GF {2dz2NOSY t SNE2YIf O02YYdzyAOl A2y SAGK DEFENNBGG /2Es [/ WHAf 5104t
7 Data Source: Los Angeles Almanac 2010 Accesseithatfiaalmanac.com/immigration/im04a.htnon 6/19/15.

8 Data Source: SAMHSE&enter for Behavioral Health Statistics and Quality. National Survey on Drug Use and Health, 2010, 2011, and 2012
(2010 Data Revised March 2012 and October 2013, 2011 bRtvised October 2013). Table 5:Ferious Mental lliness in the Past Year and
Any Mental lliness in the Past Year in California among Persons Aged 18 or Older, by Substate Region: Percentagesa§eazdgecon

2010, 2011, and 2012 NSDUHRegionl1 (Los Angeles). Available fromttp://www.samhsa.gov/data/sites/default/files/substate2k12
StateTabs/NSDUHsubstateStateTabsCA2012.htm

9 Not enough data was available to estimate population size or number of HIV infections

10Data Source: US Census Bureau, 2013 American Community Survey Accessed at:
http://factfinder.census.gov/faces/tableservices/jsf/[pages/productview.xhtm|?pid=ACS 13 1YR S1810&prodType=table

11 No data were available to calculate HIV prevalence estimates

2. Incarcerated/Postincarcerated Persons
It is estimated that approximately 11% of persons living with HIV have some history of
incarceration. Based on the number of unduplicated inmates in the LAC jail system and the
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number of HIV positive inmates in 2018 estimate HIV prevalence among incarcerated
individuals in LAC to be 1.1%. This value is likely to be an underestimate given that not
everyone entering the jail system discloses their-pibgitive status or completes HIV testing

while incarcerated. Indiduals housed in the K6G unit, which houses gay, bisexual and
transgender inmates, have regular access to HIV testing. However, HIV testing is not available
to the general population unless requested through medical services.

Among persons receiving Rihded services, persons who share injection paraphernalia (38%)
and Back/AAMSM (20%) reported the highest percentages chiteration in the past 2 years
compared with 13% overall (see Table 5.2). Data collected through DHSP surveillance projects
found high levels of incarceration among injection drug users (IB1%6) and transgender

women (22% see Table 5.6). Hipositive individuals surveyed through MMP and LACHNA
reported 1:12% incarceration in the past 12 months. Among-ssgbrted HIV positivewith a
recent history of incarceration, 8892% had either a current ARrescription in their medical
record or reported that they were currently on ART (see LACHNA and MMP data in Table 5.6).
Among transgender women with a recent history of incarcergt®out of 6 (83%) who self
reported as HIV positive reported being currently on ART (see THBS data in Table 5.6).

3. Undocumented Persons

Unfortunately, not enough information was available to calculate HIV prevalence estimates for
this population. Accordig to data collected from LACHNA, 15% ofiHi&cted individuals

surveyed identified their residency status as undocumented. Of those, 89% reported taking ART
in the past 12 months and 78% were virally suppressed. Condomless sex in the past 6 months
was eported by 11%.

4. Mentally Ill Persons

It is estimated that approximately 17% of the total reported HIV infections in LAC, also suffer
from some form of mental illness. An estimated 3.5% of reported HIV infections suffer from
severe mental illness. HIV paence among those who suffer from mental iliness in LAC is
estimated to be approximately 0.7%. Unfortunately, data are limited on individuals who are
both HIVinfected and who suffer from some form of mental iliness. According to data collected
through LACHNA, 38% of Hixfected individuals surveyed reported having a current diagnosis
of depression, anxiety disorder, schizophrenia or a bipolar disorder. ESghgn percent

reported taking antiretroviral medications in the past 12 mon#rsl 70% were viltly

suppressed.

Approximately 8% of HiMfected individuals surveyed through MMP reported having major
depression which was defined as having at least 5 symptoms of depression. Medical records
identified 87% as having a current prescription for ARTvamadl suppression was 63%.

5. Sex Workers/ Exchange Sex

While we are not able to estimate the size or HIV prevalence of this population, limited data on
sex workers and exchange sex are available through 2 DHSP surveillance projects, namely NHBS
(IDU 2012, HT 2013, MSM 2014) and THBS (2009). Exchange sex is defined by NHBS and THBS
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as exchanging sex for money or drugs in the past 12 months. Reports of exchange sex were
highest among transgender women (41%) surveyed through THBS and among injection drug
users(20%) surveyed through NHBS. HIV prevalence ranged from 13% among injection drug
users to 24% among transgender women. For those wherapedrted their HIV status, 88% of
IDU and all MSM and transgender women reported current ART use.

6. Persons with Serwy Impairment

Not enough information was available to calculate HIV prevalence estimates for persons with
sensory impairment in LAC. Among participants surveyed through LACHNA, 3% reported having
a sensory impairment but no additional data was found as gfopulation.

7. Asian/Pacific Islanders

Asian/Pacific Islanders (A/PI) represent a small yet growing population in LAC. Approximately
14% of persons 164 years of age living in LAC identify as A/PI. Three percent of the total
number of reported HIVhfections in LAC are among A#?Id HIV prevalence is estimated at
0.16%. In 2013, A/PI represented 4% of the new diagnoses. Whilar&/RIgrowing

population, they are often underrepresented in the data, specifically HIV data. Among 21 HIV
infected A/R surveyed through the MMP, 17 had been prescribed ART and 15 were virally
suppressed. Of the 525 MSM surveyed through NHBS and 45@feittéd persons surveyed
through LACHNA, 4% and 3% identified as A/PI, respectively. Among NHBS patrticipants,
condomless sex was reported by 45% of the AlPPVeyed and less than 5 were HIV infected.

8. Aging Persons (50 years and older)

Persons 50 years and older represent a substantial proportion of PLWH (42%) yet represent a
small proportion of the new diagnosd€14%). This is also reflected in the rate of estimated new
HIV infections which shows a reduction with age (see Sectidralle 3.3)Overall, the

estimated HIV prevalence for this population is relatively low at 0.7%

Thirty-eight percent of the indiiduals surveyed through MMP were 50 years and older (see

Table 5.6). Of those surveyed, 94% had been prescribed ART and 70% were virally suppressed.
In this same MMP sample of HivMected individuals, reports of condomless sex were low

(25%) compared tother populations. Across the subpopulations of persons 50 years and older,
surveyed over various cycles of NHBS, condomless sex was lowest among MSM (52%) followed
by transgender women (57%), injection drug users (63%) and heterosexuals (87%).
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Table 5.6Populations ofinterest: DHSFSurveillance Projectand Needs Assessment Data

Population/ Characteristics NHBSVISM NHBSDU NHBSHET  THBS009 MMP LACHNA
2014 2012 2013 N=102 20092011 20102011
N=525 N=529 N=534 N=692 N=450
n (%) n (%) n (%) n (%) n (%) n (%)
Homeless 38 (7) 339 (64) 139 (26) 49 (49) 76 (11) 54 (12)
Condomless Seéx 27 (71) 245 (72) 129 (93) 32 (65) 28 (41) 5(9)
HIV-infected 12 (32) 21 (6) 0() 14 (29) 76 (100) 54 (100)
ARP 10 (91) 7 (54) 0() 11 (79) 69 (91) 44(82)
Virally-suppressed - - - - 49 (62) 31 (63)
Post Incarcerated 18 (3) 195 (37) 72 (13) 22 (22) 27 (4) 41 (9)
Condomless Séx 13 (72) 142 (73) 67 (93) 18 (82) - 11 (27)
HIVtinfected <5 ¢) 7 (4) 0() 6 (27) 27 (100) 41 (100)
ART <5 ¢) <5 ¢) 0() 5 (83) 25 (92) 36 (88)
Virally-suppressed - - - - 13 (45) 19 (58)
Undocumented - - - - - 66 (15)
Condomless Seéx - - - - - 7 (11)
HI\tinfected - - - - - 66 (100)
ART - - - - - 59 (89)
Virally-suppressed - - - - - 43 (78)
Mentally IIP - - - - 57 (8) 173 (38)
Condomless Seéx - - - - 16 (30) 26 (15)
HI\tinfected - - - - 57 (100) 173 (100)
ART® - - - - 49 (87) 151 (87)
Virally-suppressed - - - - 36 (63) 104(70)
Sex Workers/ Exchan@ex’ 41 (8) 104 (20) 64 (12) 41 (41) - 6 (1)
Condomless Seéx 28 (68) 76 (73) 61 (95) 32 (78) - 5 (83)
HI-infected 8 (20) 13 (13) 0() 10 (24) - 6 (100)
ART® 7 (100) 7 (88) 0() 10 (100) - 5 (83)
Virally-suppressed - - - - <5 ¢)

Homeless:NHBSIiving on the street, in a shelter, Single Room Occupancy hotel (SRO), or car in therpastli2 THBSliving on the street,
in a shelter, a SRO, temporarily staying with friends or relatordssing in a car in the past 48onths.MMP: having lived on the street, in a
shelter, SRO hotel or car at any time during themiéhths before the intervieWL ACHNA(current living situation) living in a car, abandoned
or vacant building, outside (estreets/park/beach/underpass).

2Condomless SektHBSCondomless ser the past 12 monthsTHBSAny condomless sem the past 12 monthdIMP: Respondent engaged
in any condomless sex in tpast12 months LACHNAReportedcondomless sex in past shonths.

SAntiretroviral Therapy (ARTYHBS/THBSCurrently onARTmedications (among sefeported HIV positivendividuals) MMP: Current
prescription forARTmedication in medical record ACHNACurrently (past 12 monthsaking ARTmedications.

“Viraly-suppressedNHBS/THB®ata not availableMMP: HIV viral load undetectable 200 copies/ml at the most recerdral load in the
medical record in the 12 months before the intervidwACHNA (Casewatch dat&tV viral load undetectabler <200 copies/ml at the most
recent viral load.

SIncarcerated/PostncarceratedNHBSHeld in a detention center, jail, or prison, for more than 24 hours in the past 12momnthBSArrested
by the police and booked in the past 12 montlBVIP: Arrested andout in jail, detention or prison aome point in the 12 months before
their interview.LACHNAIN jail or prison in the past 12 months.

SMentally Ill:MMP: Major depression defined as having at least 5 symptoms of depression. Based on PatienQdesitmnaire (PHEB) and
Diagnostic and Statistical Manual of Mental Disordefsed. (DSMV-TR)LACHNAReportedcurrent (active/relevant in the past 12
months) diagnosis of depression, anxiety disorder, schizophrenia or a bipolar disorder.

’Sex Workers/Sex Exchang#4BS/ THBSex in exchange for money, drugs, food, shelter, transportation, or other iteths past 12
months.MMP: Data too unstable to present ACHNAReported exchanging sex for food, money, drugs, shelteaosportation in the past
6 months.
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Table 5.6Populations of Interest: DHSP Surveillance Projects and Needs Assessment Data
002y G QRO

Population/ Characteristics NHBSVSM NHBSDU NHBSHET THBS009 MMP LACHNA
2014 2012 2013 N=102 20092011 20102011
N=525 N=529 N=534 N=692 N=450
Asian/Pacific Islanders 22 (4) 6 (1) <5¢) - 21 (3) 14 (3)
Condomless Séx 10 (45) 6 (100) - - - -
HIV-infected <5¢) 0() - - 21 (100) -
ART <5¢) 0(@) - - 18 (84) -
Virally-suppressed - - - - 15 (70) -
Aging Personsb0yearg 48 (9) 247 (47) 85 (16) 14 (14) 257 (38) 135 (30)
Condomless Séx 25 (52) 155 (63) 74 (87) 8 (57) 64 (25) 11 (8)
HIV-infected 14 (29) 12 (5) <5¢) 5 (36) 257 (100) 135 (100)

ART 9 (90) 6 (75) - 5 (100) 242 (95) 130 (96)
Virally-suppressed - - - - 201 (80) 100 (74}

1Condomless SeHBSCondomless ser the past 12 monthsTHBSAny condomless ser the past 12 monthdMIMP: Respondent engaged
in any condomless sex in the past 12 monttSCHNAReported condomless sex in past six months.

2Antiretroviral Therapy (ARTYHBS/THBSCurrently on ART medications (among-sefforted HIV positive individualdyiIMP: Current
prescription for ART medication in medical recdtACHNACurrently (past 12 wnths) taking ART medications.

3Virally-suppressedNHBS/THB®ata not availableMMP: HIV viral load undetectable 200 copies/ml at the most receniral load in the
medical record in the 12 months before the intervidwACHNA (Casewatch dat&)tV vial load undetectable 0£200 copies/mht the most
recent viral load.

4Missing=10.
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Section VICOMORBID COMMUNICABLEBASES

A. Tuberculosis

Tuberculosis (TB) is caused by a bacterium cMigobbacterium tuberculosend is one of the
conditions that the Centers for Disease Control and Prevention (CDC) uses to define a stage 3
(AIDS) diagnosis among people living with HIV (PILY}Hhile approximately 10% of

individuals infected wittM. tuberculosisvill develop ative TB in their lifetimg2], those ce

infected with HIV are 26 to 31 times more likely to develop active TB disease than individuals
without HIV[3]. TB also has detrimental effects on the progression of HIV disease. The risk of
death in an HI\Infected person with TB is twice that of an HRhfected person without TB,

even among those with similar CD4 cell coyAtsAccording to CDC, TB is the leading killer of
HI\tinfected persons worldwidgs).

Statistics from the Los Angeles County (LAC) Depattof Public Health (DPH) Tuberculosis
Control Program show a decrease in the number of annual TB cases from 702 in 2009 to 662 in
2013. In LAC in 2013, the TB incidence rate was 7.0 per 100,000, which was more than double
the U.S. incidence rate (3.01p£00,000). TB is not evenly distributed by race/ethnicity and in
LAC in 2013 the TB incidence rates (per 100,000) were highest among Asians/Pacific Islanders
(A/PI; 20.1), followed by Blacks/African Americalag¢k/AA7.7), Latinos (6.4) and Whites

(24)[6].

HIV Celnfection in the Tuberculosis Control Database

In LAC from 2009013, 5.4% (n=147) of confirmed TB cases tested positive for HIV. Over this
time period, the highest percentages of all HIV/TBrdections were found among males (86%)
and individuals who were either Latino (65% Bbaick/AA(22%). Adlis aged 1554 years
accounted for 83% of HIV/TB-atections reported between 2009 and 20[3.
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Table 6.1: Number an@ercent of HIV/TBCaInfectionsamongConfirmed Tuberculosis Cases
by Demographic Variabled AC, 2002013

Confirmed TB Case2009- 2013 HIV+ Confirmed TB Cases: 20013
N % N %
< Male 1,615 60.2 126 85.7
% Female 1,067 39.8 21 14.3
> Latino 1,226 45.7 96 65.3
% A/PI 1,052 39.2 10 6.8
E Black/AA 228 8.5 32 21.8
W white 174 6.5 9 6.1
é Other/Unknown 2 0.1 0 0.0
0-4 67 2.5 0 0.0
0 5-14 42 1.6 0 0.0
3 1534 571 21.3 37 25.2
% 3544 364 13.6 42 28.6
§ 4554 453 16.9 43 29.3
55-64 557 16.7 18 12.2
65+ 738 27.5 7 4.8
Total 2,682 100.0 147 100.0

Numbersand percentages may not sum to 100% due to missing, rounding, and data suppression.
?Asian/Pacific Islander (A/PI); Black/African American (Black/AA).

TB Cenfection in the HIV/AIDS Reporting System (eHARS)

Table 6.2, presented below, shows the numbed percent of TB emfection among PLWH in
LAC as of December 31, 2014. Unadjusted odds ratios are also presented for purposes of
comparison across subgrougspproximately 2.3% of PLWH at yesrd 2014 were cénfected
with TB. Transgender PLWH had tlighest prevalence of TB (4.4%), compared to females
(2.7%) and males (2.2%). White PLWH had the lowest prevalence cinf@ction (0.7%),
followed by Other/Multi/Unknown race (1.7%8Jack/AA(2.2%), A/PI (3.0%), and Latino (3.6%).
The odds of TBoeinfection among foreign born PLWH was 3.6 times higher than US born
PLWH. Injection drug users (IDUs) had an odds of-IrBemtion that was 2.8 times greater
than MSM.
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Table 6.2. NumberPercent, andUnadjustedOdds Ratios of TBCo-Infection amongPeople
Living with HIV (PLWH) as of December 31, 2§18y DemographicCharacteristics LAC

PLWH PLWH with TB Odds Ratio
N N % OR (95%Cl)
E Male 42,792 944 2.2 Reference
5 Female 5,501 148 2.7 1.2 (1.01.5)
© Transgender 615 27 4.4 2.0 (1.43.0)
% Latino 20,454 731 3.6 5.7 (4.67.0)
% White 15,891 103 0.7 Reference
Q Black/AA 9,875 219 2.2 3.5 (2.74.4)
§ A/IPI 1,687 50 3.0 4.7 (3.36.6)
o Al/AN 239 <5
Other/Multi/Unknown 762 13 1.7 2.7 (1.54.8)
& <13 34 <5
¢ 1319 140 <5
= 20-29 3,954 8 0.2 Reference
S 30-39 8,671 80 0.9 4.6 (2.29.5)
40-49 14,307 342 2.4 12.1 (6.024.4)
50-59 15,062 435 2.9 14.7 (7.429.5)
60+ 6,740 249 3.7 18.9 (9.338.3)
% % MSM 38,008 714 1.9 Reference
g 8 Heterosexual Contact 5,071 153 3.0 1.6 (1.41.9)
2 g MSM/IDU 2,935 109 3.7 2.0 (1.62.5)
E IDU 2,470 127 5.1 2.8 (2.33.4)
Transfusion 85 5 5.9 3.3(1.38.1)
Hemophilia 48 <5 1.1 (0.28.1)
Other/Undetermined 289 8 2.8 1.5 (0.73.0)
E § US Born 25,066 354 1.4 Reference
DA Foreign Born 13,965 684 4.9 3.6 (3.24.1)
Unknown 9,877 81 0.8 0.6 (0.50.7)
Total 48,908 1,119 2.3

People living with HIV (PLWH) includes individuals diagnosed with HIV who were living as of December 31, 2014.
2Black/African American (Black/AA), Asian/Pacific Islander (A/PI), American Indian/Alaska Native (AlI/AN).
3Basedon current age as of December 31, 2014.

4 Multiple imputation used to adjust for missing data (see technical notes).
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B. Sexually Transmitted Diseases

Many Sexually transmitted diseasé&sT Dyincluding syphilis, herpegionorrhea, chlamydia,

and trichomoniasis have been shown to facilitate the transmission of HIV. These STDs can

AYLI AN 6KS o02Re&Qa FTANRG RSTSyasSa I3IFrAyad AyTS
decreasing protective integrity of mucosal barrsecretiong8]. STDs can also increase HIV viral
shedding, leading to increased amounts of virus present in the secretions of anfétitéd

sexual partner. The presence o8aDs thought to increase the odds of HIV transmission 3 to 5

fold [9]. STDs neortable to the LAC DPH Division of HIV and STD Programs (DHSP) include
chlamydia, gonorrhea, and syphilis.

Chlamydia

After decreasing from 48,507 (522 per 100,000) in 2012 to 48,096 (511 per 100,000) in 2013,
the number of chlamydia cases reportedlAC rose to 52,098 (551 per 100,000) in 2014. In
2013, the most recent year for which national data is availglfl¢ the rate of chlamydia in LAC
was 16% higher than the rate in California (440 per 100,000) and 15% higher than the rate in
the United Stées (444 per 100,000). As shown in Table 6.3, the groups most heavily impacted
by chlamydia in LAC in 2014 were females (674 per 100,000), individuals agégdars of

age, andBlack/AA(1,174 per 100,000). Compared to gonorrhea and early syphil@angtia
morbidity is more evenly distributed by geography throughout LAC.

Gonorrhea

A total of 14,555 cases of gonorrhea were reported in LAC in 2014. The number of reported
cases has risen in each of the past 4 years, which has resulted in a 51%eificrea2010 to

2014. The overall rate of gonorrhea in LAC in 2014 was 154 per 100,000. In 2013, the most
recent year for which national data is available [10], the rate of gonorrhea in LAC (133 per
100,000) was 33% higher than the rate in California (#0100,000) and 25% higher than the
rate in the United States (106 per 100,000). As shown in Table 6.3, the groups most heavily
impacted by gonorrhea in LAC in 2014 were males (221 per 100,000), individuals &8¥ed 15
years of age anBlack/AA(568 perl00,000). The geographic regions with the highest
gonorrhea rates in LAC in 2014 were the Metro (363 per 100,000) and South (305 per 100,000)
service planning areas (SPAS).

Syphilis

A total of 3,841 cases of syphilis were reported in LAC in 2014. ty~vw&e percent (n=1,097;

12 per 100,000) of these cases were staged as primary or secondary (P&S), 35% (n=1,365; 14 per
100,000) adzarly Latent (EL) and 36% (n=1,379; 15 per 100,000) as Late Latent or Late (LL/L).
Syphilis has been increasing in bothleseand females and, since 2010, the total number of P&S,

EL and LL/L cases reported in LAC has risen by 74%, 50% and 31%, respectively. There has also
been an increase in congenital syphilis which has risen from 7 cases in 2010 to 31 cases in 2014.
In 2013, the most recent year for which national data is available [10], the rate of P&S syphilis in
LAC (10.8 per 100,000) was 16% higher than the rate in California (9.3 per 100,000) and 96%
higher than the rate in the United States (5.5 per 100,000).
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Table 6.3: NumberPercent andRates (per 100,000) dPersons Reporteavith Chlamydia,
Gonortea andEarly Syphilidby Selected Characteristici AC, 2014

Chlamydia Gonorrhea Early Syphilis
N % Rate N % Rate N % Rate
x Male 19,690 38 422 10,315 71 221 2,218 92
§ Female 32,289 62 674 4,187 29 87 154
'(B Transgender 41 <1 - 39 <1l - 39 -
Black/AA 9,229 18 1,174 | 4,461 31 568 496 20 63
Latino 23,423 45 508 5,220 36 113 1,149 47 25
E White 6,705 13 252 3,276 23 123 648 26 24
% Asian 2,001 4 147 444 3 33 95 7
E Pacific Islander 137 <1 - 719 33 <1 173 <1
8 Al/AN 98 <1 719 36 <1 195 5 <1 27
é Other/Multi 787 2 - 214 1 - 15 1 -
0-14 238 <1 13 45 <1 2 <5 - -
1519 9,656 19 1,435 | 1,697 12 252 75 3 11
5 20-24 18,647 36 2,529 | 3,822 26 518 324 13 44
SE 2529 10,850 21 1,526 | 3,254 22 458 421 17 59
% 30-34 5,552 11 794 2,160 {5 309 392 16 56
8 3539 2,967 456 1,262 194 313 13 48
g 4044 1,716 255 793 118 282 11 42
2 4554 1,856 143 1,177 91 491 20 38
55-64 486 46 288 27 146 6 14
65+ 92 <1 8 43 <1 4 16 1
< Antelope Valley [1] 2,423 5 617 510 4 130 45 2 11
% San Fernando [2] 8,260 16 377 1,885 13 86 393 16 18
S San Gabiriel [3] 6,458 12 394 1,192 8 73 191 8 12
% Metro [4] 8,961 17 779 4,175 29 363 938 38 82
% West [5] 2,482 5 381 758 5 116 130 5 20
E South [6] 10,261 20 993 3,154 22 305 352 14 34
g East [7] 6,952 13 530 1,215 8 93 216 9 16
% South Bay [8] 5,391 10 498 1,373 9 127 160 6 15
LAC Total 52,098 100 551 14555 100 154 2,462 100 26

Data excludes cases in Long Beach and Pasadena; 2014 data is provisional due to reporting delay.
2Numbers and percentages may not susrcblumn total due to missingsmerican Indian/Alaska Nati(AI/AN).
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Early SyphilisHS), which represents infections that are most infectious and occurred within the
past year, is comprised of cases staged as primary, secondary, and early latent. As shown in Table
6.3, the groups most heavily impacted by ES in LAC in 2014 were males {49,000)Black/AA

(63 per 100,000) and individuals living in the Metro SPA (82 per 100,000). Compared to
chlamydia and gonorrhea, ES morbidity is more evenly distributed across age groups.

Among males, after excluding cases with missing data on gender of sex partners, 83% of ES
cases in 2014 occurred among men who have sex with men (MSM). While HIV reporting among
these cases is incomplete, based on-seffort and available laboratory dat# is estimated

that 59% of MSM with ES in 2014 wereiofected with HIV. Although the number of ES cases
among MSM who are emfected with HIV has decreased from 1,126 cases in 2012 to 1,044
cases in 2014, the number of MSM with ES who are natfected with HIV has increased

from 529 to 729 over that same time period (Figure 6.1).

Figure 6.1: Number ofases of Early SyphifismongMen Who Have Sex witMen (MSM¥
by HIV Statug LAC, 2012014

1200

/ TR
1000 / .
800

0
a3 ' .
o - -
S 600 e
E /
= 400
L
:E: 200
=
0 T 1

2010 2011 2012 20132 20142

+HIV Positive —+HIV Negative

Early syphilis (ES) includes cases stagesraargr secondary, and early latent.

2Sexual orientation is based on sedport

SHIV positive status includes cases that were eitherrepldrted and/or laboratory confirmed

“Data excludes cases in Long Beach and Pasadena; data are provisional due to reporting de291@)013

C. Hepatitis C Virus

Hepatitis C virus (HCV) is one of the most common bhlawde infections in the United States.
There were an estimated 29,718wecute cases in 2013, and an estimated 2.7 million
Americans are chronically infect¢til]. In LAC, 8,900 cases of chronic Hepatitis C were
reported in 201112]. Based on the 2012015 County of Los Angeles Adult Viral Hepatitis
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Prevention Plan, there were an estimated 134,000 people who were chronically infected with
HCV in LAC with an overall prevalence of 1.3% in 2008 [13].

HCV is predominantly transmitted through contact with contaminated blood and blood
products. Persons amcreased risk for contracting HCV include injection drug users, healthcare
workers via needletick injury, recipients of clotting factors before 1987, recipients of a blood
transfusion or solid organ prior to 1992, hemodialysis patients;ikfB¢ted pesons, and

infants born to HCYpositive motherg11].

Onethird of all people with HIV in the U.S. are also infected with hepatitis C virus [E8].V)
Over half (5600%) of HI\positive injection drug users are -@afected with HC\Y14]. HCV
infection progresses more rapidly to liver damage in-ifgcted persons compared to HIV
negative persons. Additionally,-aafection with HCV may have deleterious effects on the
course and management of'infections.
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VIl: CARE SERVICHEUZATION

Introduction

Regular clinical care is important for both the effective management of HIV in individuals and in
controlling the epidemic [1, 2]. Antiretroviral therapy (ART) use successfully reduces HIV
transmission, disease progression, and mortalitp].3 Additiondly, studies indicate that

preventative health screening, treatment of comorbidities (e.g. sexually transmitted infections

FYR 2L NIdzyAadAO AyFSOGA2yao YR AYYdzyAl F GA2
YR RdzN} GA2Yy 27F rfeftddipesdns (7], higheY @atgsdf cénlical cakcer in

women infected with HIV compared to women in the general population [8], risk of

opportunistic infections [8], and increased transmission risk of HIV associated with other

sexually transmittedliseass (STB) [9].

9FF2NI A (G2 OdzND (GKS I L+ SLIARSYAO KI @S AyONBI &

GNBFGYSYyd Fa LINSOSYGA2y¢e &l NI anbriver&biesting dnd  LINB @
ART use for all HiMifected individuals to decreaddlV transmission risk by reducing the viral

f2FR AY (0KS AYRAQGARdzZ f Qad o02RAf& FftdzARa (2 GOSN
and Prevention (CDC) estimates that being retained in medical care reduces the HIV

transmission rate by 51.8%urthermore patients who are prescribed ART, and those on ART

and virally suppressed, are 72.8% and 94.0%, respectively, less likely to transmit HIV compared

G2 1L+ AYFTSOGSR LISNBER2YAEA 9K2 |NB dzyRAIFIIy2aSR
medical care setting can encourage patients to decrease the risk of transmitting HIV to others

through sexual and substance use behavior modificationl8]3

Annual recommended clinical care for persons living with HIV (PLWH), as recommended by
nationaland federal agencies [1, 8, 18], includes receipt of:

w  Atleast one CD4 test (more frequently for patients within 2 years of initiation of
ART, unsuppressed viral load, or CD4 count less than 300/mL)

Viral load (VL) tests at least every 6 monthsi@frequently for patients with
suboptimal clinical outcomes)

Gonorrhea, chlamydia and syphilis screening among sexually active persons
Cervical cancer screening among women

Influenza immunizations among all patients

Pneumocystis pneumonia (PGQiPpphylactic therapy among persons with CD4
count less than 200 mL

ART prescription by all patients

HIV prevention counseling by all patients

egegee ¢

€ e

For individual and public health reasons, improving each step in the HIV care continuum has
become a priorityfor controlling the epidemic in the United States (U.S.). [1, 2, 19]

However, in order to support the ability of PLWH to access and receive quality care, it is critical
to address the barriers that impact access to services, including everyday chaliesigesny
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PLWH face, such as financial difficulties, transportation, food/meals, housing issues, mental
health services, substance use, and homelessfigss

wStSFaSR Ay Wdz & unmnX GKS blradA2ylf | Lxx! L5{
for policymakers to coordinate efforts in addressing the HIV epidemic [1]. Its goals are to: 1)
reduce the number of people who become infected with HIV; 2) increase access to care and
improwve health outcomes for people living with HIV; 3) reduce-kiMdted health disparities,

and 4) achieve a more coordinated national response to the HIV epidemic.

The indicators to assess progress towards these goals by 2015 (and revised/new indicators for
2020) are presented in Table 7.1 [1, 20]. Data inBpslemiologic Profilean be used to assess

A =

iKSasS 202S0

[/ Qa LINPINBaa (2 azys 27

YS$SiGAy3

Table 7.1.National HIV/AIDSrategy Performancelndicators

1)

Reduce the number of people whecome infected with HIV

By 2015:

By 2020:

9 Increase from 79 percent to 90 percent the percenta
of people living with HIV who know their serostatus

9 Lower the annual number of new infections by 25
percent

9 Reduce the HIV transmission rate, which is a measu
of annual transmissions in relation to the number of
people living with HIV, by 30 percent

1 Increase the percentage of people living with HIV
who know their serostatus to at least 90 percent

1 Reduce the number of new diagnoses by at least 2
percent

1 Reduce the percentage of young gay and bisexual
men who have engaged in Hilék behaviors by at
least 10 percent (New indicator added #2020)

(No longer an indicator for 2020)

2)

Increase access to care and improve health outcomes

By 2015:

By 2020:

1 Increase the proportion of newly diagnosed patients
linked to clinical care within three months of their HI
diagnosis to 85 percent

9 Increase the proportion of Ryan White HIV/AIDS
Program clients who are in continuous care (at least
visits for routine HIV medical care in 12 months at le
3 months apart) from 73 percent to §&rcent

1 Increase the percentage of Ryan White HIV/AIDS
Program clients with permanent housing from 82
percent to 86 percent

90

1 Increase the percentage of newly diagnosed persol
linked to HIV medical care withame month of their
HIV diagnosis to at least 85 percent

1 Increase the percentage of persons with diagnosec
HIV infection who are retained in HIV medical care
at least 90 percent

1 Increase the percentage of persons with diagnosec
HIV infection who are virally suppressed to at least
percent (Newindicator added for 2020)

1 Reduce the percentage of persons in HIV medical
care who are homeless to no more than 5 percent

1 Reduce thaleath rate among persons with
diagnosed HIV infection by at least 33 percent (Nev
indicator added for 2020)



Table 7.1.National HIV/AIDSBrategy Performancelndicatorso O2 y & QR 0
3) Reduce health disparities

By 2015: By 2020:

1 Increase the proportion dfilV diagnosed gay and (No longer an indicator for 2020)
bisexual men with undetectable viral load by 20
percent

1 Increase the proportion of HIV diagnosed Latinos wi (No longer an indicator for 2020)

undetectable viral load by 20 percent

1 Increase theproportion of HIV diagnosed Blacks with (No longer an indicator for 2020)
undetectable viral load by 20 percent

1 Reduce disparities in the rate of new diagnoses by
least 15 percent in the following groups: gay and
bisexual men, young Black gay dnsexual men,
Black females, and persons living in the Southern
United States (New indicator added for 2020)

1 Increase the percentage of youth and persons who
inject drugs with diagnosed HIV infection who are
virally suppressed to at least 80 percent (New
indicator added for 2020)

Sources: National HIV/AIDS Strategy for the United States. 20thd/www.whitehouse.gov/sites/default/files/uploads/NHAS.pdNational

HIV/AIDS Strategy for the United States: Updated to 20#0s://www.aids.gov/federalresources/nationahiv-aidsstrategy/nhas
update.pdf

In order to characterize access to and retention in HIV care, service utilization, and unmet

supportive service needs among PLWH in Los Angeles County (LAC) (and assess progress in LAC
towards NHAS goals), data are presented from the following sourcesiliamge data from

[/ Qa St SOGNBYAO | L+k! L5{ NBLRZNIAYy3I aeaasSy oS
program (RW), and survey data from the Los Angeles Coordinated HIV Needs Assessment
(LACHNA) and the Medical Monitoring Project (MMP). Additipnpreliminary data are
LINBaSYGSR FNRBY 51 {tQa AYyGSNBSydadArzy LINRa2SOla |
retention in HIV care (Project Engage, Navigation Program and the Medical Care Coordination
program).

A. HIVCare Continuum

[ I/ Qa elCbhndinudml-ahilthe proportion of PLWH who are engaged at each stage of HIV
care from diagnosed, linked to care, engaged in care, retained in care, and virally suppressed
are described below and depictedfigure 7.1

Diagnosed: This measure idefined as he number of persons diagnosed with HitwWough the

end of 2012 and livinop LAGas 0f12/31/2013(N = 45,856ivided by the estimated number

of HIlinfected persons in LAC (N63,231) (86%) The estimated number of infected

individuals exitides 4,511 persons who no longer live in LAC and includes 5,677 persons who
moved to LAC after their initial HIV diagnosis, and 14% whom CDC estimates are unaware of
their HIV status.
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Figure 7.1: HI\Care ContinuumLAC 2013
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na_.) < 3mo! carel carel! Suppressed

1Data for 2013 ar@rovisional due to reporting delay. Linked to care within 3 months of HIV diagnosis denominator includes persons who were
reported with a new HIV diagnosis in 2013 and were living in LAC as of 12/31/2013;

2Persons diagnosed through 2012 and living in &A6f 12/31/2013 based on most recent residence plus an additional 14% that CDC estimates

are unaware of HIV status. Excludes 4,511 persons who no longer live in LAC and includes 5,677 persons who moved tioelirAQitafte

HIV diagnosis;

3Engagedyf O NBY M [ 5nk+x[ kDSy2(el)S (Sada Ay wHawmoT

WSOl AYSR Ay OIFNBY xH /5nk+[kDSy2@(eL)S GSada +d tSFad o Y2y dK&a I LI NI
5Viral suppression defined as <=200 copies/ml;

Source: DHSP, LAPH; data as of 12/31/2013

Linked to CarePersons are considered kied to caraf they hadan HIV medical care visit within
3 months of diagnosi®yidenced by airal load or CD4 teseported in eHARS This measure is
defined as the number of PLWH who met tbigerionin 2013(N = 1,438) divided by the total
number of newly diagnosed individuals in LAC (N = 1,844) (78%). This nreasesents HIV
incidence ands limitedonly to thosepersons who were reported with a new HIV diagnosis in
2013 andwho wereliving in LAC ad @ecember 31, 2014

Engaged in CarePersons are considered engaged in care if they receive one CD4 or viral load
test in a calendar year. This measure is defined as the number of PLWH who neetehisn

in 2013 (N = 32,526) divided by testimaed number of HIvMnfected persons in LAC (N%3,23))

(61%).

Retained in CarePersons are consideradtained in care if they receive two or mo@&D4 or
viral load tests at least 90 days apart in a calendar y8dris measure is defined as the number
of PLWH who methis criterionin 2013(N=27,1944ivided by the estimated number of HIV
infected persons in LAC (N63,23]) (51%)
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Virally SuppressedPersons are considered virally suppressed if their most tedesd load

was less thamr equal to200 copies/mL.This measure is defined as the number of PLWH who
met thiscriterionin 2013 based on lab surveillance reports (N=26,661) dividedebgstimated
number of HIMnfected persons in LAC (N63,23]) (50%)

Figures 7.2 and 7 @etail the proportions of PLWHN LAG~ho are linked to care, engaged in

care, retained in care, and virally suppressed over time. In LAC, mandatory CD4 test reporting
began in September 2008, and linkaggsed reimbursement for DHSEhded HIV testing sites

was implemented in August 2011. Figur.2 illustrates that over time, and since mandatory
reporting and linkagdased reimbursement were implemented, the percentages of PLWH in
LAC who linked to care within 3 months, 6 months and 12 months of diagnosis have increased.
As of 2013, 78% of PItWWn LAC linked to care within 3 months of diagnosis, compared to 70%
in 2006. These outcomes demonstrate progress towards reaching the NHAS goal of 85%
linkage to care within three months for newly diagnosed persons by 2015 [21].

Figure 7.2: LinkageotCare for PersonsReported with HIVA in LAC, 200€2013

Linkage-based
100% - Mandatory CD4 test reimbursen:lent.for DHSP-
055 reporting began funded testing sites began
[ -
0, - 0,
20% B8%  gay 85% g
85% - o  B3% 83%
80%  80%  81% 81%
80% - 81%
75% | % 78%
70% - 71%
65% - 70% °
60% -
55% -
50% | i i i i i I I
2006 2007 2008 2009 2010 2011 2012 2013°
Linked to care £ 12 m <@=Linked to care £ 6 m =#=Linked to care <3 m

Persons diagnosed with HIV infection in each calendar year and livoggththe following 12 month$?ersons are considered linked to care
if they attended an HIV medical care visit (evidenced by a viral load or CD4 test reported in eHARS) within the desepkeddimfter
diagnosis (within 3 months, within 6 months or within 12 months).

22013 dataare provisional due to reporting delay.

Source: DHSP, LAPH; data as of 12/31/2013
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Figure 7.3 illustrates the percentages of PLWH whre engaged in care, retained in care and

who attained viral suppression from 2007 through 2013. While engagement in care and
retention in care have moderately improved over time, the proportion of PLWH who were

virally suppressed increased from just 37% in 2007 to 50% in 2013. These data suggest that
while there have been improvements in retention and viral suppression, improved efforts are
needed to meet the 2020 NHAS targets of 90% retained in care and 80% virally suppressed [20]

Figure 7.3EngagementRetention and Viral Load Suppressionfor PLWH, LAC 20072013

100%
Linkage-based
90% Mandatory CD4 test  reimbursement for DHSP-
80% reporting began funded testing sites began
0,
70% 5%  58%  59%  59%  59%  59%  61%
60% | gt * ’ -

o
” 9 50% 51%
50% 46% 47% 49% iﬁ 49% A

BASGE ———
9 50%
40% M 47% 18%
44% °
42%

30% 37%
20%
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0% I I I I I I I
2007 2008 2009 2010 2011 2012 2013

Percent of Estimated Persons with HIV

=¢=Engaged in care’ =f=Suppressed viral load* <m-Retained in Care’

Persons diagnosed with HIV through 2012 and living in LAC as of 12/31/2013 based on most recent residence and an 4¢ditiet&RC
estimates are unaware of HIV statusxcludes 4,511 persons who no longer live in LAC and includes 5,677 persons who moved to LAC after
their initial HIV diagnosis;

22013 data are provisional due to reporting delay

SEngaged in care defined as receiving one CD4 or viral load test in azzalead

‘Retained in care defined as receiving two or more CD4 or viral load tests at least 90 days apart in a calendar year;

SSuppressed viral load defined as most recent viral load less than or equal to 200 copies/mL.

Source: DHSP, LAPH; data as df2/31/2013

HIV Care Continuum Comparison: LAC and U.S.

[1/ Q& I L+ [/ FNB [/ 2yiGAydzzy 2dzi02YSa | NB O2YLJ} NB
data inFigure 7.4. Thisgureuses a hybrid ofllV surveillance and Medical Monitoring Project

(MMP) databased o’ 5/ Q& Y S {i2g] #h Rodttagt @ &he care continuum figures above

which are based solely on surveillance data. The inclusion of MMP data allows estimates for
prescription of ART, which is not an outcome currently tracked by surveillanagstdData

Sourcegor more detailed information on MMP). Across all HIV care continuum outcomes, LAC

had higher percentages of PLWH wivere retained in care, prescribed ART and virally

suppressed compared to the population of LIPEBWHas a whole.
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Figure 7.4: Comparison of the HIGAre Cantinuum: U.S. vs LAC, 2011

United State$ Los Angele€ounty
1,500,0001,000,000 500,000 0 0 20,000 40,000 60,000
1,201,100 Estimated Infected 49.960

Retained in Caré - 55%
Prescribed ART - 51%

30%-Virally Suppresseé '

!Data for the United States obtained from CDC;

°The total number of persons infected with HIV shown in the beige bars is based on the number of persowithivitg plus an estimated

14% of total HINInfected persons that CDC estimates are unaware of their HIV infection. The measures that are based on MMP data are shown

in the blue bars. Viral load from LAC HIV surveillance data (shown in purple) adedratua comparison.

Retained in care is defined as at least 1 visit to an HIV medical care provider between January to April 2011, per CDOVeiNheR2914

“Prescribed ART is defined as an ART prescription in the 12 months before an MMP ir{teetiezen July 2011 through May 2012)

5% KS aat o0lFaSR @GANrftfe adzZzJINBaaSR LISNOSyd Aa o6l aSR 2y etidesSiuy2ai NBOSY
2011 through May 2012); surveillanbased virally suppressed percentis basedad & & NBOSy i OGANI f t 21 R GSa&aid Xunn (
persons diagnosed and living with HIV as of December 31, 2011 in LAC.

Source: CDC HIV Surveillance data, as of 12/31/2013 (MMWR, Vital Signs: HIV Diagnosis, Care, and Treatment AmongdPe@itsaiB/Livi

United States, 2011; Vol 63, No 47, Nov 2014); DHSH)RACsurveillance data as of 12/31/2013; Medical Monitoring Project (MMP), data as

of 05/31/2012
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Retention in Care and Viral Load Suppressiothe Ryan White HIV/AIDS Program

Figure 7.5resents HIV care continuum outconfes patierts who have been diagnosed and

were receiving care through the Ryan White HIV/AIDS Program (By¥aRrT) in LAC between
20092013 The percent of patients retained in canasrelatively steady during thisrtie at

about 81%, while the percent attaining viral suppression increased from 68% in 2009 to 74% in
2013. Among patients who received HIV medical outpatient care through the RW Program,
these percentages increadéo 85% retained in care and 82% virallppressed [3].

Retention in care and viral suppression among RW Program clients in 2013 are presented by

demographic characteristics Figures 7.6 through 7.8There were no significamlifferences in
retention in careby gender African AmericanBlack/AA)clients were less likely to be retained
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in care (75%) compared to Whites, Latinos and Asians/Pacific Islanders. Although rates for
retention in care are lower for American Indian/Alaska NativdsAN) and RW clients with

other and unknown race/ethnicity, the numbers in these two groups were too small to draw
conclusions. Among adults, there is a gradient bycagjder patients had increasingly better
rates of retention compared to younger patient€lients age 50+ years had the best outcomes
(85%) compared to those age-22 (65%).

Figure 7.5: Retention in HI@are andViral Load Suppressioamong Ryan White HIV/AIDS
ProgramPatients, 20092013
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3Viral Load Suppression defined as most recent result <=200 copies/ml in the report year.

Source: DHSP, LAPH; Casewatch data as of 5/1/2015eillance data as of 6/3/2015.

In terms of viral suppressiotransgender clients halbwer rates (74%6) comparedo males

(80%) and females (84). Black/AAclients were also less likely to be virally suppressed (70%)
compared to Whites, Latinos and AssaPacific Islanders. Although rates for retention in care

are lower forAl/ANand RW clients with other and unknown race/ethnicity, the numbers in

these two groups were too small to draw conclusions. There is also a clear gradient by age for
viral suppessiong older patients had increasingly better rates of viral suppression. Clients age
50+ year had the highest proportion who were virally suppressed (85%) compared to young
adults age 124 years (65%) and clients age 18 and under (62%).
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Figure 7.6Retention in HIMCare andViral Load Suppressionamong Ryan White HIV/AIDS
ProgramPatients by Gender, FY2013
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Ambulatory Outpatient Medical Care at least 3 months apart during FY; 20it8l Load Suppression defined as most recent result <=200

copies/ml during FY 201%ource: DHSP, LAPHCasewatch and surveillance (IHARS) data (March 1,@2B&Bruary 28, 2014) as of

1/1/2015.

Figure 7.7Retention in HIMCare andViral Load Suppressionamong Ryan White HIV/AIDS
ProgramPatients by Race/Ethnicity 20092013
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1RW Fiscal Year (FY) = 3/1/2@138/2014; 2Retained in Care definedasH / 5nk+[ k 3Sy2Ge LIS (Sada Ay &dNBSAt LY
Ambulatory Outpatient Medical Care at least 3 months apart during FY; 20it&8 Load Suppression defined as nresent result®00

copies/ml during FY 231 Source: DHSP, LAPH; Casewatch and surveillance (iIHARS) data (March 1¢ EebBuary 28, 2014) as of

1/1/2015.
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Figure 7.8: Retention in HI€are andViral Load Suppressioamong Ryan White HIV/AIDS
ProgramPatients byAge, 20092013
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LRW Fiscal Year (FY) = 3/1/2138/2014

Retained in Care definedastH  / 5nk+[ k 3Sy2Ge1IS (S&aida Ay adNBSAtElIyOS 2NJ YSRAOIt @A&A
3 months apart during FY 2013

3Viral Load Suppression defined as most recent result <=200 copies/ml during FY 2013

Source: DHSP, LAPH; Casewatch and surveillance (IHARS) data (March 1¢ EebBuary 28, 2014) as of 1/1/2015.

In summary, LAC met the NHA&)Et of 80% of RVgrogrampatients retained in care by 2015
overall [1, 20]. However, retention in care rates among specific demographic groups still need
improvement (clients age 39 and youngBtack/AA Whites,Al/AN, and other or unknown
race/ethnicity).

Health Disparities within the HIV Care Continuum

[1'/ Q& I L+ [/ FNB [/ 2yGAydzdzy A& LINBEaSiyrghes70e 3ISYR
to 7.11
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Figure 7.9 HIVCare Gontinuum by Gender, LAC 2013
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Figure 7.10: HI\Care Continuunby Age,LAC 2013

Persons Living with HIV?
2013*

Diagnoses m 18-29 (n=4,901)

100%

100%

1 = 30-49(n=28,313)

| 2 50(n=21,107)
; | 79% aﬂeuﬁ
70% -

| Euﬁ-ﬁnﬁ?x

4% 55%

50% | 48 W's ﬁu%
40% -
30% -
20% -
10% -
0%

Linked to care  Estimated Diagnosed Engagedin  Retainedin  Virally
£3 mon? care? care*  Suppressed®

Percent of Estimated Persons with HIV
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50+ who were reported with a new HIV diagnosis in 2013 and were living in LAC as of 12/3F2édddiagnosed through 2012 and living

in LAC as of 12/31/2013 based on most recent residence plus an additional 14% that CDC estimates are unaware of Hblustesus, 52 1

persons who no longer live in LAC and includes 5,677 persons who moved to LAt@iafieitial HIV diagnosi§® y 3+ 3SR Ay OF NBY X M
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Figure 7.11HIVCare Continuum by Race/Ethnicity LAC 2013
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Data for 2013 are provisional due to reporting delay. Linked to care denominator includB&8RAAA 658 Latinos, 378/hites 61

Asians/Pls, 7 Al/ANs, and 25 muécial personsvho were reported with a new HIV diagnosis in 2013 and were living in LAC as of 12/31/2013,;

?Persons diagnosed through 2012 and living in LAC as of 12/31/2013 based on most recent residence plus an addition&D@%shatates

are unaware of HIV stas. Excludes 4,511 persons who no longer live in LAC and includes 5,677 persons who moved to LAC after their initial

HIV diagnosi$9 y 3 3SR Ay OF NBY XM /‘DBubkfiyYORYRVYEOISNBSaKa A¥yneameDSy2 (Sada |
5Viral suppresion defined as <=200 copies/rBlource: DHSP, LAPH; surveillance data as of 12/31/2013

To identify socialemographic characteristics of PLWH significantly associated with key
components of the HIV care continuum, a series of regressiatyses were performed using

2013 LAC HIV Surveillance data. The results of generalized linear regression analyses (adjusted
for age, race, gender, HIV transmission category, country of birth, type of diagnostic facility,
lifetime homelessness and numbef years living with HIV) indicate significant differences

(p<0.05) in linkage to care, engagement in care, retention in care and viral suppression by socio
demographic characteristi@ndare described in Table 7.2.

Among persons who were diagnosedmHIV in 2013Black/AAwere significantly less likely to
be linked to HIV care comparedWhites. There are no other significant differences in linkage
to care by race/ethnicity, age or gender.

Among persons diagnosed with HIV through 2012, there were significant differences in
engagement in care and retention in care by gender, age and race/ethnicity. Females were
more likely to be engaged and retained in care compared to males. Younger Bg&V1829
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and age 3819) were less likely to be engaged or retained in care compared to persons 50 years
and older. Compared td/hites, Latinos, Asian/Pacific Islandeasd mixed/other race

individuals were more likely to be engaged and retained in cBtack/AAwvere less likely to be
engaged in care compared Whites, but there was no difference in retention in care between
these two groups.

Therewere significant differences in viral suppression by gender, age race/ethnicity as

well. Trasgender persongere less likely to be virally suppressed compared to males.
Younger PWLH (age-28 and age 3@9) were less likely to be virally suppressed compared to
persons 50 years and older. Compared\hbites, Asiansvere more likely to be virafl
suppressed; howeveBlack/AAand Al/ANwere both less likely to be virally suppressed.

Table 7.2.FactorsAssociated withLinkage toCare, Engagementin Care, Retention in
Care andViral SuppressionamongPersond.iving with HIV in LosAngeles County2013

Linkage to Care>®
PR (95% Cl)

Viral Suppressiof®®
PR (95% Cl)

Retention in Caré®8
PR (95% Cl)

Engagement in Café’

Characteristics PR (95% CI)

Gender
Male Referent Referent Referent Referent
Female 108 dpTr N~ 1LO5MPNO8MDP 108Mdnd2)ymd 104fmdnn ™
Transgender 104 Py T N 1000 Pchbc md 104 Py m 08500 T 92)*n ¢
Race/Ethnicity
White Referent Referent Referent Referent
BlackAA 0.90 0 dy B86) 097 1 dPhPY) M d® 099@ dpT ™M 0850 dy 87)* ¢
Latino 096 dhn v 104fwmPno6)MP 110mdng2)mMc 1.00@0 Phy ™
Asian/PI 095 dyp v 1.08wmPnpl)ymed 1.09@mdnpad4)mMc 1.10 W dn d5)*md
AVAN 090 ®dc o W 094 Py T mMd 093 dPyo m O0.77@q dc 88)* ¢
Mixed/Other/ink 094 dTy v L1120 ®pOS)MP 1Ll4AmMPn@O)MmMd 1010 Phc ™
Age
18-29 years 096 dhn v 092 PphA4) NP 0850 Py B3)M < 0770 T BO) ™ ¢
30-49 years 096 dhn v 094 PPpO6)MN P 0900 Py )M c 0870 Py 89) ™ ¢
50+ years Referent Referent Referent Referent

T Ay1lF3S G2 Ol NBY X M
WwSGSydazy Ay OFNBY xH [/ 5nX GANIf  29VRalsBppdesSiGf/ R a s LIBANBAGE RHERT Khai
SDenominator is the total number of persons who were reported with a new HIV diagnosis in 2013 andiwgri@ ILAC as of 12/31/2013

(N=1,844). Data for 2013 are pisional due to reporting delayDenominator is the total number of persons diagnosed through 2012 and living in
LAC as of 12/31/2013 based on most recent residence. Excludes 4,511 persares lamger live in LAC and includes 5,677 persons who moved to
LAC after their initial HIV diagnosis, plus 14% who are unaware of their status. (N=53yR2I8l adjusted for age, race, gender, HIV transmission
category, county of birth, type of diagnostic facility (public, federal or private) and number of years living witividéié| adjusted for age, race,
gender, HIV transmission category, county ofthitype of diagnostic facility (public, federal or private), lifetime homelessness and number of years
living with HIV *p<0.05

Abbreviations: PR=Prevalence Ratio; Cl=Confidence Int&waice: DHSP, L&PH; eHARS data as of 12/31/2013

B. Receqit of Recommended Medical Care for HInfected Persons
Population prevalence estimates in LAC for receipt of recommended HIV clinical care are
presented in Table 7.3. Most patients received the recommended annual testing for CD4
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counts (%.7%), viral loads (71.4%), gonorrhea (65.9%), chlamydia (66.8%), syphilis (87.2%) and
influenza immunization (71.9%), PCP prophylactic therapy among persons with CD4 counts
<200 (73.5%) and ART prescription (91.5%). The majority of women received carvoes
screening (75.5%). However, only 35% of patients reported receiving HIV prevention
counseling from a medical care providemmpared to the recommendation of 100% of patients

Table 7.3 Estimate@®evalence ofReceipt ofRecommended HI\Clinical Carén the Past 12
Months for HI\lInfected Adultsin Care inLACMMP 20092011

Care Measure

Weighted % (95% CI)

CD4 and viral load screening
Viral load test every 6 months
1 or more CD4 tests

ST screening
Gonorrhea screening
Chlamydia screening
Syphilis screening

Cervical cancer screening (women)

Influenza immunization

PCP prophylactic theragy

ART prescription

HIV prevention counseling

TM®dn
hc &1

cpedp
c Py
y T ®H

(¢

To®p

hmdp

op®n

6ccdm
O n ®H

6yy ®p

OHGMQODH

TCO®
TTO®

GH P
thc @

yco

Gon d

nnao

1 Among those reporting sex in the last 12 month&mongpersons with CD4 counts <200 cetis/ Source: Medical Monitoring Project, 2009

2011(N=692) data as of May 31, 2012

WwSOSALII 2F NBO2YYSYRSR I L+ OFNB Ay [!/] &
/ 5n 0SadAy3a odcodmz AY [/ @dad dpdm dc Py
yy ot dH P AY O KvBre sodwhab ldwer int LAONSOrSpyréditah&tianal

SAGAYLFGSa F2NJ OANIE f2FR 0SadAy3a o1 mMom:

AONBSYAy3a O6T1Tpdpr AY [/ Qad 117Tdn TODPE: A
Ty®p ynorPo Iyt AKSLINBIKEE | OGAO GKSNILER or
| L+ LINB@SYyOuAz2y O2dzyaSt Ay3a o9 However, pescenfades for

STDscreening among sexually active patients were much higher in LAC comparedtahati
a ONB

SadAYl dSay 32y 2NNKSH
AONBSYAYy3 41 & ccdys AY
gad® ppdn py oM Ay (KS

Need, Utilization and Gaps iSupportive Services

[ 1)

Of o

SyAy3

v P WH

gl a

cCp oz
dad® HODPP OHDT:

The 10 most common services utilized by PLWH are presented in Table 7.4 (general population
of HIlinfected patients in care from MMP) and Table 7.5 ¢{ifected clients enrolled in the
RW Program). The most frequently utilized seasiamong the general population of HIV

infected patientswvere the AIDS Drug Assistance Program (ADAP), dental care, HIV case
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management, transportation assistance, and mental health services. Among PLWH in the RW
Program, outpatient medical care, medicalre coordination, oral health care, benefits
specialty and nutrition support were the most frequently utilized servic&s [2

Table7.4. Top 1(ervicesUtilized by HI\fInfected Patientsin Care inLAC MMP
HANdG HAMH

Servicé Weighted %495% CI)
Medicine through the AIDS Drug Assistance Program (ADAP) cn®dp oOpcdp
Dental care PT®T O pHODY
HIV case management services nMmdp béop PH
Transportation assistance ocdn oO0o0nPH
Mental health services ondc OHT OH
Public benefitgincluding Supplemental Security Income (SSI) or Soci Hy dc 6 HN DPH
Security Disability Insurance (SSDI))

Counseling about how to prevent the spread of HIV HT ®M OHM®n
Meal or food services HH®n oMy ®o
Adherence support services 1996 Mmp ®d®mM H MO
HIV peer group support My T o mMp dPc

Y SNPAOS NBOSAOGSR Ay GKS LI ad @SFENJFa 2F (GKS RFEGS20EAMWN=69KS LI GASydQa A
data as of May 31, 2012

Table7.5. Top 1@ervicesUtilized by HI\-Infected Patients Enrolled in the RW
Program in Los Angeles, FY 2013

Service %
Ambulatory outpatient medical 51.7
Medical care coordination (MCC) 40.8
Oral health care 28.2
Benefits specialty 16.4
Nutrition support 12.0
Mental healthpsychotherapy 7.8
Transitional case management 6.7
Non-medical case management 6.3
Mental health psychiatry 4.9
Substance abuse services 2.3

'Received at least one medical visit within the yé&lients screened for MCSource: Casewatclata, FY 2013(1/2013-
2/28/2014) (N=18,134)
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The most common unmet supportive service needs are presented in Table 7.6 (general
population of HIMnfected patients in care from MMP) and Table 7.7 (HPécted patients
receiving care through the RW Pragn). The greatest unmet needs for the general population
of HIlinfected patientswere: dental care, public benefits, shelter/housing, meal/food, and
HIV peer group support.

Among HIMnfected patients in the RW Program, the 10 most common unmepasrijye

service needsvere oral health care, rental assistance, medical nutrition therapgyt term
rent/mortgage/utility assistance, medical transport (bus passes), nutrition support/food bank,
pharmacy drug reimbursement, medical transport (taxi voushehousing case management,
and benefits specialty. Those Hhfected patients receiving RW Program assistamege in
general more socioeconomically disadvantaged than the overall population of PLWH in LAC
whichis reflected by the higher percentagesporting unmet need for a multitude of service
categories. Overall, a majority of the RW patients (81%) reported at least one unmet
supportive service need over the previous year. Not surprisingly, currently homeless individuals
were 3.7 times more likg to have an unmet need (OR=3.7, 95% C}12.4). The most
common type of barrier to obtaining needed services was at the indivigwal, e.g. lack of
awareness about service availability, location and how to access. Although it is important to
note that structural and organizational barriers also impact patient ability to receive needed
services, especially for oral health care7][2

TABLE 7.6. Top 1fhmet Qupportive ServiceNeedsamong HlVinfected Patients in
Care INLACMMPH nnd H N MH

Needed service but not receivéd

Service Weighted %495% CI)

Dental care 2166 MT ®d0o HcCc PN
Public benefits (e.g. SSI, SSDI) 876c ®H MMDMU
Shelter or housing services 6.060 dy y dmMU
HIV peer group support 576 0o dy T ®dcCc O
Meal or food services 576 0 dy T ®dcCc O
HIV case management services 556p0Pc T DNU
Transportation assistance 370 Mdy p>dTO
Mental health services 350 Mdp pPmO
Adherence support services 340 HO®M n dT O
Home health services 236 MdH o0 dPp U

Y SNAOS y20i NBOSAOGSR la 2F (GKS RIFIGS 2F GKS LI GASydiQa AYyOGSNBASsgo
Source: Medical Monitoring Project, 202011 (N=692) data as of May 31, 2012

Although the dataare from two different surveys, and therefore the service categories are not
identical (theRW program patients were part of the LACHB#Ee survey which focuses
specifically on assessing need and use of care and support services, whereas the general HIV
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infected patients were part of the MMP survey which has a broader focus), dental/oral health
remained a top unmet need among Hlivifected patients (22% among the general HIV patient
population and 36% among the RW patient population) (8ata Sourcefor more detailed
information on LACHNA and MMP).

Table 7.7. Top 10nmet Supportive ServiceNeeds andBarriers among HiMnfected
Patients ReceivingCare through the RW Program in Los Angeles, 2011

Types of Barriers
Unmet Need . —
Service Structuraf Organizationat IndividuaP
weighted % | weighted % weighted %  weighted% (95%
(95% ClI) (95% ClI) (95% ClI) Cl)
Oral Health Care 36 30 42) 26 (1636) 21 (1330) 47 (3#57)
Rental Assistance 28@3 oo| 16(1023) 31 (2141) 45 (3555)
Medical Nutrition Therapy 2005 Hp| 11(<221) 21 (834) 63 (4780)
Short Term Rent, Mortgage, Utility 20@5 Hp 15(4-27) 12 (320) 62 (4976)
Medical Transport Bus Passes 18@4 Hn 11 (220) 12 (2:23) 72 (5887)
Nutrition Support¢ Food Bank 18@3 HoO NR 22 (1332 72 (5985)
Pharmacy Drug Reimbursement 1611 H N 11 (320) 19 (433) 58 (4473)
MedicalTransport¢ Taxi Vouchers 16 (12 Hm| 12(123) 11 (2:20) 72 (5886)
Housing Case Management 1511 md| 19 (531) 9 (<:19) 59 (4176)
Benefits Specialty 1511 H n| 23(10637) 12 (124) 64 (4880)

*Proportion of patients who needed but did not receivpaaticular service

2May not add up to 100% due to small proportion of barriers that do not fit into categories or respondents identify typeesf ba

3Too much paperwork or red tape or too many rules and regulations

4Service provider insensitivity featient concerns; lengthy wait time for appointment or for receipt of service; organization provided wrong
referrals

5Unaware of service/treatment availability, location, or who to ask for help

NR=not reported (estimates may not be stable due to cektsk)

Source: LACHN®are, 2011 (N=400) data as of June 2011.

C. Strategies to Improve the HIV Care Continuum in LAC

LAC has implemented several npmagrams angrojects to address linkage and retention in
care for PLWHA newRyan Whitefundedserviceprogram (Medical Care Coordination)
demonstration projects (the Navigation Program and Project Ergagédevidencebased
intervention projects (LINK LA), are currently targeting populations in need of expanded
services to ensure they are receiving thdl fange of benefits they require (s&ata Sources
for more detailed information on these projects).
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Medical Care Coordination

The Medical Care Coordination (MCC) program was implemented in 2012 to improve the LAC

HIV care continuum anidcorporate principles of the patient centered medical home into HIV

OF N3 RSt AGSNEO® /' 5/ KFa NBO23ayAlT SR GKS a// LI
RSLINIOYSYy(daQ LINRPINBaa (EhekeNFemdntodf hSNEDCyragram! | {3
are: 1) to monitor the overall health status of all patients at the 35 HIV clinics; and 2) to identify
patients with poor health status so as to deliver integrated medical and support services to

them. MCC is based on an integrated service modaldtidisciplinary teams ctocated at the

|l L+ YSRAOFf K2YS o0O02yairaidAay3a 2F | ydz2NESTI &a2O0hA
medical and psychosocial needs, and deliver targeted brief interventions to improve

engagement in care and adherence to agtioviral therapy (ART), as well as reduce risk

behaviors. This program was implemented at 35 RW HIV clinics in LAC that serve

predominantly lowincome, minority patient populations, and effectively integrates medical

and nonmedical support services thaistorically have been offered by different providers

across different locations.

Among the 1,204 patients enrolled in MCC between January through December 2013, the
proportion of virally suppressed patients increased fraif at preenroliment to60% at12-
months postenrollment (p<0.01) and the proportion retained in care increased 5@ at
pre-enrollment to84% at 12months postenroliment (p<0.01).Patients receivedraaverageof
17.3hours of MCC servicesténdard deviation=17.9 houys

The® results from the first year of MCC suggest that through effective coordination of services
to address medical and psychosocial needs, this model has the potential to improve retention
in HIV care and viral suppression among PLWH in LAC. The-pattenéd, targeted

approach of the MCC model is feasible in clinical HIV settings. Further, this program meets the
NHAS goals of improving the lives of PLWH.

Demonstration Projects
For the purposes of the two demonstration projects (Navigation ProgranPaojgct Engage)
PLWH who met one of the following criteria were considered out of care (OOC) and eligible for
the projects:
1) had no HIV care visits iRl months andhadlast viral load test result greater than
200 copies/ml;
2) had no HIV careisits in more than 12 months;
3) were newlydiagnosed and had not yet received HIV care within 3 months; or
4) were recently released from jail/prison/other institution and had no regular HIV
medical provider.

Navigation Program

The Navigation PrografNAV) is a clinibased, demonstration project being conducted as part
oftheCHS® & ¢ SadAy3asx [AyYy 1l 3Ss |/ |-biSedintgrentionsdd link YSy G
and reengage out of care (OOC) PLWH into HIV care. Patients were recruited at selaw pub

funded HIV clinics in LAC. Trained navigators contacted the selected patients using clinic, LAC
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HIV/STD surveillance, Casewatch and pedéiptier locator information and offered them
enroliment in a modifiedARTAS intervention.

Among the 1,139atients identified as meeting the OOC definition, 36% were found to be in

care elsewhere, 29% could not be located, 8% returned to the clinic independently, 4% declined
enrollment and 7% (n=78) were located and enrolled. These participadtsignificahservice
needs: 57% had no health insurance, 25% had a history of injection drug use (IDU), 24% were
incarcerated in the past year, and 9% had a history of homelessness in the past 6 months. The
top unmet needs reported were: HIV medical care, dergalises, mental health services,
psychiatric services and social services. The main barriers to receiving HIV care were other life
priorities, including child care and work (32%), lack of money (11%), and lack of transportation
(6%).

Among those enrolled4%linked to HIV care (defined as attending two HIV medical visits or 1
clinic case management visit and 1 medical visit), and 82% of linked patients were retained in
care (defined as receiving two confirmed viral loatiteast 90 days apart in a 42onth period

after enrollment). On average, it took 23 days and 1.5 staff hours to link a participant to care.
Pretests indicated that 51% of patients were virally suppressed compared to 62% at retention
(chisquare=11.8; walue<0.01).

This model ofe-engagement was shown to be effective for this marginalized population, and
demonstrated the advantages of a public health departmieased program that facilitates
access to HIV care using locator information derived from confidential HIV/STD sureedlfehc
other public health databases. The use of a strengpsed intervention proved successful at
engaging this high need population.

Project Engage

Project Engage (PE) is another LAC TLC+ project. PE is a corbasedtintervention

designed to loate hardto-reach, OOC PLWH and link oiereggage them into HIV care. This
project investigates whether a social network recruitment method (snowball sampling) using
trained recruiters from local HIV clinics, or a direct recruitment approach using coitynun
outreach workers and flyers, is more effective for recruiting OOC PLWH into the program and
linking them back into care. Once identified, local HIV surveillance records were used to
confirm eligibility. Participants received assistance from outre@atkers to negotiate barriers

to care.

PE was successful in reaching a vulnerable population with high levels of need. Among the 98
OOC patrticipants, most were recently released from jail or prison with no HIV medical provider
(49%) and/or they had not received HIV medical care for more thasan(34%). Patients were
OOC an average of 15.5 months (standard deviation of 21.5) and had an average of 9 unmet
needs (standard deviation of 3.4). Additionally, 44% had no health insurance, 76% had a history
of homelessness in the past 6 months, 6@&6e recently incarcerated in the past 12 months,

and 47% had a history of IDU.
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The top 5 unmet needs in this OOC population were medical care, dental care, case

management, mental health counseling and social services. Barriers included: indexeual |
ORARY QU 1y26 6KSNBE (G2 3A2kegK2 G2 OFftT adwmadly
incarcerated; perceived lack of need), organizational (incomplete application/paperwork;

financial difficulties; language barriers; disrespect/mistreatment by staffjl structural

(system is confusing; long waittim@&s f  O1 2F | @I AflFoAfAGE 2F &SND
area, transportation problems, ineligibility/denial of service, immigration concerns).

A high proportion of participants (80%) indicdtthat they would not have been able to enter

care without assistance through this project. Recruitment was most effective kmaaincal

settings (communitypased organizations or public spaces, such as parks), and preliminary
results suggest a combinedcruitment strategy using direct recruitmeanda social network
strategy is most beneficial in enrolling OOC PLWH into medical care. Locating these vulnerable
OOC patients was a substantially resource intensive intervention, both in terms of staff and
hours: on average, it took 45.4 days and 8.3 staff hours to locate and link a patient into care.

A summary of the linkage to care, retention in care and viral suppression results for NAV, PE
and MCC are presented in Table 7.8. Results from these pinogects are promising and
indicate that support in accessing care and addressing unmet needs are key to improving
linkage to care, retention in care and viral suppression among PLWH inA_A&@intybased
Linkage and Retention Program (LRRj incorporatesboth NAV and PE elemertias been
developed and will be implemented at the end of 2015 or early 2016

Table 7.8.Linkage toCare, Retentionn Care andViral Load SuppressicamongHIV-
Infected Adults Participatingn Testing, Linkag, Care and Treatment (TLC+)
Programs, Los Angeles County, 262014

% Linked % Retained % Virally Suppressed

Project to Caré in Care Baseline Followp?®
Project Navigation (NAV) 94% 82% 52% 63%
Project Engage (PE) 72% 82% 27% 42%
Medical CareCoordination (MCC) 84% 31% 60%

INAV data was from April to November, 2014; PE data was from August 2012 to November 2014; MCC data was from January
to December 2013. Sdé®ata Sourcesection for more details on each respective project. Some NAWEnghrticipants may

also have been enrolled in MCC concurrently.

2Linked to care was not measured in MCC as participants were existing patients at the selected clinics who were not receiving
regular care

SFollowup in NAV and MCC was-titbnths postenrollment; follow-up in PE was-fonths postenroliment

Effectiveness of Peer Health Navigation to LinkP%itive Jail Inmates to HIV Care (LINK LA)

LINK LAvas a randomized control trial designed to test whether providing health navigation
servicestd L+b AYYIGS& NBfSFaSR FNRBY 2FAf AYLINROSa
communitybased HIV care. Specifically, LINK LA evalwettether a health navigation

intervention designed for HIV+ males and transgender females improves the following HIV

linkage and retention outcomes at #onths postrelease: 1) linkage to communibased HIV

care; 2) retention in communitbased HIV care; 3) setported HIV treatment medication
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adherence; and 4) HIV viral load suppression. Viral loads are collé¢diededine, 2 months and
12 months.

Upon release, participants in this programere given a cell phone to facilitate communication
and contact with the LINK LA program. If tkegre matched with a health navigator, the

health navigator wor&d closely wih them for 6 months to help link them to HIV care as well as
assist them with other needs including housing, transportation, substance abuse treatment,
mental health treatment, job placement, social support and general relief. The prognagts

to improve overall health outcomes with this population while also reducing recidivism. The
study began recruitment in December 2012 and data is being analyzed.
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APPENDIX A: Glossary of Terms

95% Confidence Limits/ A range of values for a variable that indicates the likely location of
95% Confidence Interval the true value of a measure.
(Ch)

Active Surveillance Health department staff regularly contact reporting facilities
(hospitals, clinics, physician officedydeatories) to identify
potential/suspected HIV cases (or to confirm non case). Health
department staff review medical records at provider sites to
receive information over the phone or US mail to establish an HIV
case and to elicit information for the Hb&se report form.

ADAP AIDS Drug Assistance Program.

AIDS Acquired Immunodeficiency Syndrome. Stage of HIV infection
that occurs when the immune system is badly damaged (CD4 cell
count <200cells/uL) and/or when the individual develops an
opportunistic infection.

Antiretroviral therapy Drugs used specifically for the treatment of HIV disease (see
HAART).

Any Mental lllness (AMI)  An individual having any mental, behavioral, or emotional
disorder in the past year that met DSM criteria (excluding
developmental and substance use disorders). Also see Severe
Mental lliness.

BASA Board Approved Statistical Areas

Black/AA Black/African American

/ 5n 0 a&KSft LIS NIypeobwhite ®lbod dethat oversees the action of the human
immune system and is the main target of HIV.

Case Occurrence of the disease or event of interest in a person.

CDC The National Centers for Disease Control and Prevention in
Atlanta, GA

Chlamydia Common sexuallyransmittedinfection caused by the bacteria
Chlamydia trachomatisCurable when treated with appropriate
antibiotics.
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COH Commission on HIV.fAderallymandated Ryan White Part A
planning council and Coungstablished community advisory
mechanism for the Board of Supervisors.

Confidence interval (Cl) Range of values for an estimate, such as a proportion or rate that
is believed to contain th&ue value within a specified level of
OSNIIAyliéed C2NpSEdAAESZTl & bipkl G réa$
confidence that the true rate lies between 2 and 5. Similar to
Confidence Limit.

Cumulative Pertaining to the total number; made up of accumulated parts.

Death rate The average annual number of deaths during a year per 1,000
population at midyear. Also known as the crude death rate.

Decennial census The census of population and housing, taken by the Census
Bureau in years ending in O (zero). Article thef Constitution
requires that a census be taken every ten years for the purpose of
reapportioning the U.S. House of Representatives. Title 13 of the
U. S. Code provides the authorization for conducting the census in
Puerto Rico and the Island Areas.

Denographic Pertaining to characteristics of a populatiosuch as age,
race/ethnicity and gender.

DHSP Division of HIV and STD Programs in the Los Angeles County
Department of Public Health.

eHARS EnhanceIV/AIDS Reporting System; surveillance database
containing HIV and AIDS reports.

Epidemiology Study of the distribution and determinants of disease in a
specified population in order to promote, protect and restore
health in that population.

Exposure Contact with a factor that is suspected to influeritie risk for a
person developing a particular disease.

FPL Federal Poverty Levdtqual to or below the Federal Poverty
Level. Based on household income.
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Gender Term or variable to classify persons as male or female; recent
gender categories may nowvclude both malego-female and
femaleto-male transgender.

Geographic coordinates A measurement of a location on the earth's surface expressed in
degrees of latitude and longitude.

GIS Acronym for geographic information system. An integrated
collectionof computer software and data used to view and
manage information about geographic places, analyze spatial
relationships, and model spatial processes. A GIS provides a
framework for gathering and organizing spatial data and related
information so that it en be displayed and analyzed.

Gonorrhea Common sexually transmittadfection caused by the organism
Neisseria gonoreaed 2 F4 Sy +F 00 NSBALF 4GSR aD/ €0
surrogate to identify persons at sexual risk for HIV transmission.
Curable when treated with appropriate antibiotics.

HAART Highly Active Antiretroviral Therapyhe combination of several
antiretroviral medicines used to slow the rate at whighv/
multiplies in the body.

HIV Human Immunodeficiencyirus. Infection with HIV is the ase
of AIDS (seAlDS.

HIV incidence HIV incidence igenerallyexpressed as the estimated number of
persons newly infected with HIV during a specified time period
(e.g., ayear), or as a rate calculated by dividing the estimated
number of persons newly infected with HIV during a specified
time period by the number gbersons at risk for HIV infection. It
is important to understand the difference between HIV incidence
and new diagnoses of HIV infection. HIV incidence refers to
persons newly infected with HIV, whereas individuals newly
diagnosed with HIV may have beerfeicted years before being
diagnosed. Incidence estimates are useful for planning and for
allocating of funds, as well as evaluating the impact of prevention
programs.

IDU Injection drug user. Person who injects illicit drugs into their body,
usuall to get high.
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Incidence Number or proportion of persons in a population who have
developed or acquired a particular disease or condition within a
specific period of time.

Incidence rate Rate at which new events, such as cases of a particular disease,
arise in a given populatianfor instance, the number of new
cases diagnosed in 1 year divided by the population at risk in that
same yeatr.

LAC Los Angeles County.

Linked/Linkage to care Persons are considered linked to care if they attended an HIV
medicalcare visit within 3 months of diagnosis.

Mean Equal to the average of the data. Add all data together and divide
by the number of observations.

Median That value which divides a set of measurable values into 2 equal
halves, such that half of all valsi@are above the median, and half
are below. For example, the median age of study participants was
35 years.

Mode of Exposure Refers to how HIV is transmitted (through sexual contact, injecting
drugs using an Higontaminated needle or syringe (IDU),
transmission from mother to child, or by receiving HIV
contaminated blood or blood products).

MSM Men who have sex with men, noatter how they identify
themselves; by definition, includes MSM/W, unless MSM/W are
counted separately. (Sdgehavior Risk Groups

MSM/IDU Men who have sex with men and who also inject drugs into their
body.
NHAS National HIV/AIDS Strategy. &aded in 201@nd updated in

201 AG o6t a GKS ylriaAazyQa GKS FTANARGDG
and local policymakers to coordinate efforts in response to the
HIV epidemic

Odds Ratio A measure of association that quantifies the relationship between

an eyposure and health outcome from a comparative study. Also
known as the crosproduct ratio.

114



Opportunistic Infection

PCP

PLWH

Populationestimates

P-value

Prevalence

Prevalence ratio

Projected coordinates

Proportion

Rate
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Diseases caused by organisms commonly present in our bodies or
SYGANRYYSYyU odzi 2yft e
system becoras damaged, as in AIDS.

Pneumocystis carinii pneumonia. PCP prophylactic therapy is
recommended for among persons with CD4 counts <200.

Persons living with HIV, including those who are undiagnosed or
unaware of their status.

The calculated number of people living in an area as of a specified
point in time, usually July 1st. The estimated population is
calculated using a component of change model that incorporates
information on natural increase (births, deaths) aret migration

(net domestic migration, net international migration) that has
occurred in an area since the latest decennial census.

Measure of statistical significance (usually set at a level of <0.05).

Number or proportion of persanin a population who are living
with acquired a particular disease or condition within a specific
period of time.

Measure of comparison of the prevalence of a particular disease
or condition in one group of persons relative to anotigeoup of
persons.

A measurement of locations on the earth's surface expressed in a
two-dimensional system that locates features based on their
distance from an origin (0,0) along two axes, a horizontalis
representing eagjwest and a vertical yaxis representing north
south. Projected coordinates are transformed from latitude and
longitude to x,y coordinates using a map projection.

An amount that is part of a whole. For example, the percentage
of individuals in LACatjnosed with HIV out of the total
population in LAC.

Measure of the frequency of a disease in a specified population
during a specified period of time; used to compare the impact of a
disease on one subpopulation compared with others; also to
monitor the impact on groups across time. (Seeidence rate

Ol dzaS AffySa



Report delay

Retained in care

Period between the date a reportable disease is diagnosed by a
physician and the date that the diagnosis is reported to public
health officials; reason reliable and accurate data onfyilable
after a period of months to years after diagnosis.

Persons are considered retained in care if they attend two or
more HIV medical care visits at least 90 days apart in a calendar
year.

Service Planning Area (SPA&ne of eight gographic subdivisions of Los Angeles County

established to decentralize public health service administration
into regional areas more responsive to local needs.

Severe Mental lllness (SMIAn adult having any mental, behavioral, or emotional disorder

Sexual risk

Sexually exposed

Shapefile

SIP

Standard Deviation

Statistical power

Statistically significant
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that substantially interfered with or limited one or more major life
activities. Also see Any Mental lliness.

Person is said to be at sexual risk for HIV when engaging in sexual
intercoursa penile-vaginal, penileanal, or penileoralt with a

partner who is either HINhfected or at high risk for being HIV
infected, and without the use of a protective barrier, such as a
condom.

Exposure to an infectious agent as a result of sexual intercourse
with an infected partner.

A vector data storage format for storing the location, shape, and
attributes of geographic features. A shapefile is stored in a set of
related files and contains one feature class.

Persons who share injection paraphernalia.

A statistical summary of how dispersed the values of a variable
are around its mean. The average of all distances of each data
point from the mean.

Relative frequency with which a true difference of specified size
between populations woulthe detected by the proposed
experiment or test.

The finding of an observed difference between two or more
samples is described as statistically significant when it can be
demonstrated that the probability of obtaining such a difference
by chance alone, is low. It is customary to describe one's finding



as statistically significant, when the observed result would occur
by chance no more than 5 times out of 100.

SD Sexually transmittedisease Diseases that spread from
individual to another as a result of sexual activity.

Surveillance Systematic andngoing collection and analysis of information
about a disease within a population, followed by the timely
distribution of that information to those who need to know so
that actioncan be taken.

Syphilis Sexually transmitted infectigrcaused by the baetial organism
Treponema pallidunthat is spread either sexually or from an
infected mother to her newborn. Curable when treated with
appropriate antibiotics.

Transgender person Someone who has a different sex, gender identity, and/or gender
expressiorthan the one assigned to them at birth, regardless of
their sexual orientation (Cabral, 2007; Sausa, Keatley, & Operario,
2007).

Viral load Amount of HIV virus particles in a milliliter of blood (usually
measured in copies/mL). High viral loads areedated with
poorer immune response and higher risk of transmitting the virus.

Viral suppression/ +ANIf f2FR 2F XuHnn O2LIASAKY[ |
Virally suppressed Health and Human Services Panel on Antiretroviral Guidelines for
Adultsand Adolescents.

X,y coordinates A pair of values that represents the distance from an origin (0,0)
along two axes, a horizontal axis (x), and a vertical axis (y). On a
map, X,y coordinates are used to represent features at the
location they are founan the earth's spherical surface.
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APPENDIX B: Technical Notes

SECTION I
Ten leading causes of death categorization

Cause of death categories for Los Angeles County differ from those used for California and the
United States and are therefore nalways comparable. Please see the tables below forli@D

codes used
Leading causes of death categories for LAC 2011
Coronary heart Diseast
Alzheimer's disease
Cerebrovascular diseases/Strok
Lung Cancel
Chronic Obstructive Pulmonary Disease (CO|
Diabetes mellitus
Colorectal Cance
Chronic liver disease and cirrhos
Influenza and pneumonig
Breast Cancel
Essential Hypertension antlypertensive renal diseast

ICD10 Codes
120-125

G30

160-169

C34

J46J44
E10E14
C18C21, C26.0
K70, K7K74
J09J18

C50

110, 112, 115

Sourcelos Angeles County Department of Public Health, Mortality in Los Angeles County 2012, Leading Causes of Death and
Premature Death with Trends for 20@B12, http://publichealth.lacounty.gov/dca/data/docunmes/mortalityrpt12.pdf

Leading causes of death categories for CA 2011 and US .
Accidents (unintentional injuries’

Alzheimer's disease

Cerebrovascular diseases/Strok

Chronic liver disease and cirrhos

Chronic lower respiratory disease

Diabetes mellitus

Diseases of hear

Essential hypertension and hypertensive renal dise:
Influenza and pneumonie

Intentional selfharm (suicide)

Malignant neoplasms

Nephritis, nephrotic syndrome and nephros

ICD10 Codes
V01-X59,Y85Y86
G30

160169

K70,K7¥ K74

J406J47

E10E14
100-109,111,113,12051
110,112,115

J09J18
*U03,X60X84,Y87.0
C006C97
NOO-NO7,N17N19,N25N27

*Beginning with data for 2001, NCHS introduced categdtilx-*UQ03 for classifying and coding deaths due to acts of
terrorism. The asterisks before the category codes indicate that they are not part of the International Classificatieasg#is

Tenth Revision (IGID).
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Explanation of Race and Ethnicity categories

'yt Saa 20KSNBAASI RaLWPROGBI 0B SRf 2y 8¢ T2NJ G4KS

Black/African American (Black/AA), Asian (A), Native Hawaiian and other Pacific Islander (PI),

two or more races (Other)wht S ¢S 4HzZA GRJI ¥ DY NI OS +f2yS 2N Ay

American Indian/Alaska Native (Al/AN) categories.

SECTION Il

a2RS 2F 9ELRA&AdNNB yR (GKS NBRA&AUGNAROGdzIAZY 2F
Exposure categories are assigned in a medmaal fashion, so that cases for which more than

one exposure category have been identified are assigned to the category listed highest in the
hierarchy. For example, a man who reports having sexual contact with another man and also
NB LJ2 NI & K2 3y & 6K SO ByNjdsitveé wodman tivéuld beycladsitiedl as
"male-male sexual contact”, because that is the highest risk exposure category. The only
exposure category that includes two risk exposures is the N3Mcategory that is, men who
report both sexual contact with another man (MSM) as well as engaging in injeshti@mnuse

(IDU). The "Undetermined" exposure category includes persons with no history of exposure to
HIV through one of the defined exposure categories. If subsequent case intiestigantifies

a mode of exposure, the case is reclassified into the corresponding exposure category. For
analysis, the number of cases with no identified risk (NIR) is distributed into one of the defined
exposure categories proportionately, based upoe ffast pattern of reclassification of
undetermined exposure cases.

HIV Incidence Estimates

Estimates of HIV incidenegere calculated using the Stratified Extrapolation Approach (SEA)
developed by the CDC. SEA combines results from the Serologic Régtinthm for Recent

HIV SeroconversiolsTARHS) with demographic characteristics, risk factors, diagnosis dates,
HIV testing history and exposure to antiretroviral medications. Missing data (for HIV testing
history, STARHS results, and risk factorspvwmputed using the Multiple Imputation

procedure in SAS v9.23vailableSTARHE&sults and testing historglatais used to impute
missing informatiorfirst for newly diagnosed individuals (tester§he complete imputed data
from the testers is extrapolated to the entire population including testers andtesters to
calculate a population level incidence estimate. Limitations of HIS include the assumption that
testers and nortesters have equivatd HIV risk and the limited access to and availability of
remnant sera for STARHS testing.

HIV Staging

To remain consistent with the new staging of HiWrefers to diagnosis of HIV infection
regardless of the stage of disease (acute, 1, 2, 3, or umkhand refers to all persons with a
diagnosis of HIV infection. Discussiostaige 3 (AIDSgfers specifically to persons with
diagnosed HIV whose infection was classified as stage 3 (AIDr®) agiven year (for
diagnoses) or whose infection haseeween classified as stage 3 (AIDS) (for peena and
deaths).
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SECTION IV

Population estimatesPopulation estimates for 2012 and 2014 were prepared by Henderson
Demographic Services for LA County. Population estimates below 25,000 aramstaiele

and should be used with caution.

SPA maps

¢CKS /AGe 2F [2& !'y3aStSa Aa RAGARSR Ayd2 a02YyY
Planning Area (SPA) maps, each SPA was divided by city, unincorporated area and community
boundaries using the Ap 2015 version of the LA County Board Approved Statistical Areas
(BASA) boundary shapefile, which represents board approved geographies comprised of
Censudesignated block groups. Therefore, the boundaries illustrated on the SPA maps do not
reflect community or jurisdictional boundaries perfectly. For PLWH at-geal 2014 the
city/community was assigned based on projected-geordinates (X, Y) of the most current
residential information, and when a detailed street address was not available, ther Gty

Code of the most current residence was used to approximate the city/community location.
Within each city/community of the SPA, the number of PLWH at-gedr2014 were

calculated. Rates per 100,000 population of PLWH were calculated by dividingrttber of

PLWH within each BASA by the 2014 population estimate within each BASA, multiplied by
100,000. Each city/community within each SPA was color shaded according to the rates of
PLWH. Cities/communities with the darkest shade of color correspmtite highest rates of

PLWH. Cities and communities with fewer than 12 PLWH or a population of less than 5,000
were excluded from rate calculation for PLWH and shaded in grey.

Population denominator for rates of persons diagnosed with HIV and PLWH

Population estimates for 2012 and 2014, prepared by Hedderson Demographic Services, are
only available at the Census Tract level and do not align with BASA boundaries perfectly.
Therefore the weighted centroid method, using the LAC modified Census Blockskapefile
merged with the U.S. Census 2010 population by Census Block, was used to approximate the
distribution of the 2012 and 2014 estimated population by Census Tract within each BASA.

SECTION V

Not in Gareis defined as all diagnosed and reporte/ldhses minus those engaged in care. The
HIV Continuum of Caitiacludes arestimate of engagement in ca(61%) and is defined a4
CD4/VLIgenotype tests in 2018eeSection Vifor more information on the HIV Continuum of
Care.
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APPENDIX (Data Sources

Los Angeles Coordinated Needs Assessmeate (LACHNEZare)

Los Angeles Coordinated HIV Needs AssessbaafLACHNACare), conducted by the LAC
Commission on HIV (Commission) and LAC DHSP, is a needs assessment of PWLH in LAC who
receive services funded by RW. The survey utilized a-sext®nal study design with a two

stage proportionato-size sampling dégn to obtain a statistically representative sample of

ISy OASa IyR Of ASyida Ayl Eligileparticipahts weRRIA OS RSt A
positive LAC residents age 18 years or older who receivetfuRiéd services from one of the
sampled agencebetween January to June 2011. Participants (N=450) were recruited using
reaktime sampling at the agencies, and data was collected via audio comassested self

interview (ACASI). Individdiglvel analysis weights were generated based on known sagpl
probabilities at both the facility and patient stages.

This is the fifth quantitative needs assessment conducted by the Commission since 2002. This
current needs assessment focuses on care and support services needed and utilized by PLWH,
highlightsservice gaps and barriers to needed services, and assesses patient satisfaction with
services received.

Medical Care Coordination (MCC) Program

TheMedical Care CoordinatigiMCC) program was implemented in 2012 to improve the LAC

HIV care continuum andcorporate principles of the patient centered medical home into HIV

OF N3 RSt AGSNEO® LY wnmpX /5/ NBO23IyAT SR (KS a
KSIfGK RSLI NIGYSyYyGaQ LINE 3 RSAadditiore thd LNRQuURIIQ Kk S A y 3
t NERAzZOGAGAGE [/ 2YYAGGHISS NBO23yAl SR GKS a// LINEP
on service effectiveness and efficiency.

MCC is based on an integrated service model: multidisciplinary teathosated at the HIV
medical home (consistingofaNB S~ &a2O0AFf ¢2NJ SN FyR OFasS 42N]
and nonmedical support needs, and deliver targeted brief interventions to improve
engagement in care and adherence to antiretroviral therapy (ART), as well as reduce risk
behaviors. DHSP contta with 20 agencies representing 35 RW HIV clinics in LAC that serve
predominantly lowincome, minority patient populations to provide MCC services. Participating
clinics are required to: 1) screen their patient population every 6 months to identi§ethb

risk for poor health outcomes; 2) enroll identified patients in the MCC program; 3) assess
medical and psychosocial needsc{udinghealth status, social support, mental health,
substance use, adherence to ART, access to housing, transportatioicaiete, and financial
support)and determine patient acuity; 4) develop and implement a care plan; 5) deliver
targeted interventions and counseling based on identified need; -@seess and deliver

services until patient can manage own care. This rhetfectively integrates a variety of HIV
related services that historically have been offered by different providers.
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Baseline assessment, laboratory and MCC service data on participating patients are obtained
through routine data reporting by agencies DPHSP. A prospective longitudinal design is used

to evaluate differences in main outcomes 12 months before and after enrollment in MCC: viral
AdzLILINB aaAz2zy ox[fHnn O2LIASAKY[ UV YR NBOGSYy(GAZY
12m). Data preseted in this report is from the first year of the program and includes 1,204

patients enrolled from January through December 2013

Medical Monitoring Project (MMP)

TheMedical Monitoring ProjedtMMP) is a CDinded HIV surveillance system dgsed to

produce nationally and locally representative estimates of behavioral and clinical characteristics
of HIlinfected adults receiving medical care in the WS, MMP employs a crossectional

design that samples: 1) U.S. states and territories; 2) HIV medical care facilities; and 3) HIV
infected adults aged 18 years or older who had at least one medical visit at a participating
facility between January and Apoil each year. Data used in this report were collected in LAC
viafaceto-¥F I OS AYGSNIBASEEA YR YSRAOIFIE NBO2NR Fo6aiN
care between June 2009 to May 2012 (N=692). Data were weighted based on known
probabilities ofselection at state or territory, facility, and patient levels. Additionally, data

were weighted to adjust for nonesponse using predictors of patielgvel response (facility

size, race/ethnicity, time since HIV diagnosis, and age). Finally, weigletpoststratified to

the HI\(diagnosed population in LAC by race/ethnicity, age and sex.

The objectives of MMP are to collect information from Hi¥cted persons in care on
healthcare utilization, disease outcomes, and risk behaviors; monitor andat#cates of
opportunistic infections among Hifected persons; determine the prevalence of adverse
events to medical therapy; determine the prevalence of resistant strains of HIV; assess the
impact of behavioral determinants in access to care andlireeence to medical regimens for
HI\tpositive persons; improve prevention programs to prevent further HIV transmission; and
improve services for those already infected.

Navigation Program (NAV)

TheNavigation ProgranfNAV) is a clinibased, demonstratin project being conducted by LAC

51 {t & LINIG 2F (GKS 5A0AaA2yQa ¢Saddsgtlazs [ Ay}
interventions to link and reengage out of care (OOC) PLWH into HIV care. NAV utilizes best
practices from HIV/STD disease invesiimn service practices, locator techniques for hawe

NBI OK LJR2LJzZ FGA2yas IYyR I Y2RATASR OSNBAZ2Y 27
(ARTAS) linkage to care interventibio re-engage OOC HIV patients at seven pubfiahgled

HIV clinics inAC. OOC patients (N=388) were identified using clinic databases and include

those who: 1) had no HIV care visits #ilmonths and last viral load test result greater than

200 copies/ml; 2) had no HIV care visits in more than 12 months; 3) were-deglhysed but

have not yet received HIV care within 3 months; or 4) were recently released from

jail/prison/other institution and no regular HIV medical provider. Trained navigators contacted

the selected patients using clinic, LAC HIV/STD surveilldi€asewatch, and peopknder

locator information and offered them enrollment in the intervention. The intervention

consisted of an average of 4.5 meetirgtween the patient and the Navigatand an average
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of 11.6 hours per patient. NAV uses a longitadlimbservational design; interview data is
collected at baseline,-fonths and 12nmonths. Data used in this report was collected between
April 2014 thoughNovember 2014 (N=42).

Project Engage (PE)

Project Engagét 90 A & Iy 2 ( KS NJ &tk thdt atttmps to {ota@ hartts-[ / b LINR
reach OOC PLWH and link oreregage them into HIV care. This commuised,
RSY2YaGNIGA2Yy LINR2SO0 aSt SOGa hhéilancddatdbasg N2 Y |
(eHARS) wha) have had no HIV came more han 12 months2) have had no HIV care iAl2

months with a most recent viral loadsegreater than 200 copies/mB) were recently

diagnosed and have not been linked to caréwm 3 months of diagnosis; o4) were recently

released from jail with nadientified primary HIV care provider. The goal of PE is to test

whether a chairreferral method (snowball sampling) using trained recruiters from local HIV

clinics, or a direct recruitment approach using community outreach workers and flyers, is more
effedive for recruiting OOC PLWH. A qge@gerimental design is used to determine the

LINE ANJ YQ&a Aevidalie@dnt raieladuSetiicingNdsal load) and cost effectiveness using
HI\tsurveillance data to construct a comparison group. Participants @mplbaseline survey

and receive assistance from outreach workers to link to care and negotiate barriers to care.
Outcome variables (viral loads and medical appointment visise collected from eHARS at
GKNBS GAYS LRAYGA& 0 lcdl appoktSent pridddd antdimedt, ytd Qa € I a i
enrollment (reengagement) and at-honths postre-engagement. Additionally, participants

complete a survey to assess acceptability and satisfaction with the project. Data used in this

report was collected betweeAugust 2012 through November 2014 (N=132).

Ryan White HIV/AIDS Program (Casewatch)

TheRyan White HIV/AIDS ProgrdRW) is the largest funding source for HIV/AIDS care and
GNBIFGYSyd aSNBAOSa Ay GKS | yAGSR {-iddoieSa | yR A
PLWH and their familiednformation about the utilization of medical, nutritional, mental

health,houd y 3 | YR adzmadlyOS dzaS &ASNWAOSa HWwe w2 Of A
CaseWatch & & a dliéhdte¥el data collection system used by DHSP andiR\ded

agencies in LAC to manage eligibility, demographic and service utilization data, medical and

support service outcomes, and to track linkages and referrals to other service providers or

systems of care for persons with HI€aseWatclilata presented in this report covers the

timeframe of 20092013.
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