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Chapter One: Introduction

HIV Prevention Successes and Current Challenges

June 2006 marked the 25™ anniversary of the first cases of what would become known as AIDS.
In 2006, more than 1 million persons are estimated to be living with HIV/AIDS in the United
States (CDC, 2006a). With the advent of highly active antiretroviral therapy (HAART) in the
mid-1990s, the overall progression of HIV infection to AIDS and from AIDS to death slowed for
those in treatment. Persons with HIV infection can potentially live longer, healthier lives with
the therapies that are currently available. This underscores the importance of early diagnosis and
entry into care, as well as the need for prevention services for the growing population of persons
living with HIV.

The development of alternatives to serologic testing for HIV (oral fluid, urine, finger-prick and
rapid tests) has facilitated HIV testing in a wide range of clinical and community settings thus
making HIV testing more accessible. Widespread availability and use of HIV testing has
resulted in approximately 50% of persons aged 15-44 years in the U.S. reporting that they have
had an HIV test. Yet despite the uptake in HIV testing, the Centers for Disease Control and
Prevention (CDC) estimates that as many as a quarter of a million persons in the U.S. currently
have HIV but are unaware of their infection. Persons with HIV who are unaware of their
infection may transmit the virus unknowingly to others and are at considerable risk for
developing AIDS. The challenge remains not only to increase the accessibility of testing, but to
promote testing for persons who may have been exposed to HIV but who do not perceive their
risk, and persons aware of their risk who defer testing for other reasons.

The number of new HIV infections in the U.S. is estimated to have remained stable at 40,000 per
year since the early 1990s, compared to the more than 150,000 cases per year occurring in the
mid-1980s. Nationally, perinatal transmission of HIV has been greatly reduced though routine
HIV screening of pregnant women during prenatal care and antiretroviral therapy for HIV
infected pregnant women and newborns. With interventions to reduce injection drug use and
prevent sharing of syringes, there has been a substantial decrease in HIV transmission associated
with injection drug use. These successes argue for the continuation of these strategies to prevent
perinatal and IDU-related transmission of HIV.

The demographics of the epidemic have shifted over the past 25 years. The majority of
HIV/AIDS cases continue to occur among males. This is particularly true for men who have sex
with men who account for approximately 45% of all newly reported HIVV/AIDS diagnoses in the
U.S. As the number and proportion of cases in males have declined, the proportion of cases in
females has increased. Women now make up approximately one quarter of all new HIV/AIDS
diagnoses. Racial/ethnic minorities are disproportionately affected by HIVV/AIDS and disparities
have widened over time. In 2004, estimated U.S. HIV/AIDS case rates for Blacks and Hispanics
were 8.5 and 3.3 times higher, respectively, than rates for Whites. Among females, U.S. case
rates among Black females were 21 times higher than rates for White females (CDC, 2006b).
These shifts in the distribution of HIVV/AIDS cases present new and ongoing challenges: how to
effectively reach women and heterosexuals at increased risk and how to mobilize racial/ethnic
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minority communities to engage with HIV prevention efforts, while continuing to provide
effective approaches to risk reduction among men who have sex with men.

Alaska is fortunate in having a relatively low prevalence of HIV/AIDS. Through December
2005, a total of 1,048 cases of HIV or AIDS were reported in the state. This includes persons
who were first diagnosed in Alaska and persons who moved to Alaska with an earlier diagnosis
of HIV or AIDS. The number of newly diagnosed cases averaged 40 (ranging from 36 to 58) per
year over the five year period of 2001 through 2005. Cases of perinatal transmission and
pediatric cases (<13 years of age) have been rare in Alaska. Voluntary HIV testing during
prenatal care appears to be widely accepted and routinely offered. Alaskans are being tested for
HIV at levels comparable to the nation. In 2004, 51% of Alaskans reported ever being tested for
HIV aside from testing for blood donation. Of these, 34% report being tested within the previous
12 months. In 2005, 47% of Alaskans reported ever being tested for HIV (State of Alaska,
2006).

The majority of HIV/AIDS cases reported in Alaska continue to occur among males, but the
proportion of male cases has decreased over time. Between 1991 and 1995 there was an average
of 48 newly diagnosed cases per year in males. Between 2001 and 2005 there was an average of
29 newly diagnosed cases in males each year and males made up 73% of the newly diagnosed
cases reported in that time period. HIV cases associated with men who have sex with men
(including men with dual risks of sex with men and injection drug use) continue to constitute the
majority (56%) of recent cases among men. As is the case nationally, as the number of cases in
men has declined over time, the proportion of cases in women has increased. Women made up
17% of newly diagnosed cases in Alaska between 1991 and 1995. In the five year period of
2001 through 2005 women made up 27% of newly diagnosed cases. In the five year period of
1991 to 1995 there was an average of 10 cases in women newly diagnosed per year; in 2001 to
2005 there was an average of 11 cases per year. Heterosexual transmission accounts for 54% of
the cases among women in Alaska diagnosed with HIV only (not AIDS) in the period of 2001 to
2005. In Alaska as in the nation, racial/ethnic minority populations are disproportionately
affected by HIV/AIDS. Unlike in the Lower 48, Alaska Natives/American Indians have the
greatest disparity in HIV cases. This disparity has widened over the last five years, especially for
Alaska Native women who make up 28% of the 39 cases of HIV-only diagnosed in women in
the five year period of 2001-2005.

While Alaska has been successful in reducing the average number of newly diagnosed HIV cases
over the past 15 years, the ultimate goal is to prevent new HIV infections. Alaska faces many of
the same challenges to HIV prevention that confront the U.S. as a whole: engaging persons
living with HIV in prevention services over the long run; recruiting high risk persons with low
perception of risk to testing and prevention counseling; and finding fresh approaches to
prevention for behavioral risk populations that may be experiencing HIV prevention fatigue or
complacency. With geographic separation from the epicenters of the HIV epidemic, low HIV
prevalence, and a widely dispersed and diverse population, Alaska faces ongoing challenges in
keeping HIV appropriately in the forefront of health concerns for those at risk and in extending
prevention to match the reach of the virus. The 2007-2009 Alaska HIV Prevention Plan sets out
strategies to address these challenges over the three year period of the Plan.
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The 2007-2009 Alaska HIV Prevention Plan

The 2007-2009 Alaska HIV Prevention Plan is the sixth comprehensive plan produced by the
Alaska HIV Prevention Planning Group (HPPG) and the State of Alaska HIVV/STD Program.
This Plan describes the epidemiology of HIV/AIDS in Alaska and related risk factors, the
populations at greatest need for HIV prevention interventions, and recommendations for
interventions that are most appropriate to meet these needs.

The Plan is designed to provide guidance for HIV prevention activities in all sectors and areas of
Alaska for the next three years. It is intended to guide specific interventions for those at greatest
risk of HIV infection; to generate community discussion and input; to encourage collaboration
among individuals, organizations, and community groups providing HIV prevention and care;
and to encourage integration of HIV prevention interventions into other services for people likely
to engage in risk behaviors — all with the goal of preventing HIV and AIDS in Alaska.

This Plan considers epidemiologic data, HIV prevention needs, resources and service gaps for
the most affected populations, and the published research on, and program experience with, HIV
prevention interventions. The resulting recommendations in the Plan are based on scientific
evidence, local experience, and community values. The Plan guides the health department’s
annual application to Centers for Disease Control and Prevention (CDC) for federal HIV
prevention funds. With these and other funds, the State HIVV/STD Program and its grantees and
contractors carry out the nine essential components of the HIV prevention program for Alaska.

Comprehensive HIV Prevention Program Components

The State of Alaska HIV/STD Program receives funding for HIV Prevention activities from the
CDC. CDC defines a comprehensive HIV prevention program as including the following nine
essential components:

1. HIV prevention community planning;
2. HIV prevention activities;
a. HIV counseling, testing and referral services (CTR);
b. Partner counseling and referral services (PCRS) with strong linkages to
prevention and care services;
c. Prevention for HIV-infected persons;
d. Health education and risk reduction (HE/RR) activities;
e. Public information programs (if addressed in the jurisdiction’s Prevention Plan);
f. Perinatal transmission prevention (for jurisdictions with = 150 perinatal HIV
cases);
3. Quality assurance;
4. Evaluation of major program activities, interventions, and services, as well as
collection of data on interventions and clients served,
5. Capacity-building activities;
6. Sexually transmitted disease prevention activities;
7. Collaboration and coordination with other related programs;
8. Laboratory support; and
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9. HIV/AIDS epidemiologic and behavioral surveillance.

The 2007-2009 Alaska HIV Prevention Plan is the culmination of the HIV prevention
community planning work of the Alaska HPPG in 2005 and 2006 (component #1). The
recommendations in the Plan guide the health department’s implementation of the HIV
prevention activities in Alaska (components #2a through e; f does not apply to Alaska). The
HIV/STD Program and collaborating divisions of the Alaska Department of Health and Social
Services carry out or facilitate the remaining required components of the state’s comprehensive
HIV prevention program.

Advancing HIV Prevention Initiative

In 2003, the Centers for Disease Control and Prevention launched the Advancing HIV Prevention
Initiative (CDC, 2003) with the goal of reducing the number of new infections in the U.S. by
increasing the number of persons who know their HIV status and connecting persons with HIV
to care and prevention services. The initiative proposed four strategies:

» Making HIV screening a routine part of medical care;

» Implementing new models for diagnosing HIV infection, including the use of rapid testing;

 Improving and expanding prevention services for people living with HIVV/AIDS; and

« Further decreasing perinatal HIV transmission through routine, voluntary HIV testing
during prenatal care.

The 2007-2009 Alaska HIV Prevention Plan incorporates AHP strategies that are applicable to a
state with low HIV prevalence. In addition, the Plan proposes strategies to raise community
awareness of risk and acceptance of risk reduction, and to reduce risk behaviors in HIV-negative
individuals at high risk of HIV infection.

Organization of the 2007-2009 Alaska HIV Prevention Plan

The 2007-2009 Alaska HIV Prevention Plan includes priority populations and a set of
recommended interventions for each population. Populations are selected and prevention
interventions are chosen so as to maximize the public health impact of the available prevention
resources in order to prevent as many new infections as possible. Key information that was used
to develop the comprehensive HIV prevention plan is found in the epidemiolgic profile (Chapter
2) and the community services assessment (Chapter 3). The Plan is organized to incorporate the
key products of a comprehensive plan as outlined in CDC’s 2003-2008 HIV Prevention
Community Planning Guidance.

Chapter One offers an Introduction to HIV prevention successes and current challenges,

components of an HIV prevention program, the national Advancing HIV Prevention Initiative,
and an overview of the 2007-2009 Alaska HIV Prevention Plan.
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Chapter Two contains the Epidemiologic Profile, which describes the impact of the HIV
epidemic in Alaska and other surrogate markers for HIV risk behaviors (e.g., sexually
transmitted disease, teen pregnancy rates, information on drug use, and results of behavioral risk
factors surveys in Alaska).

Chapter Three describes the Community Services Assessment, which provides information on
the prevention needs of populations at risk for HIV infection, the prevention
activities/interventions implemented to address these needs, and service gaps.

Chapter Four encapsulates the rationale for selecting the Priority Populations for 2007-2009.
This chapter focuses on a set of populations identified for prevention efforts due to the impact of
HIV infection in these populations and the prevalence of other risk factors.

Chapter Five focuses on Interventions that have undergone scientific evaluation and have
demonstrated effectiveness in helping people make behavior changes to reduce their risk of HIV
infection. The Alaska HIV Prevention Planning Group (HPPG) and the State of Alaska
HIV/STD Program drew upon local experience, and knowledge of cultural/ethnic
appropriateness, to select from among these interventions those likely to best meet the HIV
prevention needs of each of the priority populations.

Chapter Six presents the Recommendations of the Alaska HIV Prevention Planning Group
(HPPG) for prevention activities statewide and for interventions specific to each priority
population. This chapter also describes activities to be carried out by the health department in
the areas of quality assurance, evaluation, capacity building, and other elements of a
comprehensive HIV prevention program.

Chapter Seven is an Overview of the Community Planning Process. This chapter discusses the

Alaska HPPG and their major goals and guidelines set by the CDC, as well as community input
processes.
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Chapter Two: Epidemiologic Profile Summary

This chapter presents a brief summary of the Epidemiologic Profile on HIV/AIDS in Alaska

included in Appendix A.

The first case of AIDS was reported in Alaska in 1982, before the human immunodeficiency
virus had been recognized as the cause of AIDS and before a laboratory test to detect antibodies
to HIV had been developed. By December 31, 2005, a total of 1,048 cases of HIV, with and
without AIDS, had been reported in Alaska. Data presenting characteristics of these cases
follow, and should be interpreted in the context of cumulative scientific knowledge about

HIV/AIDS.

Table 1. Cumulative HIV and AIDS Cases Reported to the Alaska Division of Public

Health through December 31, 2005 N=1,048

Total HIV & HIV & AIDS Cases | HIV & AIDS
AIDS Cases
Not Known to Have | Cases Known to
Reported . 3
Died Have Died
In Alaska
HIV Cases with AIDS 730 411 319
HIV Cases without AIDS 318 293 25
Total Reported HIV/AIDS 1,048 204 344
Cases

The cumulative total of HIV cases (with and without AIDS) and known deaths due to any cause
are shown in Figure 1. In this graph, a death in a person with HIV is shown in the year the case
was first diagnosed (rather than the year in which the death actually occurred) to better illustrate

case mortality.
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Figure 1. Cumulative HIV Cases and Known Deaths by Year of First Known HIV
Diagnosis through December 31, 2005, Alaska N=1,048 (1 case with unknown
date of diagnosis is not included below)
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On average, 40 HIV/AIDS cases were newly diagnosed per year in Alaska from 2001-2005, a
decline from the average of 52 cases per year in the period from 1996-2000 (Table 2).

Beginning in 1996, the number of HIV-related deaths per year declined significantly in Alaska as
well as in the U.S., primarily due to advances in medical care and the development of
antiretroviral medications. The decline in deaths, combined with ongoing occurrence of new
infections, resulted in a steady increase in the number of persons living with HIV (Figure 1).
Needs for medical care, supportive services, and ongoing prevention services will continue to
grow as persons with HIV live longer, healthier lives.

Rates of occurrence of HIV/AIDS from 2001-2005 (HIV incidence) in Alaska and the U.S. are
presented below in Figure 2. HIV incidence rates in Alaska during this period were considerably
lower than those in the U.S. as a whole. In this graph, Alaska HIV cases are defined as cases
reported in individuals who were Alaska residents at their first known date of HIV/AIDS
diagnosis. Case rates are expressed per 100,000 population.
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Figure 2. HIV Incidence (with and without AIDS) 2001-2005, Alaska* and U.S.**
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*Alaska cases include only those with first known HIV/AIDS diagnosis while an Alaska resident

**Estimated U.S. rates were calculated from CDC data on HIVV/AIDS incidence for the 33 states, plus Guam
and the Virgin Islands, with confidential HIV reporting since 2000, as published in the HIV/AIDS
Surveillance Report, 2004, Vol. 16, Table 5b

Gender

Since the time the earliest HIV/AIDS cases were identified in Alaska, the number and proportion
of HIV/AIDS cases in males exceeded those in females. This was true throughout the U.S.

Females - Of 1,048 cumulative HIV cases reported in Alaska through 2005, 202 cases (19%)
were in females. The average number of HIV cases per year among females in Alaska increased
in periods beginning in 1982 through 2000 (from an average of 1 case per year to an average of
14 cases per year), then decreased for the period from 2001-2005 (to an average of 11 cases per
year). The proportion of total cases occurring in females increased steadily over time, from 8%
to 27%. In recent periods this proportionate increase was due primarily to a decline in the
number and proportion of cases in males (Table 2).

Males - Of 1,048 cumulative Alaska HIV cases, 846 cases (81%) were in males. The average

number of HIV/AIDS cases per year newly diagnosed in males decreased in time periods after
1990 (Table 2).
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Table 2. Average Number of HIVV/AIDS Cases Newly Diagnosed per Year by Gender,
Time Periods from 1982-2005, Alaska N=1,048 (one case with unknown year of
diagnosis is not included in the table)

Average Number of HIVV/AIDS Cases Newly Diagnosed Per Year
Males Females Average
Total
. Proportion of | Number of
Average Proportion qf Average Female Cases | HIV/AIDS
Number | Male Cases in Number of in Total Cases Per
Time of Male Total HIV/AIDS | Female A
. . HIV/AIDS Year in Time
Period Cases Per | Cases During Cases Per . .
Year Time Period Year Cases During | Period,
Time Period Males &
Females**
1982- 0 0
1985* 14 92% 1 8% 15
1986-1990 43 90% 5 10% 48
1991-1995 48 83% 10 17% 57
1996-2000 38 73% 14 27% 52
2001-2005 29 73% 11 27% 40

*First AIDS case diagnosed in Alaska in 1982

**Due to rounding, the sum of the average number of cases for males and the average for females may not always equal the
average total number of male and female cases (e.g., in 1991-1995, the average total number of cases per year is actually 57
rather than 48+10=58)

Although the average annual number of new cases from 2001-2005 was the smallest since 1982-
1985, it shows continued incidence of new HIV infection.

Age

Of total cumulative HIV cases reported in Alaska, the largest number (214; 20% of the total) was
in persons aged 30-34 years at initial HIV diagnosis. Overall, 741 (71%) HIV cases occurred in
individuals who were between the ages of 25-44 years at the time of their initial HIV diagnosis.
Unlike some other areas of the U.S., relatively few HIV cases were reported among very young
people in Alaska: 13 (1%) of 1,048 cases were aged 0-14, 23 (2%) were aged 15-19, and 111
(11%) were aged 20-24 years at time of initial HIV diagnosis (Figure 3).
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Figure 3. Cumulative HIV Cases through December 31, 2005 (with and without AIDS) by
Age at First Known HIV Diagnosis, Alaska N=1,048 (1 case with unknown age not
shown below)
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Age

Transmission Category

In order to have consistent national data comparable across all areas, HIV/AIDS cases are
categorized according to specific national definitions in a hierarchy the CDC has established to
identify the risk factor most likely to have been responsible for transmission.

Male-to-male sexual contact (MSM) represented, by far, the largest single risk for infection both
for the total population of persons reported with HIV infection in Alaska through December 31,
2005 (48% of all cumulative cases) and for males only (59% of male cases). Injection drug use
(IDU) as a single transmission category accounted for 14% of cumulative HIV cases (12% of
cases in males and 22% of cases in females). HIV cases with both MSM and IDU risks
accounted for an additional 7% of total cases. Heterosexual contact to a person at increased risk
for HIV (for example, a known HIV-positive, an IDU, or, for females, a bisexual male)
accounted for 15% of total cumulative cases (6% of cases in males and 51% of cases in females).
The proportions of total cumulative HIV cases related to perinatal transmission, transfusion or
transplantation, or receipt of blood products for hemophilia were low at 1%, each. (Figure 4)
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Figure 4. Cumulative HIV Cases (with and without AIDS) by Transmission Category
through December 31, 2005, Alaska (N=1,048)
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Race/Ethnicity

HIV affected individuals in all racial and ethnic groups in Alaska. Although individuals are not
at risk of HIV infection due to their race/ethnicity, it is sometimes an indicator of economic and
social factors that may influence risk of exposure to HIV. Of the 1,048 cases reported through

12/31/05, 606 (58%) were in Whites, 238 (23%) in Alaska Natives/American Indians, 98 (9%) in
Blacks, 73 (7%) in Hispanics, 20 (2%) in Asian/Pacific Islanders, and 13 (1%) were of unknown

race/ethnicity. Data on race/ethnicity for all cumulative HIV cases are presented in Figure 5.
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Figure 5. Cumulative HIV Cases (with and without AIDS) by Race/Ethnicity through
December 31, 2005, Alaska N=1,048
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Data on HIV/AIDS by gender and race/ethnicity are presented in Tables 3 and 4 for males and
females 15 years of age or older, as are Alaska population estimates. This age range was
selected to make the data more comparable across racial/ethnic groups. Few HIV cases occur in
individuals younger than 15 years, but the number of individuals in the population that are
younger than 15 years of age is large and unevenly distributed across the different racial/ethnic
groups. Data are presented separately for males and females because the proportions of females
and males differ across racial/ethnic groups. Please note that the HIV case data classify
individuals of Hispanic ethnicity as a separate racial/ethnic category while the Alaska population
data include individuals of Hispanic ethnicity within the four race categories. Population data
for individuals of Hispanic ethnicity are also separately shown in brackets [ ] in Tables 3 and 4.
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Table 3. Cumulative HIV Cases (with and without AIDS) in Males Aged 15 Years and
Older at First HIV Diagnosis, by Race/Ethnicity through December 31, 2005, and
2005 Alaska Male Population Aged 15 Years and Older

HIV Cases First Diagnosed
in Males > 15 Years of Age

Males > 15 Years of Age,
Alaska Population*

Race/Ethnicity

Number % Total Number % Total
White 511 61% 195,927 76%
Alaska Native/American Indian 168 20% 40,709 16%
Black 70 8% 9,772 4%
Asian/Pacific Islander 15 2% 11,890 5%
Hispanic Ethnicity 62 7% [8,817]** [3%]**
Unknown Race 10 1%
Total 836 100% 258,298 100%

* Population data are from the Alaska Department of Labor and Workforce Development’s Alaska State Race Bridged

Smooth Series estimates for July 1, 2005

**Males > 15 years of Hispanic/Latino ethnicity are included within the four race categories in the Alaska population data, as

well as shown as a separate group

Table 4. Cumulative HIV Cases (with and without AIDS) in Females Aged 15 Years and
Older at First HIV Diagnosis, by Race/Ethnicity through December 31, 2005, and 2005
Alaska Female Population Aged 15 Years and Older

Race/Ethnicity

HIV Cases first Diagnosed in
Females > 15 Years of Age

Females > 15 Years of Age,
Alaska Population*

Number % Total Number % Total
White 87 44% 180,991 74%
Alaska Native/American Indian 67 34% 40,826 17%
Black 26 13% 9,241 4%
Asian/Pacific Islander 5 3% 14,056 6%
Hispanic Ethnicity 10 5% [8,662]** [4%]**
Unknown Race 3 2%
Total 198 100% 245,114 100%

* Population data are from the Alaska Department of Labor and Workforce Development’s Alaska State Race Bridged

Smooth Series estimates for July 1, 2005

**Females > 15 years of Hispanic/Latino ethnicity are included within the four race categories in the Alaska population data, as

well as shown as a separate group

Compared to their distributions in the overall Alaska population, Alaska Native/American
Indian, Black, and Hispanic males were over-represented, and White and Asian/Pacific Islander
males were under-represented, among cumulative cases of HIV infection in adult/adolescent

males. Compared to their distributions in the overall Alaska population, Alaska

Native/American Indian, Black, Asian/Pacific Islander, and Hispanic females were over-
represented, and White females were under-represented, among cumulative cases of HIV
infection in adult/adolescent females.
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Geographic Region of Residence at First HIV Diagnosis in Alaska

HIV cases were reported from all regions of the state. At the time of their first HIV diagnosis in
Alaska, 672 cases (64%) reported a residence of Anchorage/Mat Su, the most populous region of
the state (53% of the state population resided in the Anchorage/Mat Su region in 2005). A total
of 747 HIV cases (71%) resided in the urban areas of Anchorage, Fairbanks or Juneau (60% of
the state’s 2005 population) at the time of their first HIV/AIDS diagnosis in Alaska.

People with HIV infection may have no noticeable symptoms for years after initial infection and
may not seek medical care leading to a diagnosis for an extended period. Additionally, many
individuals are highly mobile. The following data must therefore be interpreted with caution.
An individual’s residence at the time he or she was first diagnosed with HIV infection is not
necessarily the area where infection initially occurred or the area where the infected individual
currently resides or seeks care, if still living.

Figure 6. Region of Residence* at Time of First HIVV/AIDS Diagnosis in Alaska,
Cumulative Cases Reported through December 31, 2005, Alaska N=1,048
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*Note: Region of residence is defined as region of residence at first HI\ diagnosis, when known, the region of residence at first
AIDS diagnosis when the residence at HIV diagnosis is unknown, and the region of first case report when residence at HIV and
AIDS diagnosis are unknown
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HIV Cases Presumed to be Living

Of the 1,048 HIV/AIDS reported through December 31, 2005, 704 were not known to have died.
Data presented below assumed all of these cases were still living, although that is unlikely (some
undoubtedly moved and died while residents of another state). Characteristics of persons living
with HIV/AIDS (PLWHIV) in Alaska were similar to those of persons living with HIV/AIDS in
the U.S., with the exception of race/ethnicity. The data on transmission categories are difficult to
compare because CDC’s estimated U.S. data statistically redistribute cases with “no risk
identified” into the other transmission categories, while cases in this category are shown
separately in the Alaska data.

» Of all PLWHIV, 78% of cases reported in Alaska were male, and 73% of U.S. adult/adolescent
cases were male.

* The largest single proportion of PLWHIV in Alaska and in the U.S. was in the age group of
40-44 years (22% for each).

e Of male PLWHIV, 56% of Alaska and 60% of U.S. cases were in MSM; 14% of Alaska and
19% of U.S. cases were in IDU; 7% of Alaska and 13% of U.S. cases were exposed through
heterosexual contact; and 8% of Alaska and 7% of U.S. cases were in MSM who also were
IDU.

e Of female PLWHIV, 55% of Alaska and 71% of U.S. PLWHIV were exposed through
heterosexual contact; and 18% of Alaska and 27% of U.S. PLWHIV were exposed through
IDU.

 The proportions of the Alaska population by race differ from those of the U.S., and proportions
of PLWHIV likewise differ: 58% of Alaska and 34% of U.S. PLWHIV were White; 23% of
Alaska and less than 1% of U.S. PLWHIV were Alaska Native/American Indian; 9% of
Alaska and 48% of U.S. PLWHIV were Black; 7% of Alaska and 17% of U.S. PLWHIV
were Hispanic; and 2% of Alaska and less than 1% of U.S. PLWHIV were Asian/Pacific
Islander.

HIV Cases with Recent and Earlier HIV Infections

Characteristics of cases infected with HIV more recently may differ from those infected in years
past, potentially indicating changes in populations at risk over time. In order to allow for
comparison, given the small case numbers in Alaska, data on HIV infections that were first
diagnosed from 2001-2005 and had not progressed to AIDS were selected as indicators of
“recent” HIV infections. Cases infected “earlier” were represented by all cases of HIV without
AIDS diagnosed prior to 2001 and all cases of HIV with AIDS.

Of the 1,048 HIV cases reported through December 31, 2005, 118 met the definition of recent
cases (cases diagnosed between 2001-2005 without progression to AIDS). Of these 118 recent
HIV cases, 79 (67%) were in males and 39 (33%) were in females. Of 930 earlier HIV/AIDS
cases, 767 (82%) were in males and 163 (18%) were in females. The proportion of males (67%)
was slightly less, and the proportion of females slightly greater (33%) among recent cases
reported in Alaska than in 2004 cases reported in the 42 U.S. areas with confidential name-based
HIV reporting (70% among males and 30% among females). Recent cases in males in Alaska
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were slightly older than earlier male cases while the age distribution of recent female cases in
Alaska was similar to that of earlier cases.

Transmission risk for the greatest proportion of recent and earlier cases in males was male-to-
male sexual contact, but the proportion was smaller for recent (53%) as compared to earlier
(60%) cases. Transmission risk for the greatest proportion of recent and earlier cases in females
was heterosexual contact to a person with or at increased risk for HIV, and the proportion was
greater for recent (54%) than for earlier (51%) cases.

A majority of all recent and earlier HIV cases had a residence of Anchorage/Mat-Su at the time
of first HIV diagnosis in Alaska, although the proportion with this residence was smaller in
recent cases (54%) than in earlier cases (65%).

HIV Testing in Alaska

In 2005, 47% of Alaskans aged 18-64 years reported ever having had an HIV test, as compared
to 38% of the U.S. population. The percentage of persons who report ever being tested has
consistently been slightly higher in Alaska than in the U.S. (These data were drawn from the
annual Behavioral Risk Surveillance System in Alaska and nationwide.)

Prenatal testing reaches many Alaska women of childbearing age. In 2003, 80% of women
delivering live infants in Alaska recalled their provider discussing prenatal HIV testing with
them, and were likely to have received HIV screening as part of their prenatal care. This
proportion is consistent with those in earlier years (ranging from 76%-82% between 1999-2002).
There were 48,542 births in Alaska from 1999-2003. (These data were drawn from the annual
Alaska Pregnancy Risk Assessment Monitoring Survey.)

Of 12,291 individuals tested for HIV in 2005 through the State Virology Laboratory, 11 (0.09%)
were HIV positive.

Identifying HIV Infection Early in the Course of Disease

From 2001-2005, 36% of individuals with Alaska residence at the time of their initial HIV
diagnosis developed AIDS within 12 months of their initial HIV diagnosis. This likely indicates
diagnosis late in the course of their HIV disease. Comparable data for the U.S. show that of all
HIV infections diagnosed in 2003, 39% progressed to AIDS within 12 months after HIV
infection was diagnosed.

Although a number of individuals with HIV are presumed to be unaware of their infection, HIV
screening of the general population in Alaska has not been very effective in identifying people
with previously undiagnosed HIV infection. Different models of targeted outreach associated
with testing, some using rapid HIV tests, are being explored to identify ways to best reach those
at risk. Partner notification activities, working with persons diagnosed with HIV to contact and
offer HIV testing to their sexual and needle-sharing partners, remain the most effective means of
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reaching persons at highest risk prior to symptomatic disease. From 2003-2005, partner
notification activities identified 37% of all cases of HIV newly diagnosed in Alaska.

STD as Indicators of HIV Risk

Sexually transmitted diseases/infections (STD) indicate unprotected sex and potential risk for
HIV infection. Individuals with STD are at increased risk of acquiring HIV, if exposed through
unprotected sex, or of transmitting HIV sexually if they have HIV infection. A total of 4,357
cases of chlamydia and 601 cases of gonorrhea were reported in Alaska in 2005, and the
chlamydia infection rate in Alaska was one of the highest in the U.S. Fortunately, HIV infection
occurred much less frequently, and relatively few individuals ever reported with chlamydia or
gonorrhea infections were ever reported with HIV through December 31, 2005. The number of
infectious syphilis cases in Alaska, although small in 2004-2005, was the greatest it had been for
many years. In contrast to the situation with gonorrhea or chlamydia, 30% of the 26 persons
identified with infectious syphilis in 2004-2005 had HIV infection or had a recent HIV exposure.
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Chapter Three: Community Services Assessment

A Community Services Assessment (CSA) is a description of the prevention needs of
populations at risk for HIV infection, the prevention services available to address these needs,
and service gaps. The HIV Community Planning Guide defines the three elements of a CSA as:

» Needs Assessment — information on the current status and service needs of a defined
population or geographic area. Needs that may be identified include indications of risk
behaviors, service utilization and barriers to services.

» Resource Inventory — current HIV prevention and related resources and activities including
information regarding HIV prevention activities and other education and prevention
activities, regardless of funding source, that are likely to contribute to HIV risk reduction.

e Gap analysis — a description of the unmet HIV prevention needs within the high-risk
populations defined in the epidemiologic profile.

Development of the Comprehensive Prevention Plan involves comparing needs against the
activities and services available to meet those needs, and the funding sources of those activities
and services, in order to project what service gaps would exist in the 2007 to 2009 period and
therefore should to be addressed in recommendations in the Plan.

Funding for HIV Prevention in Alaska
There are four main funding sources for HIV prevention in Alaska:

(1) State HIV prevention grants and contracts using federal funds from the CDC HIV
Prevention Cooperative Agreement are administered by the HIV/STD Program, awarded on
a competitive basis, and are usually funded on a three year cycle with annual review and
renewal. The current grant cycle is through the end of the State fiscal year 2007 (June 30,
2007). The next grant cycle will be July 1, 2007 through June 30, 2010.

(2) HIV-specific Services Directly Funded by Federal Agencies refer to HIV prevention or care
programs funded directly to an agency or organization by a federal agency such as the CDC
or the Health Resources and Services Administration (HRSA) which funds Ryan White
CARE grants and Special Projects of National Significance (SPNS) for research on HIV
prevention and care services.

(3) State-funded Services refer to prevention related activities that are incorporated into
programs of state agencies, but that are not funded specifically for HIV prevention under the
CDC HIV prevention cooperative agreement, such as substance abuse treatment programs,
Department of Corrections programming for inmates, and most Public Health Center
services.

(4) Non-public Funding Sources refer to private foundations and fund raising activities by
community-based organizations. Non-publicly funded HIV prevention services are very
limited in Alaska.

The State of Alaska receives federal funds for HIV prevention from the Centers for Disease

Control and Prevention. The period of the current cooperative agreement with CDC is January
1, 2004 through December 31, 2008. In 2006, the annual award was $1,417,619. With annual
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Table 5. State-funded HIV Prevention Interventions by Agency July 1, 2004 through
June 30, 2007

Target . .
Agency Population Intervention Model Intervention Type(s)
Health Clinic Risk Reduction ,
(ANHC) Counseling in a Medical Alndividual HE/RR
Care Setting
o AGroup HE/RR Multi
Ethnic Minority Partners in Prevention Session
Women
Anchorage

School District

Youth

RARE-T

A Peer Education

Interior AIDS
Association
(1AA)

Ethnic Minority
Women

Targeted Outreach

A Outreach

Partners in Prevention

A Group HE/RR Multi
Session

Injection Drug
Users

Targeted Outreach

A Outreach

Safety Counts

A Group HE/RR Multi
Session

A Social Event/Outreach

A Individual HE/RR

Youth at Increased
Risk

Making Proud Choices

A Group HE/RR Multi-
Session

Municipality of

Men Who Have
Sex With Men

HIV Counseling and
Testing

A HIV Counseling and
Testing in Community
Settings

Ethnic Minority

HIV Counseling and

A HIV Counseling and

Anchorage . Testing in Community
Reproductive Women Testing Settings
Health Clinic . A HIV Counseling and
(MOARHC) Incarcerated HIV_CounseImg and Testing in Community
Persons Testing
Release Centers
Partners of STD Partner Services/Disease | A HIV/STD Partner
patients Intervention Services

The following summary describes additional resources for HIV prevention in Alaska that are
funded for some part of the 2007 to 2009 period covered by the HIV Prevention Plan. These
include federally funded projects primarily for HIV prevention as well as federal and state
funded programs that address risk factors associated with HIV such as substance abuse or sexual
activity and that incorporate an HIV prevention component into their client services. These
sources of federal funding have varying funding cycles and duration. Most grants in place in
2006 end in mid-2007 (see Table 5). Notable exceptions are the funding for “Let’s Talk”, an
abstinence only curriculum for middle school students funded through September 2008, and the
Alaska Native Tribal Health Consortium’s adaptation of the Community Promise model directly
funded by CDC for HIV prevention in Bethel and surrounding villages funded through mid-

2009.
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Alaska Native Tribal Health Consortium (ANTHC)

Funding Source: HRSA Special Projects of National Significance (SPNS)

Funding Cycle: July 1, 2002 through June 30, 2007

Amount: $200,000 annually

Project Contact: Sherry Trigg 907 729-3951

Project Description:

The purpose of this project is to provide capacity building assistance to Norton Sound Health
Corporation (including Nome and 15 villages) to conduct risk reduction counseling and HIV
counseling and testing (HIVVCT). In addition, this project has conducted community education
presentations to increase HIV awareness and generate interest in testing. The project has
facilitated training for NSHC Behavioral Health Providers in Nome and villages to conduct risk
assessment and risk reduction counseling with clients and then refer them to the hospital lab for
serologic HIV testing.

Alaska Native Tribal Health Consortium (ANTHC)

Funding Source: CDC direct funding to Community Based Organizations

Funding Cycle: July 1, 2004 through June 30, 2009

Amount: $355,197 annually

Project Contact: Michael Covone 907 729-3646

Project Description:

The goal of the project is to increase HIV testing by increasing risk perception and directing
persons to testing services. The project is an adaptation of the Community Promise intervention
model with the addition of community readiness assessments to gauge community knowledge
and attitudes regarding HIV prevention. The project was initiated in Bethel and may expand to
selected Yukon-Kuskokwim regional villages. They are implementing outreach in Bethel using
role model stories to promote HIV testing, and developing the capacity of Yukon-Kuskokwim
Health Corporation village behavioral health paraprofessionals to act as HIV prevention
resources.

Yukon Kuskokwim Health Corporation (YKHC) Circle of Care Project

Funding Source: HRSA Special Projects of National Significance (SPNS)

Funding Cycle: July 1, 2002 through June 30, 2007

Funding: $200,000 annually

Project Contact: Carl Evans 907 543-6486

Project Description:

The first goal of the Circle of Care is to increase the number of individuals living in the Yukon-
Kuskokwim Delta who know their HIV status. The second goal is to train health care workers to
increase knowledge and skill level. The third goal involves community education about
HIV/AIDS issues that influence wellness. This project conducts community education
presentations and HIVCT (with risk reduction counseling) using the OraQuick™ HIV rapid test
in Bethel and self-selected villages in the YK region. Four villages participate in the research
component of the grant looking at the effect of community education on the use of HIV testing.
Seven additional villages have received community presentations. A total of 229 persons in
Bethel and participating villages have received HIV testing through the project; none have tested
positive for HIV. In addition, the project has helped YKHC to introduce rapid testing into their
clinical services and there has been an increase in HIV serologic testing at the YKHC hospital.
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Crisis Pregnancy Center — Let’s Talk Program

Funding Source: HRSA Special Projects of Regional and National Significance — Community
Based Abstinence Education (SPRANS — CBAE)

Funding Cycle: September 30, 2005 through September 30, 2008

Funding: $663,845 annually

Project Contact: Carol Kidwell 907 868-5033

Project website: www.letstalkalaska.com

Project Description:

The goal of Crisis Pregnancy Center’s Let’s Talk program is to educate, empower, and encourage
youth throughout Alaska to apply the information they receive about the significance of building
healthy relationships and the benefits of abstaining from sexual relations until marriage. The
program has three objectives: 1) to reach 50 communities per year and teach abstinence and
discuss sexually transmitted infections; 2) to assist 20 communities (5 rural, 15 urban) in
developing their own abstinence-only education program; and 3) to develop capacity and to
Serve as a resource.

Kids Are People, Inc. Abstinence Education Program

Funding Source: Section 510 Title V Maternal Child Health Block Grant through Alaska
DHSS.

Funding Cycle: July 1, 2005 through June 30, 2007

Funding: $88,501 annually

Project Contact: Rich McGill 907 376-6016

Project website: www.kidsarepeople.org

Project Description:

This program provides abstinence education for students in seventh and eighth grade, and their
parents, through peer outreach and education. The program is also available to high school-aged
students who serve as peer educators. The target audience is middle school students before they
have become sexually active. The curriculum is Postponing Sexual Involvement (PSI). The
program is coordinated by one recipient organization (Kids Are People, Inc.) to implement the
PSI curriculum in six school districts in the Kenai Peninsula Borough, Mat-Su Borough,
Fairbanks/North Star Borough, Ketchikan, Kodiak, and Juneau. In school year 2005, 57 high
school peer educators presented the curriculum to 1,062 middle school students.

Family Planning Services

Source of Funding: US DHSS Title X Family Planning Programs, MCH Block Grants and State
funds.

Program Contact: Stephanie Birch, Section of Women’s, Children’s and Family Health 907
334-2400

Program Description:

Family Planning Clinics are provided to high-risk, low-income women and teens at public health
centers in Bethel, Craig, Fairbanks, and surrounding communities, Juneau, Kenai Peninsula,
Ketchikan and Prince of Wales, Kodiak, and Palmer/Wasilla. Family planning services are also
provided on a fee for service basis for private non-profits that are enrolled providers for family
planning and adolescent health services in Anchorage, Fairbanks, Homer, and Soldotna. Title X
funded programs for Family Planning include HIV education, counseling and testing.
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State of Alaska, Department of Education and Early Development

Source of Funding: CDC Division of Adolescent Health (DASH), HIV prevention co-operative
agreement.

Funding Cycle: March 1, 2005 through February 2008

Funding: $225,000 annually

Program Contact: Terri Campbell Terri_Campbell@eed.state.ak.us 907 465-0719
Program Description:

The program funds ($25,000 to $35,000 annually) the Youth Risk Behavior Survey and the
School Health Education Profile, a survey for Principals and Lead Health Teachers about the
health programmatic content in their schools as well as their training and expertise. The
remainder of the program funds goes to state trainings and leadership activities for teachers,
including Health Education Standards and Assessment trainings and incorporating a focus on
health issues through the Healthy Reading initiative. The program also supports trainings for
specific high-risk populations, such as youth in juvenile correctional programs.

Comprehensive Behavioral Health Prevention and Early Intervention

Source of Funding: Alaska Division of Behavioral Health

Funding Cycle: July 1, 2005 through June 30, 2006

Funding: Approximately $3.3 million to 53 grantees

Program Contact: Diane Casto, AK DBH 907 465-3033

Program Description:

The goal of this grant program is to provide integrated behavioral health prevention and early
intervention services related to substance use and abuse, suicide, fetal alcohol spectrum
disorders, youth development and resiliency, and promotion of wellness in Alaska. The 53
grants awarded for FY2006 range from $9,000 to $347,000 with the majority of grants at
$50,000 or less. Grants fund a variety of projects, some single-issue programs such as suicide
prevention, and others addressing multiple behavioral health issues. Grantees include school
districts, community-based organizations, hospitals and community clinics, Alaska Native health
corporations, tribal entities, and rural city governments. The intended populations of the
programs variously include youth, adults, elders, individuals and family units.

Comprehensive Behavioral Health Treatment Programs

Source of Funding: Alaska Division of Behavioral Health

Funding Cycle: July 1, 2005 through June 30, 2006

Funding: Approximately $42.5 million to 62 grantees

Program Contact: Vicki Wells, AK DBH 907 269-3794

Program Description:

Grants are intended to support integrated treatment across the spectrum of behavioral health
services including: psychiatric emergency services; services to adults with serious mental illness;
services to seriously emotionally disturbed youth; services for individuals with co-occurring
mental health and substance use disorders; and individuals with substance abuse disorders.
Service populations include pregnant women, 1V drug users, women with dependent children,
youth, and other persons and families whose presenting problem is addiction to, dependency on,
or chronic disabling use/abuse of alcohol and other drugs, including prescribed and over-the-
counter medications and household/general use products that contain inhalant chemicals and
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substance. Funded programs are statewide and serve all ages. For FY 2006, 46 behavioral
health programs, including 23 residential facilities, were funded. Priorities for substance abuse
treatment are pregnant women, injection drug users, and women with dependent children.
Funded substance abuse treatment programs are required to have staff trained in, and all clients
provided, hepatitis, TB, HIV and Fetal Alcohol Spectrum Disorder risk assessment, education,
early intervention and risk reduction counseling. The Alaska Commission for the Accreditation
of Behavioral Health Professionals requires training in HIV prevention and early intervention.
There are only two Methadone maintenance programs funded in the state: the Narcotic Drug
Treatment Center in Anchorage and Project Special Delivery in Fairbanks with a combined
number of treatment slots of 65.

Alaska Section of Public Health Nursing, Health Centers

Source of Funding: Alaska Division of Public Health

Funding Cycle: ongoing

Program website: www.hss.state.ak.us/dph/nursing/locations.htm

Program Description:

State public health nursing provides services at 20 public health centers, and itinerant services to
250 communities. In addition, the Section of Public Health Nursing provides oversight for public
health nursing services in the Municipality of Anchorage, Norton Sound, Northwest
Arctic/Maniilag, and the North Slope Borough. Public Health Centers are located in Anchorage,
Bethel, Cordova, Craig, Delta Junction, Dillingham, Fairbanks, Fort Yukon, Galena, Glennallen,
Haines, Homer, Juneau, Kenai, Ketchikan, Kodiak, Kotzebue (contract with Maniilaq), Palmer,
Barrow (contract with North Slope Borough), Nome (contract with Norton Sound Health Corp.),
Petersburg, Seward, Sitka, Tok, Wrangell, and Valdez. Public health nurses provide HIV
counseling and testing, STD diagnosis and treatment and HIVV/STD partner services. Other
services include: immunizations, family planning, pregnancy testing, prenatal monitoring,
postpartum home visits, senior clinics, chronic disease services, well child exams, Early and
Periodic Screening, Diagnostic, and Treatment Services (EPSDT), outreach, screening, and
referral, clinics for special needs children, Women, Infants, and Children (WIC) and Infant
Learning Program (ILP) referrals, school screenings, audiograms, tuberculosis screening,
epidemiological investigations, parenting education, health education, community assessment,
and participation in community partnerships in response to public health concerns. There is no
cost for any services to children. There is a small cost for adults. However, no one is denied
service due to an inability to pay.

University of Alaska, Behavioral Health Research and Services, Exploring HIV Prevention
in Brief Alcohol Detox Programs

Funding Source: National Institute on Alcohol Abuse and Alcoholism

Funding Cycle: October 2004 to September 2007

Amount: $125,000 Year One; $150,000 Year Two; no cost extension Year Three

Project Contact: Christiane Brems, Ph.D., ABPP; 907-561-2880

Project Description:

This is a research project to explore the use of brief adaptations of motivational interviewing
(BMI) in a new venue (brief alcohol detoxification), with high-risk individuals who traditionally
have had limited access to HIV prevention interventions. It uses BMI for HIV/STD prevention
with this underserved group of individuals who are not yet likely to be motivated to address the
issue of HIV/STD prevention. Biological feedback (results of STD testing) is used to enhance
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motivational impact. Participants are culturally diverse (45% Alaska Native). During Phase One
the project developed session outlines and intervention manuals through focus groups and key
informant interviews. During Phase Two, the project is testing the feasibility and utility of the
novel application of brief motivational interventions to HIV prevention in culturally diverse
clients in brief alcohol detoxification treatment. Three intervention options enroll 25 individuals
per condition and have a 3-month follow-up: (a) Risk Assessment Intervention: participants
respond to a standard risk assessment protocol, receive standard HIV/STD risk reduction
information and referral to community services; (b) Motivational Interviewing Intervention:
participants respond to a risk assessment protocol and receive an HIV/STD prevention
intervention based on brief adaptations of motivational interviewing, including personalized risk
feedback, personalized risk reduction plans, behavioral skills training, and referral to relevant
community services; and (c) Motivational Interviewing and Biological Feedback Intervention:
participants receive intervention (b) AND pre-test counseling AND provide a biological
specimen for STD testing, followed by post-test counseling, STD test feedback, and referral for
treatment. All individuals will be assessed after three months.
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Table 6. HIV Prevention Funding in Alaska — shaded portion represents the funded
period

Period Covered by the
2007 — 2009 Alaska HIV Prevention Plan

Program

HIV/STD Program HIV
Prevention Cooperative
Agreement from CDC

[FY2007 State HIV
Prevention grants/contracts]

ANTHC SPNS (Norton
Sound Region)

ANTHC Community
Promise (Bethel Region)

YKHC Circle of Care
(Bethel Region)

Let’s Talk (Statewide)

Kids Are People (6 School
Districts)

AK Dept. of Education and
Early Development, grant
from CDC, DASH

University of Alaska,
Behavioral Research and
Services

HIV Prevention Resources by Intended Population and Geographic
Distribution

The majority of resources for HIV prevention are located in urban centers. The majority (60%)
of the population resides in the three urban communities of Anchorage, Fairbanks, and Juneau
and the majority of HIVV/AIDS cases are in persons who resided in one of these cities at the time
of diagnosis. HIV infection has historically been, and continues to be, more prevalent in the
more populous areas of Alaska, although all geographic areas of the state are affected to some
degree. Risk behaviors among people in the urban centers, either by individuals who reside in
these areas or who travel to the cities from outlying areas, are therefore more likely to involve
exposure to HIV than in areas with lower prevalence of HIV infection. Most of the HIV
prevention interventions with evidence of effectiveness are feasible only in settings where there
are sufficient numbers of persons in the intended population. The size of the priority population
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with demographic and behavioral risk factors in common, for example, injection drug users, men
who have sex with men, and women with identifiable risk factors, and their concentration in
identifiable locations, make certain interventions like targeted outreach and group sessions
feasible in the urban setting. Urban centers may also have concentrations of target populations
whose members interact with sufficient frequency to make it possible to influence community
norms about HIV risk reduction. The three urban centers also have sufficient populations of
persons affected by HIV to have dedicated AIDS service organizations that offer a continuum of
HIV care and prevention services and can employ staff who specialize in HIV prevention.

Mid-sized rural hubs and some of the boroughs adjacent to urban centers have health and social
service resources that can incorporate HIV prevention into existing services that reach persons at
risk such as in substance abuse treatment facilities, public health clinics, and correctional
facilities. Alaska Native regional health corporations based in rural hubs provide the health
infrastructure to incorporate prevention into the care of beneficiaries living with HIV, provide
HIV counseling and testing, reproductive health care including STD diagnosis and treatment, and
in some instances, conduct projects dedicated to HIV prevention. However, in less populous
areas of the state, the smaller numbers of people, particularly those in the priority populations
based on behavioral risk factors, as well as lower HIV prevalence, often preclude establishment
of AIDS specific organizations or prevention programs focused exclusively or predominantly on
HIV and staffed by HIV prevention specialists. In these areas, the intensive interventions of
partner notification and prevention case management for HI\V-positive persons can be provided
for the small number of persons for whom they are appropriate. However, other HIV prevention
activities generally must rely heavily on agencies and organizations with broader missions that
can integrate HIV prevention into counseling or health education services for their clients and
communities. Lower population density, lower HIV prevalence, social dynamics and cultural
factors of rural communities make it difficult to provide HIV prevention activities that target
persons with acknowledged, specified behavioral risk factor such as injection drug use or sex
between men. In rural areas, most HIV prevention efforts must reach out to a broader audience
of persons potentially at risk to raise awareness of risk and provide referrals to individualized
services for the fewer individuals at higher risk.

Table 7 summarizes the geographic distribution of HIV resources for each of the priority
populations identified in the previous Alaska HIV Prevention Plan (2004-2006).
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Table 7. HIV Prevention Resources by Priority Population, Geographic Distribution and Agency
Funded through June 2007
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Table 7. HIV Prevention Resources by Priority Population, Geographic Distribution and Agency

Funded through June 2007

~—~
sg
= g Anchorage
=S (42%)
[oX
o X
o<

Partner Services

Fairbanks
(13%)

Juneau
(5%)

15 Urban
; 260 Towns/Villages with
Satellites and <2000 residents
Rural Hubs (15%)
(25%)

- PS PS PS PS
% Four A’s, (DOC):
3 Group SS
§ ANHC Women (DOC)
= Group SS
Voluntary HIVCT and STD treatment — All DOC facilities
Partner Services PS PS PS PS
< AYPF: OR; Group SS,
(14 Group MS
° IAA: Group MS
g ASD: Group SS
e
c:s AK Division of Juvenile Justice facilities: Group MS (Making Proud Choices Curric.); HIVCT and STD services.
e
3 Let’s Talk, Crisis Pregnancy Center, Abstinence education programs.
> Kid’s Are People, Abstinence education programs.

State-funded Substance Abuse Treatment Programs - HIV education is required in treatment plan for all clients.

ANTHC Community Promise, Bethel and YK
villages

YKHC Circle of Care HC/PI and HIVCT,
Bethel and YK villages

AK Native Health Corp health education and behavioral health programs

State-funded Substance Abuse Treatment Programs
HIV education is required in treatment plan for all clients.

Alaska Native
General Population

HIVCT, STD, and PN - State-funded and PL93-638 contracted Public Health Nursing

HIVCT and STD treatment — AK Native tribal health facilities, itinerating providers, and some village health aides.

*Key to Prevention Interventions: OR — Outreach; IND - Individual Health Ed./Risk Reduction (HE/RR)
Counseling; Group SS - Single session Group HE/RR; Group MS - Multiple Session Group HE/RR; PCM —
Prevention Case Management; HIVCT — HIV Counseling and Testing; PS — Partner Services and Disease
Intervention; HC/PI — Health Communication/Public Information.

Key to Agencies: Four A’s — Alaskan AIDS Assistance Assoc.; IAA — Interior AIDS Association; ANHC —
Anchorage Neighborhood Health Center; AYPF — Alaska Youth and Parent Foundation; ANTHC — Alaska Native
Tribal Health Consortium; RW — Ryan White Care Grant; HRSA SPNS — Health Resource Service Admin, Special
Projects of Nat’l Significance; ASD — Anchorage School District; MOARHC — Municipality of Anchorage

Reproductive Health Clinic.
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Population-specific Indications of Need, Resources and Gaps

In the following section, needs, resources and gaps are described for each of the potential priority
populations as indicated by the data on HIVV/AIDS cases in Alaska and other risk factors.
Prevention services are organized by funding source. The services described are those in effect
in 2006.

HIV-Positive Persons

Indication of Need
The Ryan White CARE grant 2006 Statewide Coordinated Statement of Need (SCSN) identifies
three overarching issues for persons living with HIV in Alaska:

1. The changing nature of HIV disease. New therapies and medical technologies have
prolonged health and life for many persons living with HIV (PLWHIV), making HIV a
long term, chronic illness. These changes have also made HIV a very complex illness for
providers and patients to manage.

2. The changing populations affected by HIV. Individuals with HIV are increasingly drawn
from socially and economically marginalized populations, and many PLWHIV have
complex co-existing medical and social needs.

3. Many potential barriers exist to effective participation in HIV care. Comprehensive care
is unevenly available in different geographic areas of the state and within different care
systems. Some services are not fully integrated and various services have different
eligibility requirements. Barriers posed by high costs of care, geographic distances,
differences in culture, differences in language, competing family or other demands, and
real or perceived stigma impede some individuals from accessing services.

To the extent that a lower HIV viral load reduces the risk of HIV transmission, adherence to HIV
medications contributes to HIV prevention. The 2006 SCSN notes that adherence to prescribed
medication regimens is difficult for many, if not all PLWHIV, due to the nature of the
medications (timing, with/without food, drug interactions, sheer quantities of pills, etc.) and
these medications’ many toxicities. Individuals with substance abuse or mental health problems
may have additional difficulties with adherence or providers may be reluctant to prescribe certain
HIV medications for them at all. Programs to support adherence are limited. Currently, the
private pharmacy that provides AIDS Drug Assistance Program (ADAP) services and the ANHC
and ANTHC Title I11 projects all assist patients with adherence. Additional efforts to support
adherence (including opportunities for monitored or directly observed therapy as medication
regimens are simplified) are needed.

Mental health problems affect adherence and a person’s ability to adopt and maintain safer
behaviors. According to the 2006 SDSN, PLWHIV with co-existing mental health problems
face special challenges. Title Il and Title 11l providers estimate that anywhere from 35% to 80%
of the PLWHIV in care are in need of some level of mental health services. Not all individuals
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will seek services. The stigma surrounding mental health problems may be perceived as more
damaging than those related to HIV. This may be especially true for some rural residents who
need to access itinerant providers for mental health services. To make mental health counseling
more accessible and normalize mental health services the lead agency for one Title Il consortium
offers counseling at its office. Persons with more severe mental health problems have more
subsidized service options available to them, but continuity of care may be an issue. Persons
with mental illness and disruptive behaviors have limited service options.

PLWHIV with substance abuse problems face special challenges to follow medical care
schedules and medication regimens. Substance abuse also increases the risk of engaging in
transmission risk behaviors. According to Title Il and I11 providers, alcohol is the most prevalent
drug of abuse for Alaska PLWHIV and case managers have identified that from 80 to almost
100% of clients have substance use issues. Treatment services are available in most areas of the
state, although the different levels and types of treatment are not uniformly available in all areas.
Some individual factors may not be well accommodated (for example, lengths of stay may be
prescribed rather than individually established, services may not be perceived as culturally
sensitive, child care may be unavailable to those who need it), and some treatment services (both
inpatient and outpatient) have wait lists. Access to treatment is problematic for substance
abusing individuals with HIV dementia and/or who have disruptive behaviors.

Other needed support services may be negatively affected by a person’s substance abuse problem
and may indirectly complicate medical care and prevention (for example, public housing has a
zero tolerance for substance abuse and abusers may be evicted). Many clients need supportive
aftercare and ongoing counseling after substance abuse treatment to assist them in controlling
their substance abuse, and special services may be needed to support adherence to HIV (and
other) medical regimens. When individuals face delays for admission to substance abuse
treatment, case managers must assist clients to stay in care while waiting, which may be very
challenging.

HIV positive persons who are not accessing medical care are not likely to be accessing
prevention services. Factors that contribute to avoidance of care, identified by Title Il and 11
providers, include:
» Perceived stigma associated with disclosing HIV status,
« Residence in areas where services are not readily available necessitating travel that is
complicated by cost and competing needs, and
« substance abuse issues or disruptive behaviors.

PLWHIV released from incarceration in correctional settings in Anchorage receive logistic and
financial assistance to access medical care and medications, as well as other supportive services
upon release. This pre-release case management is not routinely available across the correctional
system in other areas of the state.

CDC estimates that 25% of persons infected with HIV have not been tested and are thus unaware
of their HIV status. Diagnosis as early as possible is critical for initiating care to prevent disease
progression and to decrease disease transmission. In Alaska, HIV partner services have proven
to be the most effective mechanism for identifying previously undiagnosed cases of HIV.
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