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V. Executive Summary 
 
The State of Louisiana 2012 – 2016 HIV/AIDS Strategy for Prevention, Treatment and Care Services fully integrates 
the key activities and programmatic expectations of the CDC-funded State HIV Prevention grantee and the HRSA 
funded Ryan White Part B grantee. These entities share a common administrative structure and work space within 
the STD/HIV Program (SHP) of the State Office of Public Health (OPH). The Strategy was developed through a 
community-driven process during 2011 and early 2012, with recommendations and written contributions from 
the diverse and participatory membership of the Louisiana HIV Prevention Treatment and Care Services Planning 
Group (HPG) and SHP staff. 
 
In the 2010 census, the total population of Louisiana was 4,533,372 people. Louisiana is made up of 64 Parishes 
(equivalent subdivisions to counties in other states) and, while the state is considered rural, 75% of the population 
resides in urban areas (Census, 2010). According to the 2010 estimated census data, the racial and ethnic 
composition of the state was estimated to be 61% white, 32% African American, 2% Asian, and <1% American 
Indian. People of Hispanic origin were estimated to make up 4% of the total population. In 2010, people under the 
age of 18 made up 25% of the population, while people 65 and older made up 12% of the population. As in 
previous years, the proportion of females in the overall population in 2010 was slightly higher than the proportion 
of males (51% vs. 49%) (Census, 2010). 
 
As of December 31, 2010, 17,679 people were known to be living with HIV infection in Louisiana, reflecting a 5% 
increase compared to 2009. Of those, 9,572 (54%) were living with AIDS and 8,107 (46%) were living with HIV 
(non-AIDS). African Americans continue to be disproportionately impacted by HIV in Louisiana. Although African 
Americans make up only 32% of the state’s population they represent 78% of new AIDS cases diagnosed, 74% of 
new HIV diagnoses, 66% of all persons living with HIV (not-AIDS) and 66% of persons living with AIDS in 2010. 
 
In 2010, 1,174 persons were newly diagnosed with HIV infection in Louisiana. Of those, 76% were African 
American and 67% were male. In the same year, 805 persons were newly diagnosed with AIDS. Males, African 
Americans and persons aged 25 – 44 were most likely to be diagnosed with AIDS. The number of AIDS diagnoses 
may be impacted by such factors as late HIV testing and delayed entry into care, limited use of medical services 
and limited access or poor adherence to pharmaceutical treatments. The greater New Orleans metropolitan 
region had the highest number of new HIV diagnoses in the state, while the greater Baton Rouge metropolitan 
area had a slightly higher case rate per 100,000 population. 
 
Based on the State Epidemiologic data, nine Priority Populations were identified for both HIV prevention activities 
and for linkage and maintenance in care through Ryan White resources: 

PLWH 

MSM of all races/ethnicities 

IDU of all races/ethnicities 

Incarcerated Individuals 

African American Men 

African American Women 

Youth (ages 15 – 24) 

Adults (ages 25-54) 

Residents of Public Health Regions 1 and 2 (New Orleans and Baton Rouge areas), especially Orleans and East 
Baton Rouge Parishes. 
 
 



 

 

13 

 

All known HIV prevention, treatment and care service needs (met and unmet) for these populations were 
highlighted and discussed broadly and in detail. From those assessments, the HWG developed recommendations 
to reduce the current gaps in the continuum of care. 
These recommendations were further distinguished as Goals, Louisiana Objectives and related Activities, and are 
outlined in detail in the Work Plan (Appendix III). The STD/HIV Program staff and the HPG membership are aware 
that some of the activities noted in the Work Plan may change in relation to the Supreme Court ruling on the 
constitutionality of the Affordable Care Act; the overall availability of funding through federal, State and local 
entities; the shifting programmatic priorities of federal, State and private funders; the overall stability of the 
economy; HIV testing and laboratory technology; treatment recommendations from the US Public Health Service; 
and the overall needs of PLWH. 
However, based on the current portfolio of identified needs and the proposed Goals, Objectives and Activities, 
members of the HPG and the statewide community had the opportunity to verify their support of the current Plan 
by signing a statement of concurrence. Those signatures are provided in Appendix IV. 
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Summary of National HIV/AIDS Strategy Goals, Related Louisiana Objectives and 
Strategies 2012-2016 
 
Mission 1:  Reducing new infections 
  

NHAS Goal 1:  By 2015, lower the annual number of new infections by 25% 
LA Objective 1:  Increase awareness of HIV (inclusive of prevention, treatment, testing and 
community impact) 

Strategies: Maintain websites (HIV411.org, SHP website and Wellness Center websites), 
social media (Facebook) and the STD/HIV statewide info line. 

LA Objective 2:  Decrease the stigma associated with HIV (including prevention, testing and 
treatment aspects) to encourage open dialogue, test seeking and risk reduction behaviors 

Strategies:  Support and participate in HIV awareness events (World AIDS Day, Essence 
Music Festival, National HIV Testing Day, etc.).  Participate in national social marketing 
campaigns (We > AIDS, Take Charge Take the Test, Testing Makes Us Stronger, Get 
Yourself Tested, etc.). 

LA Objective 3:  Support people living without HIV (but at high risk for becoming infected) so that 
they can remain uninfected 

Strategies:  Support recruitment/outreach and prevention counseling, testing and referral 
services in areas of the state with high HIV prevalence, increase the accessibility, 
acceptability and use of barrier methods (such as male and female condoms) as well as 
harm reduction techniques. 

LA Objective 4:  Support community driven policy initiatives for realizing required comprehensive 
sexual health education programs for all K – 12 schools in Louisiana 

Strategies: Support and encourage formation of collaborative group to work with state 
and local agencies 

  
NHAS Goal 2:  By 2015, reduce the HIV transmission rate by 30%. 

LA Objective 5:  Support PLWH to enhance their health outcomes and prevent transmitting HIV to 
others 

Strategies:  Support Prevention with Positives programming (such as THRIVE, Healthy 
Relationships, Project Respect, Shanti Life and HIV Partner Services). 

LA Objective 6: Reduce HIV transmission from HIV positive women to their children (during 
pregnancy, labor and delivery and after birth) 

Strategies: Increase HIV testing awareness during the third trimester among pregnant 
women and providers.  Provide pre-conception education to positive individuals.  Ensure 
that the top ten birthing hospitals in the state have staff, who are aware of, and stock, the 
current ARV regimens to prevent HIV transmission.  Facilitate the Fetal/Infant Morbidity 
Review (FIMR) of perinatally-exposed babies and convene related community action team 
meetings to identify strategies to further reduce future perinatal transmissions. 
 

NHAS Goal 3: by 2015, increase percentage of PLWH who know their status from 79% to 90%. 
LA Objective 7: Prioritize people living with undiagnosed HIV infection for HIV screening services 

Strategies: Support routine opt-out HIV screening in healthcare settings (such as Parish 
Health Units, emergency departments, correctional facilities, school based health clinics, 
substance abuse treatment clinics, community health and mental health clinics).  
Maintain the provision of HIV Prevention counseling, testing and referral services in high 
HIV prevalence community based settings.  Build and maintain the capacity of HIV testing 
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and recruitment providers (through trainings and other quality assurance mechanisms).  
Increase the ability of Disease Intervention Specialists (DIS) to locate partners and ensure 
that they are tested for HIV. 

  LA Objective 8:  Support the decriminalization of HIV transmission  
Strategies:  Identify and collaborate with key community partners to craft revisions to 
related state laws that are approved by the Louisiana Legislature 

   
Mission 2:  Increasing access to care and improving health outcomes for PLWH 

 
NHAS Goal 1: by 2015, increase the proportion of newly diagnosed patients linked to clinical care within 
three months of their HIV diagnosis from 65% to 85%. 

LA Objective 9:  Collaborate with state, local and community partners to ensure increased 
coordination for enhanced linkage into care 

Strategies:  Integrate HIV Surveillance laboratory data (CD4 counts and viral loads) with 
existing services and programs (LaPHIE, Positive Charge, Partner Services, Ryan White 
Prevention providers, Ryan White services providers, etc.) to ensure enhanced referrals 
into HIV care.  Maintain and update current resource inventories for accurate and timely 
referrals.  Monitor the complete linkage system to reduce gaps in services and increase 
the performance of all providers within the continuum.  Support provider-conducted 
partner elicitation for newly diagnosed clients 

 
NHAS Goal 2:  By 2015, increase the proportion of RW clients who are in continuous care from 73% to 
80%. 

LA Objective 10: Identify and document barriers to clients accessing care  
Strategies: Identify barriers to care for RW clients, with a focus on developing 
collaborative plans with RW providers to close gaps in care.  Build the capacity of clients 
in relation to health literacy and health systems navigation. 

  LA Objective 11:  Maintain and strengthen community resources 
Strategies:  Identify and enhance opportunities for training and professional 
development.  Increase the routine use of quality assurance mechanisms and client 
feedback into program implementation. 
 

NHAS Goal 3:  By 2015, increase the number of RW clients with permanent housing from 82% to 86%. 
LA Objective 12:  Increase the housing resources available for low income clients, including 
permanent supportive housing 

Strategies:  Identify additional housing resources at the State and local level and seek 
funding and/or services that are available.  Promote these resources to social service 
agencies and clients.  Encourage greater collaboration between housing providers and 
HIV service agencies. 

 
Mission 3:  Reducing HIV-related health disparities 
  

NHAS Goal 1:  Improve access to prevention and treatment services for all Americans. 
LA Objective 13:  Ensure that all contracted providers are addressing health disparities in the 
provision of prevention activities, as well as through services 

Strategies:  Ensure that all contractors are informed and aware of HIV-related health 
disparities. Build the capacity of all contractors to address these disparities. 
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NHAS Goal 2: by 2015, increase the proportion of HIV diagnosed gay and bisexual men with an 
undetectable viral load by 20%. 
NHAS Goal 3: by 2015, increase the proportion of HIV diagnosed Blacks with an undetectable viral load by 
20%. 
NHAS Goal 4: by 2015, increase the proportion of HIV diagnosed Latinos with an undetectable viral load 
by 20%. 

LA Objective 14: Set Priority Populations based on the Louisiana HIV Epidemiological Profile, 
where priority populations are those groups that account for a larger proportion of PLWH and/or 
new HIV diagnoses than that group’s proportion of the overall Louisiana population  

Strategies: Assess the extent to which gay and bisexual men, African Americans and 
Latinos experience disparities in their health outcomes (with an emphasis on viral load 
results) and identify the underlying factors related to the reported inequity. Evaluate the 
effectiveness of linkage mechanisms currently in place.  Identify barriers to care for gay 
and bisexual men, African Americans and Latinos with a focus on the role of stigma and its 
impact on treatment adherence.  Implement culturally specific interventions to mitigate 
the identified barriers to care for each of the priority populations.  

 
Mission 4:  Achieving a more coordinated statewide response to the HIV epidemic 

 
NHAS Goal 1:  Increase the coordination of HIV programs across the State and local governments and 
between State agencies and local and tribal governments. 

LA Objective 15:  Maintain broad and diverse participation in the Statewide HPG, as well as other 
HIV planning entities 

Strategies:  Identify key stakeholders and community partners in the HIV continuum of 
care and support their engagement in a variety of planning processes. Recruit additional 
voting members representing key service areas and populations (including PLWH) to 
ensure the inclusion of diverse viewpoints. 

LA Objective 16:  Develop an engagement process to enhance coordinated collaborative and 
seamless access to HIV prevention, care and treatment services. Create and maintain a 
collaborative statewide HIV strategy which integrates HIV Prevention and HIV Services activities 

Strategies: Maintain a team structure within the Statewide HPG that would meet on a 
quarterly basis.  Continue to convene statewide face to face meetings bi-annually to 
assess progress on achieving NHAS Goals, document barriers to access, and build 
continued collaborations.  Create a five year Plan with discrete NHAS Goals and 
Objectives that will be reviewed and updated annually and/or as needed. 

 
NHAS Goal 2:  Develop improved mechanisms to monitor and report on progress toward achieving State 
and national NHAS Goals. 

LA Objective 17:  Explore HIV-related meaningful use agreements between and among key 
stakeholders within the state and implement integrated client level data/health records   

Strategy:  Encourage the use of CAREWare among providers of RW-funded services.  
Explore opportunities to further integrate HIV prevention and HIV care and treatment 
data. Enhance the interface with local electronic health record systems (EHRs) such as 
EPIC, CLIQ, Labtracker, eHARS, CTDMS, etc. 
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Chapter 1. Background/History of the HIV Planning Group and 
Planning Process 

 

 
Purpose of the HPG and the Louisiana Statewide HIV/AIDS Strategy 
The primary purpose of the statewide Louisiana HIV Planning Group (HPG) is to inform the development (or 
updating) of the Louisiana HIV/AIDS Strategy, which serves as the statewide plan for the provision of HIV 
prevention, treatment, and care services. The Louisiana HPG is further responsible for engaging and collaborating 
with key stakeholders and other HIV related service providers to develop a results-oriented process for a 
coordinated response to the HIV epidemic in Louisiana. 
 
History of the HPG 
In the summer of 2009, a group was brought together to develop a plan to merge the Louisiana Statewide HIV 
Prevention Community HPG and the Services Consortium into one integrated planning body.  The newly formed 
HPG was assigned the task of assisting the Louisiana Office of Public Health STD/HIV Program in developing, 
implementing and prioritizing HIV prevention, treatment and care services in Louisiana.   
 
Over the next year, an outline was developed that would merge the functions of the two groups, as well as meet 
the needs of the CDC-funded Prevention Program and the HRSA-funded Services Program.  Next, a review of the 
monitoring and evaluation activities already in place was conducted, which focused on how they supported the 
provision of prevention, treatment and care services, and a determination of the needed composition of the new 
HPG was made.   
 
November of 2010 was the official roll-out of the new group, when the details related to the restructured group 
was announced during a statewide meeting held in New Orleans.  The purpose of the group and an overview of 
the responsibilities were presented and applications were distributed to attendees; in addition, applications were 
distributed widely throughout the state, including to prior Statewide HPG members, RW Services Consortium 
members, community stakeholders and other interested persons, including consumers. 
In February 2011, a committee of SHP management met to review the submitted applications and select 
members.  The initial composition for the group was a body of 25 members, including 18 members who would 
represent the nine DHH regions of the state.  Each region was to have two members, one of which was to be a 
PLWH.  The additional seven members were to come from partnering agencies, populations or interested entities.  
Those identified included: 

 Health Department  

 SHP – Epidemiology 

 Latino/a population 

 Youth 

 Injecting Drug Users 

 Transgender 

 Education 
An additional consideration was that, as closely as possible, the membership reflects the disease in Louisiana.  
Basing the group on 25 members, the group would be comprised of: 

 16 African-Americans 
o 10 males 
o 6 females 

 8 whites 
o 6 males 
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o 2 females 

 1 Latino/a 
12 of the men would be MSM and at least one member would be transgender. 
 
The first meeting was held on April 1, 2011 with 15 identified members and the second meeting was held in 
October 2011.  The third meeting was held in April 2012 and included a revised outline for the HPG’s structure 
based on new guidance from CDC and HRSA.  The leadership decided to add three additional membership 
positions, one for Part A in New Orleans, one for Part A in Baton Rouge, and one for the Louisiana AIDS Advocacy 
Network (LAAN), to increase coordination among these key collaborators. 
 
Description of the Current Planning Process 
The process that produced the 2012-2016 Louisiana HIV/AIDS Strategy involved three primary steps: 1) 
Stakeholder Identification; 2) Results-oriented Engagement Process and 3) Strategic Plan Development. Each of 
the three steps is described below. 
 
Step 1: Stakeholder Identification 
The Louisiana HPG leadership (including the Director of the SHP Program, the SHP Prevention Manager and the 
SHP Services Manager) contracted with an external facilitator, Ms. McKinley-Beach from the Black AIDS Institute 
in late February 2012. She and Mr. Wilson, Director of the Black AIDS Institute, met with the HPG leadership to 
discuss responsibilities and stakeholder identification. Some of the stakeholders identified in January were:  

 All Ryan White programs (A, B, C, D and F) 

 PLWH 

 Providers (substance use, mental health, Medicaid, Medicare, public hospital system, Community Health 
Centers, Department of Education, Department of Corrections) 

 Public Agency representatives 

 AIDS Service/Community-based organizations 

 Populations most impacted by HIV/AIDS in the state 

 The Louisiana AIDS Advocacy Network (LAAN) 
 
The first face-to-face HPG meeting for all stakeholders occurred on April 10, 2012. Fifty-seven people attended 
and they represented not only SHP Prevention and Services, but also other key stakeholders related to 
prevention, treatment and care services. Members from all Ryan White Parts were present, as well as PLWH of 
the community who reflect the diversity of PLWH in the state. The co-chair of the HPG, who is also the SHP 
Prevention Manager, reported on the current membership profile. Attendees learned how the composition of 
voting members is determined, became aware of gaps in membership and were informed on how to apply to 
become a voting member of the group.   
 
Step 2: Results-oriented Engagement Process 
The external facilitator from the Black AIDS Institute was very helpful at the meeting in April 2012 by creating an 
environment in which the HPG members shared ideas, opinions, experiences, and expertise in order to achieve 
the common goal—reducing new HIV infections in Louisiana. The co-chairs and the HPG Facilitator also developed 
a HPG structure which leads to increased collaboration and engagement. At the April meeting, an overview of the 
HPG structure was presented and the attendees acquired an understanding of the various teams that make up the 
HPG. There are eight teams with responsibilities specifically related to both the HRSA and CDC Requirements for 
HIV Planning, as well as broader strategic responsibilities to end the HIV epidemic in Louisiana. Each team has 
three lead members: a lead person from SHP Prevention, a lead person from SHP Services, and a lead person from 
the community. This structure is intended to ensure that the HIV Planning process is not HRSA, CDC, state, or 
contractor/provider driven, but a shared community/collaborative partnership among all stakeholders. The eight 
teams and a brief description of each team’s major responsibilities are given below:  
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1. Administration: Document and describe stakeholder engagement/planning process, membership 

recruitment, draft bylaws and letter(s) of concurrence, etc. 
2. Monitoring & Evaluation: Evaluate planning processes, develop template for teams to use for establishing 

SMART objectives, establish 5-year SMART objectives to address M&E questions from the CDC HIV 
Planning Guidance, etc. 

3. High Impact/Core Prevention: Plan core prevention activities and establish 5-year SMART objectives for 
Recruitment/Outreach and CTRS with CBOs; HIV Screening in Healthcare Settings; Linkage to Care 
Activities; and Condom Distribution 

4. Core Treatment & Supportive Services: Plan core treatment and supportive  services activities and 
establish 5-year SMART objectives for Case Management, Treatment/Medication Adherence Projects 

5. Awareness & Social Marketing: Develop a comprehensive Resource Inventory/Directory, develop 5-year 
SMART objectives for Social Marketing Campaigns, Statewide Websites, Statewide Info Line, Social Media 

6. Epidemiology & Research: Develop Louisiana HIV Epi Profile, document adherence to confidentiality 
standards, reporting, etc. 

7. Prioritized Populations & Programming: Identify priority populations based on local HIV epidemiology 
and develop plans for prevention, treatment and care activities for the priority populations, including 5-
year SMART objectives. 

8. Capacity Building & Policy Initiatives Team: Develop plan and document current and future policy 
initiatives develop 5-year SMART objectives for capacity building and policy initiatives, etc. 

 
In addition to the statewide meetings, there have been two meetings with leaders from each of the teams. Each 
team has also met at least twice, with team members either in attendance or present through phone 
conferencing. During these meetings, attendance is taken and team members are assigned sections of the Plan to 
research or write, such as addressing the corresponding NHAS and Healthy People 2020 goals, conducting 
background research to describe the Prevention and Care Needs of the HIV-infected population, describing how 
targeted programming will coordinate/collaborate with other Prevention and Services programs, and establishing 
objectives.  
 
Decision making on the teams has been an open, democratic process. Team leaders promote an open dialogue to 
provide solutions to barriers related to effective HIV Prevention, Treatment and Care.  The team members 
participate in identifying activities to enhance community engagement/collaboration in the creation of the 
statewide HIV/AIDS strategy. 
 
Step 3: Louisiana HIV/AIDS Strategy Development 
The main activity for this third step focuses on informing the development (or updating) of the Louisiana HIV/AIDS 
Strategy and to ensure that the community and stakeholders were provided opportunities to be engaged in the 
creation of the statewide strategy to reduce HIV incidence, increase access to quality HIV treatment and care and 
address HIV-related health disparities. 
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Chapter 2. 2010 Louisiana Epidemiologic Profile for HIV/AIDS 
Prevention, Treatment and Care Planning 

 
 

Louisiana’s Population and Healthcare Environment 
In the 2010 census, the total population of Louisiana was 4,533,372 people.  Louisiana is made up of 64 Parishes 
(equivalent subdivisions to counties in other states).  In 2010, parish populations ranged from a low of 5,252 
people (Tensas Parish) to a high of 440,171 people (East Baton Rouge Parish).  While the state is considered rural, 
75% of the population resides in urban areas (Census, 2010).   
 

Table 1. Distribution of the General Population by Region 
Louisiana, 2002, 2006 & 2011 

Public Health Region 
2002 Total 
Population 

2006 Total 
Population 

% Change 
from        

2001-2006 

2010 Total 
Population 

% Change from                
2006-2010 

% Change from                      
2001 to 2010 

1 - New Orleans 1,016,517 665,017 -34.6%    856,566  28.8% -15.7% 
2 - Baton Rouge 604,836 640,611 5.9%    667,042  4.1% 10.3% 
3 - Houma 368,204 396,152 7.6%    405,468  2.4% 10.1% 
4 - Lafayette 551,400 570,615 3.5%    588,413 3.1% 6.7% 
5 - Lake Charles 282,191 281,764 -0.2%    294,402  4.5% 4.3% 
6 - Alexandria 299,385 302,252 1.0%    309,773  2.5% 3.5% 
7 - Shreveport 521,695 531,005 1.8%    548,990  3.4% 5.2% 
8 - Monroe 338,003 348,525 3.1%    356,487  2.3% 5.5% 
9 - Hammond/Slidell 469,312 504,386 7.5%    547,695  8.6% 16.7% 

     Louisiana          4,451,543            4,240,327           -4.7%          4,574,836 7.9% 2.8% 

Source: 2002 US Census  

 
 From 2001 to 2006, the population of the New Orleans region decreased 35%, largely due to the impact 

of the levee breaches which ensued after Hurricane Katrina. The hurricane devastated the New Orleans 
metropolitan area in August 2005 and caused a massive displacement of the population.  Between 2006 
and 2011, the population of the New Orleans region increased 29%, but is still 16% below the population 
reported in 2001.   

 
Demographic Composition 
According to the 2011 estimated census data, the racial and ethnic composition of the state was estimated to be 
63% white, 32% African American, 2% Asian, and <1% American Indian.  Persons of Hispanic origin were estimated 
to make up 4% of the total population.  Approximately 78% of persons living in Louisiana in 2011 were born in 
Louisiana and 3.8% are foreign born.  Of the foreign-born population, 60% are non-US citizens.  Further, in 2011, 
the census estimates that persons under the age of 18 made up 24.5% of the population while persons 65 and 
older made up 12.5% of the population.  As in previous years, the estimated proportion of females in the overall 
population in 2011 was slightly higher than that of males (51% vs. 49%). The following table summarizes the 
demographics of Louisiana’s population according to the 2010 census (Table 2): 
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Table 2. Demographic Composition of Population  
Louisiana, 2010 

Race/Ethnicity and Sex Population Number Population Percent 

African American Women 757,073 16.7% 

African American Men 684,539 15.1% 

White Women 1,387,212 30.6% 

White Men 1,346,411 29.7% 

Hispanic Women 86,134 1.9% 

Hispanic Men 104,268 2.3% 

Asian Women 36,267 0.8% 

Asian Men 36,267 0.8% 

Am. Indian Women 13,600 0.3% 

Am. Indiana Men 13,600 0.3% 

Other Women 27,200 0.6% 

Other Men 40,800 0.9% 

Total 4,533,372 100% 

Age Group* Population Number Population Percent 

10-24 952,008 21% 
15-24 680,006 15% 
<18 1,133,343 25% 
18-64 2,856,024 63% 
>64 544,005 12% 

*Total of age groups listed exceeds the total population because some of the age groups overlap. 

Source: 2010 US Census 

 
Poverty, Income, and Education 
In 2011, the average household size in Louisiana was 2.6 persons and the average family size was 3.3 persons.  Of 
all Louisiana households, 66% are considered family households of which 26% have a female head of household 
with no husband present.  An estimated 82.5% of Louisiana residents aged 25 years and older had attained a high 
school degree or higher, and 21.1% had a bachelor’s degree or higher.  The estimated median household income 
in Louisiana was $41,734 for 2011.  Moreover, an estimated 17.9% of the population had an income below the 
federally defined poverty level, and 16.1% of families have an income below the poverty level.  Louisiana has one 
of the highest proportions of children living in poverty, with an estimated 28.8% of all children 18 years or 
younger living in households with an income below the federally defined poverty level in 2011 compared to the 
national estimate of 22.5% of all US children.  The unemployment rate as of December 2011 in Louisiana was 7.0% 
(US Beaureau of Labor and Statistics, 2011). 
 
Health Indicators 
In the 2011 United Health Foundation’s America’s Health Rankings report, Louisiana ranked 50th out of 50 in 
overall health. This national health survey compares multiple health outcomes and health determinants in all 
states.  The low-place ranking is predominately due to increases in obesity, low high school graduation rates, high 
infant mortality rates, high percentage of children in poverty and high infectious disease rate.  In 2011, an 
estimated 20.8% of Louisiana residents lack health insurance, compared to a national average of 15.7% (Kaiser, 
2011). 
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Public Aid 
In 2011, Medicaid covered 20% and Medicare covered 13% of all persons living in Louisiana.  Medicaid 
expenditures in Louisiana totaled $6.9 billion in the 2010 fiscal year.  In 2011, 47% of children ages 0-18 were 
insured through Medicaid, and 10% of children were uninsured (Kaiser, 2011). 
 
Publicly Available Healthcare in Louisiana 
The Office of Public Health (OPH) provides free and low-cost basic health services through parish health units in 
the regions.  Services include family planning, HIV testing, STD screening and treatment, nutrition programs, and 
immunizations.  Regional activities also include sanitation, environmental monitoring, and epidemiologic 
investigations.  (See the Office of Public Health website for additional information about OPH programs 
www.dhh.louisiana.gov/oph).  Comprehensive inpatient and outpatient medical services are also available in each 
region of the state through regional public medical centers.  The three medical centers in the central and northern 
parts of the state operate under the auspices of the Louisiana State University (LSU) – Shreveport system, and the 
seven medical centers in the southern part of the state operate under the LSU Health Care Services Division.  
Individuals may access care at these facilities regardless of insurance status or ability to pay.      
 
Incarcerated Population and Crime 
In 2011, the crime rate in Louisiana was 5% lower than the national average rate. Property crimes accounted for 
92% of the crime rate and violent crimes accounted for 8% of the crime rate.  In 2011, Louisiana’s incarceration 
rate (per 100,000 persons) was 2.15 times higher than the national average incarceration rate. Of the 50 states, 
the Louisiana incarceration rate ranked 1st with 867 per 100,000 adults incarcerated.  A total of 39,610 inmates 
were managed by the Louisiana Department of Public Safety and Corrections (DOC) (National Institue of 
Corrections, 2011).   
 
Men who have Sex with Men (MSM) 
Researchers and demographers at the Williams Institute averaged findings from two distinct statistical models 
previously developed to estimate the total state-specific percentage and number of MSM (Leib, et al, 2011). The 
models are based on state specific rural/suburban/urban characteristics and an index using state-specific census 
data on same-sex male unmarried partners. A third model, based on racial/ethnic ratios from a nationally 
representative behavioral survey (National Survey of Family Growth), partitioned these statewide numbers by 
race/ethnicity. The combined estimate (from both statistical models) indicates that approximately 5.4% of 
Louisiana’s male population are MSM. Stated differently, 5.4% (or 119,953) of the 2,221,352 men living in 
Louisiana are MSM which equates to 2.6% of the total Louisiana population. The study also provides estimates of 
the number of MSM living in Louisiana by Race/Ethnicity. These estimates were applied to the 2010 Louisiana 
Census to create the table below (Table 3).  
 

Table 3. Estimated Distribution of MSM by Race/Ethnicity 
Louisiana, 2010 

Racial/ 
Ethnic 
Group: 

White MSM 
African 
American 
MSM 

Hispanic MSM Asian MSM 
American 

Indian MSM 
Other MSM 

Total 
MSM 

Number 85,766 28,189 4,198 960 360 480 119,953 
Percent 71.5% 23.5% 3.5% 0.8% 0.3% 0.4% 100% 

 

 
Although the estimates cited here are noted by the authors to likely be susceptible to underestimation, a number 
of other studies based on probability samples report  that at least 3%–6% of adults in the general population are 
homosexual (Binson, et al, 1995; Fay, et al, 1989; Laumann, et al., 1994;Black, et al, 2000). Also, based on national 
survey data, Binson et al (1995) found that 5.3% of men aged 18 to 49 years reported same-gender sexual activity, 
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and Fay et al (1989) estimated that 6.7% of adult men in the United States reached orgasm with another man 
after age 19 years. Black et al (2000) used other national survey data to find that 4.7% of men aged 18–59 years 
reported having sexual contact with another man at least once since age 18 and one additional study, using 
random sampling, found that approximately 1% of adult men in rural areas, 4% in suburban areas, and 9% in large 
cities self-identify as gay (Laumann, et al., 1994). In summary, the culmination of research on the size of the MSM 
population in the United States supports the estimates adopted for this Louisiana HIV Epidemiological Profile 
(5.4% of the Louisiana Male population, 2.6% of the total Louisiana population are MSM). 
 
Injection Drug Users (IDUs) 
The Louisiana HPG, in consultation with the CDC funded New Orleans HIV Behavioral Surveillance Project, 
adopted an estimate of the injection drug user (IDU) population from research by Friedman et al which allocated 
IDU population sizes among 96 of the largest metropolitan areas in the United States (including New Orleans) 
using four different estimation methods (Friedman, et al, 2004). The best estimate from the four models indicates 
that approximately 1% of Louisiana’s population (or 45,334 individuals) are IDUs.  The HIV Behavioral Surveillance 
Project and other national research indicates that racial/ethnic characteristics of IDUs are very similar to the 
general population; however, IDUs are approximately three times more likely to be male (Kaplan and Soloshatz, 
1993; CDC, 2001) The cumulative available research on the size and demographic characteristics of the IDU 
population were applied to the population of IDUs residing in Louisiana to create the following table (Table 4): 

 
Table 4. Estimated Distribution of IDU by Race/Ethnicity and Sex1 

Louisiana, 2010 

Racial/Ethnic 
Group: White IDU 

African 
American 
IDU 

Hispanic IDU Asian IDU 
American 
Indian IDU 

Total 
IDU 

Women Number 6,913 3,627 453 227 113 11,333 
Percent 61% 32% 4% 2% 1% 100% 

Men Number 20,741 10,880 1,360 680 340 34,001 
Percent 61% 32% 4% 2% 1% 100% 

 

 
Because much of the existing research on IDUs in general, and the population size of IDUs in particular, largely 
focuses on urban areas (such as New Orleans). Applying these estimates to determine an entire state’s IDU 
population may result in an overestimate of the population size (if IDUs are more likely to reside in urban areas). 
However, no studies have examined or compared the population of IDUs in rural areas with urban areas, northern 
states with southern states, etc. Some other national estimates of the overall population of IDUs are fairly similar 
to the 1% estimate adopted by the Louisiana HPG. For example, Holmberg (1996) estimated that 0.4%–1.3% of 
the nationwide adult population were IDUs in the past year and Leib et al estimated 1.4% of the US population to 
be IDU (Leib, et al, 2004), both of which lend support for the estimate chosen. 
 
People Living With HIV and/or AIDS (PLWH) 
As of December 31, 2010, 17,679 people were known to be living with HIV infection in Louisiana; 9,572 (54%) 
were living with AIDS and 8,107 (46%) were living with HIV (non-AIDS).   
  

                                                           
1 Estimates were calculated by multiplying the total number of IDUs (45,334) by 75% to determine the overall number of male IDUs and by 25% to determine 

the overall number of female IDUs (based on research that there are three times more male IDUs than female IDUs); finally, the total number of male and 

female IDUs were multiplied by the percentage of each racial/ethnic group in the general population (based on research that IDUs are similar to the general 
population in terms of race/ethnicity).    
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Table 5. Characteristics of PLWH 
Louisiana, 2011 

    

    Number Percent 

TOTAL   17,735 100% 
Race/Ethnicity and Sex       
African American Women 

 
4,422 24.9% 

African American Men 
 

7,672 43.3% 
White Women 749 4.2% 
White Men 

 
4,037 22.8% 

Hispanic Women 
 

125 0.7% 
Hispanic Men 540 3.0% 
Asian Women 12 0.1% 
Asian Men 44 0.2% 
Am. Indian Women 6 0.0% 
Am. Indian Men 22 0.1% 
Other Women 28 0.2% 
Other Men 78 0.4% 
Age Group   Age in 2011 
  0-12 

 
69 0.4% 

  13-19 
 

196 1.1% 
  20-24 

 
899 5.1% 

  25-34 
 

3,554 20.0% 
  35-44 

 
4,493 25.3% 

  45-54 
 

5,506 31.0% 
  55-64 

 
2,433 13.7% 

  65+ 
 

585 3.3% 
Imputed Transmission Category     
  MSM 8,062 45.5% 
  IDU 2,690 15.2% 
  MSM/IDU 

 
1,325 7.5% 

  High Risk Heterosexual (HRH) 5,390 30.4% 
  Transfusion/Hemophilia/Other 81 0.5% 
  Perinatal/Pediatric 

 
187 1.1% 

Rural/Urban       

  Rural 
 

2,581 14.6% 
  Urban 

 
15,154 85.4% 

Region       

  1-New Orleans 5,934 33.5% 
  2-Baton Rouge 4,570 25.8% 
  3-Houma 

 
696 3.9% 

  4-Lafayette 1,371 7.7% 
  5-Lake Charles 968 5.5% 
  6-Alexandria 767 4.3% 
  7-Shreveport 1,441 8.1% 
  8-Monroe 939 5.3% 
  9-Hammond/Slidell 1,049 5.9% 
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 In 2011, males made up almost 70% of all PLWH in Louisiana. 

 Although African Americans made up only 32% of Louisiana’s population in 2011, they accounted for 68% of 
all PLWH. 

 The majority of PLWH live in urban areas and are MSM or HRH.  
 

New AIDS Diagnoses 
In 2011, Louisiana ranked 4th in estimated AIDS case rates and 11th in the number of AIDS cases reported in the 
U.S. according to the CDC’s 2011 HIV Surveillance Report, VOL 23.  

 

 
 

    In 2010, the number of new AIDS cases diagnosed in Louisiana was 805, and in 2011, the number of newly 
diagnosed AIDS cases was 796 (a 1% decrease).  

    Over the past 10 years, the number of AIDS diagnoses has ranged from a high of 969 cases in 2002 to a 
low of 766 cases in 2006.  

  

Figure 1.  
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Table 6. Characteristics of People 
 Newly Diagnosed with AIDS                 

Louisiana, 2011 

      

  Number Percent 

TOTAL   805 100.0% 
Sex       
  Female 

 
225 28.3% 

  Male 
 

571 71.7% 
Race/Ethnicity     
  African American 605 76.0% 
  Hispanic/Latino 31 3.9% 
  White 

 
155 19.5% 

  Other/Unknown/Multi-race 5 0.6% 
Age Group   Age at AIDS diagnosis 
  0-12 

 
1 0.1% 

  13-19 
 

19 2.4% 
  20-24 

 
62 7.8% 

  25-34 
 

222 27.9% 
  35-44 

 
214 26.9% 

  45-54 
 

184 23.1% 
  55-64 

 
76 9.5% 

  65+ 
 

18 2.3% 
Imputed Transmission Category     
  MSM 379 47.6% 
  IDU 132 16.6% 
  MSM/IDU 

 
30 3.8% 

  HRH 247 31.0% 
  Transfusion/Hemophilia/Other 0 0.0% 
  Perinatal/Pediatric 8 1.0% 
Rural/Urban     
  Rural 

 
118 14.8% 

  Urban   678 85.2% 

Region       

  1-New Orleans 261 32.8% 
  2-Baton Rouge 219 27.5% 
  3-Houma 

 
31 3.9% 

  4-Lafayette 56 7.0% 
  5-Lake Charles 41 5.2% 
  6-Alexandria 41 5.2% 
  7-Shreveport 66 8.3% 
  8-Monroe 38 4.8% 
  9-Hammond/Slidell 43 5.4% 
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 In 2011, 28% of new AIDS diagnoses were among females and 72% were among males. 

 The large majority (76%) of AIDS diagnoses occurred among African Americans. Whites accounted for only 
20% of new AIDS diagnoses and Hispanics accounted for an additional 4%.  

 In 2011, the greatest number of new AIDS diagnoses were among people age 25-34, followed by people age 
35-44.   

 In 2011, the greatest number and percentage of new AIDS diagnoses were in MSM, followed by HRH and 
IDUs.   

 The majority of AIDS diagnoses occurred in urban areas in 2011 (85%). Almost 33% of all new AIDS diagnoses 
occurred in the New Orleans region followed by the Baton Rouge region with almost 28% of new AIDS 
diagnoses. 

 
New HIV Diagnoses 
 

Although the number of new HIV diagnoses decreased from 1999 to 2005, it has increased by 32% since 2005. The 
lower number of new diagnoses in 2005 and 2006 was due to the impact of Hurricane Katrina in August 2005, 
which caused a significant dislocation of the population and a disruption of HIV testing services. 

 

 
 

 In 2011, 1,282 individuals were newly diagnosed with HIV in Louisiana, a 9% increase from 2010.   
  

Figure 2.  
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Table 7. Characteristics of People 
 Newly Diagnosed with HIV                                                      

Louisiana, 2011 

      

    Number Percent 

TOTAL   1,282 100.0% 

Race/Ethnicity and Sex       
African American Women 

 
311 24.3% 

African American Men 
 

633 49.4% 
White Women 

 
46 2.% 

White Men 
 

199 3.6% 
Hispanic Women 

 
13 1.0% 

Hispanic Men 
 

68 5.3% 
Asian Women 

 
1 0.1% 

Asian Men 
 

3 0.2% 
Am. Indian Women 

 
2 0.2% 

Am. Indian Men 
 

1 0.1% 
Other Women 

 
1 0.1% 

Other Men 
 

4 0.3% 
Age Group   Age at HIV Diagnosis 
  0-12 

 
4 0.3% 

  13-19 
 

92 7.2% 
  20-24 

 
229 17.9% 

  25-34 
 

388 30.3% 
  35-44 

 
241 18.8% 

  45-54 
 

232 18.1% 
  55-64 

 
78 6.1% 

  65+ 
 

18 1.4% 
Imputed Transmission Category     
  MSM 674 52.6% 
  IDU 140 10.9% 
  MSM/IDU 

 
48 3.7% 

  HRH 415 32.4% 
  Transfusion/Hemophilia/Other 0 0.0% 
  Perinatal/Pediatric 5 0.4% 
Rural/Urban     
  Rural 

 
197 15.4% 

  Urban 
 

1,085 84.6% 
Region       

  1-New Orleans 435 33.9% 
  2-Baton Rouge 303 23.6% 
  3-Houma 

 
58 4.5% 

  4-Lafayette 93 7.3% 
  5-Lake Charles 52 4.1% 
  6-Alexandria 70 5.5% 
  7-Shreveport 130 10.1% 
  8-Monroe 72 5.6% 
  9-Hammond/Slidell 69 5.4% 
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 In 2011, only 29% of new HIV diagnoses were among females, and 71% of new HIV diagnoses were among 
males. 

 African Americans accounted for 74% of all new HIV diagnoses in Louisiana, and whites accounted for 19% 
followed by Hispanics with 6%.  

 In 2011, the greatest number and percentage of diagnoses were in people age 25-34 and people age 35-
44 years made up almost 19% of all new HIV diagnoses. 

 In 2011, 53% of new HIV diagnoses were among MSM, and 32% among HRH. 

 In Louisiana, most new diagnoses (85% in 2011) were among people residing in urban areas.  Over 34% of 
all new HIV diagnoses occurred in the New Orleans region followed by the Baton Rouge region with 24% 
of new HIV diagnoses. 

 
Late Diagnoses 
 

The improved antiretroviral medications and preventive therapies now available for people living with HIV, more 
than ever before, underscores the importance of people receiving routine HIV testing, and if positive, linked into 
care early so that they can benefit from the treatment advances.  Unfortunately, a significant number of people 
are still not tested for HIV until they are symptomatic.  In 2006, the CDC released new recommendations for HIV 
testing of adults, adolescents and pregnant women in health-care settings. HIV screening is recommended for all 
patients age 13 and older, unless the patient declines testing (“opts out”).  People at high risk of HIV should be 
tested annually.  HIV screening is required for all pregnant women as part of their routine prenatal screening 
tests. 
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Table 8. Late HIV Testing                                                                                                                                                                    
Louisiana, 2011 

  
 

  
New HIV 

Diagnoses  
AIDS at Time of 

Diagnosis* 
AIDS Within 6 Months 

of Diagnosis 

Total 1,282 317 25% 411 32% 

Sex 
     

  Female 374 75 20% 103 28% 
  Male 908 242 27% 308 34% 
Race/Ethnicity 

     
  American Indian/Alaskan Native 3 0 0% 0 0% 
  Asian/Pacific Islander 4 2 50% 2 50% 
  African American 944 209 22% 287 30% 
  Hispanic/Latino 81 20 25% 25 31% 
  White 245 85 35% 96 39% 
  Other/Unknown/Multi-race 5 1 20% 1 20% 

Age Group 
     

  0-12 4 1 25% 1 25% 
  13-19 92 5 5% 7 8% 
  20-24 229 16 7% 30 13% 
  25-34 388 79 20% 111 29% 
  35-44 241 85 35% 102 42% 
  45-54 232 80 34% 102 44% 
  55-64 78 41 53% 46 59% 
  65+ 18 10 56% 12 67% 

Transmission Category 
     

  MSM 674 165 24% 215 32% 
  IDU 140 49 35% 60 43% 
  MSM/IDU 48 13 27% 15 31% 
  HRH 415 89 21% 120 29% 
  Transfusion/Hemophilia/Other 0 0 0% 0 0% 
  Perinatal/Pediatric 4 1 20% 1 20% 

Region 
     

  1-New Orleans 435 105 24% 139 32% 
  2-Baton Rouge 303 74 24% 93 31% 
  3-Houma 58 20 34% 26 45% 
  4-Lafayette 93 23 25% 30 32% 
  5-Lake Charles 52 16 31% 20 38% 
  6-Alexandria 70 14 20% 22 31% 
  7-Shreveport 130 26 20% 34 26% 
  8-Monroe 72 17 24% 22 31% 
  9-Hammond/Slidell 96 22 23% 25 26% 
* If AIDS diagnosis was within 1 month of HIV diagnosis 
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 Of the 1,282 people diagnosed with HIV in 2011, 25% had an AIDS diagnosis at the time of their initial HIV 
diagnosis.  Males and people 55 and older were more likely to have an AIDS diagnosis at the time of their HIV 
diagnosis.  

 Overall, 32% of people had an AIDS diagnosis within six months of their HIV diagnosis.  People over the age of 
35 were more likely to have an AIDS diagnosis within six months. 

 IDUs were more likely to have AIDS at the time of their HIV diagnosis and to have an AIDS diagnosis within six 
months of their initial HIV diagnosis compared to people with other risk factors. 

 Of the 9 public health regions in Louisiana, Houma and Lake Charles had the greatest percentage of new 
diagnoses with AIDS at the time of HIV diagnosis and the greatest percentage of new diagnoses with an AIDS 
diagnosis within six months.  

 
Median CD4 Count at Time of HIV Diagnosis 
 

Another indication of people being diagnosed late in their disease progression is an analysis of the CD4 count 
collected close to the time of a person’s HIV diagnosis. A normal CD4 count in a healthy, HIV-negative adult varies 
between 600-1200 CD4 cells/mm3. Because HIV attacks the CD4 cell, a count of CD4 cells is a good indicator of the 
progression of a person’s disease. A CD4 count below 200 cells/mm3 is defined as an AIDS diagnosis and a CD4 
count below 350 cells/mm3 is usually an indication that a person should begin medical treatment (Map, 2011). 
 
 

 
 
 

 In 2011, the median CD4 count for people diagnosed with HIV in Louisiana was only 315. Although this is a 
significant improvement since 2007, the fact that the median is below 350, which is an indication of the need 
for treatment, means that people are being diagnosed late in their disease progression (CD4 Count at HIV 
Diagnosis Slowly Climbing Across USA and Canada, 2010). More work must be done to get people diagnosed 
earlier and into treatment. 

 Antiretroviral treatment guidelines updated in March 2012 are currently recommending antiretroviral 
treatment for all people with HIV infection, with particular emphasis on treatment for people with CD4 cell 
counts below 500; anyone at risk of transmitting HIV to partners; pregnant women; and people with hepatitis 
B co-infection or HIV-related kidney disease. 

 The new recommendations strengthen previous US recommendations on when to start treatment, which 
recommended initiating treatment at CD4 cell counts between 350 and 500 cells/mm3.  

Figure 3.  



 

 

32 

 

 
 
Unmet Need (PLWH but Not In Care) 
People who had at least one CD4 or VL test within a 12-month period are considered to have been “in care” 
during that year.  People who did not, are considered “out of care,” and are deemed as having an “unmet need” 
for treatment.  Louisiana’s Public Health Sanitary Code requires that laboratories report all test results indicative 
of HIV infection for people residing in Louisiana.  As a result, laboratory data can be used to assess whether a 
person is in care or not in care during a specified time period.  
 

 
 

 The overall percentage of people who are out of care has steadily decreased since 2006 to 32% of all 
PLWH in 2011.  

 People living with an AIDS diagnosis continue to have lower percentages of unmet need than people living 
with HIV and no AIDS diagnosis.  People living with AIDS diagnoses may require more medications and 
may have more symptoms, leading them to seek out more frequent medical visits.  

  

Figure 4.  
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Table 9. Unmet Need for Primary Medical Care                                                   
Louisiana, 2011 

  

2011 

Percent in Care 
Percent Not 

 in Care                        
(Unmet Need) 

Overall   68% 32% 

  People living with HIV 55% 45% 

  PLWH 79% 21% 

Sex       

  Female 
 

72% 28% 

   Male 
 

66% 34% 

Race/Ethnicity     

  African American 68% 32% 

  Hispanic/Latino 47% 53% 

  White 
 

71% 29% 

Age Group       

  0-12 
 

81% 19% 

  13-24 
 

68% 32% 

  25-44 
 

66% 34% 

  45-64 
 

70% 30% 

  65+ 
 

65% 35% 

Region       

  1-New Orleans 67% 33% 

  2-Baton Rouge 73% 27% 

  3-Houma 
 

75% 25% 

  4-Lafayette 67% 33% 

  5-Lake Charles 58% 42% 

  6-Alexandria 63% 37% 
  7-Shreveport 62% 38% 

  8-Monroe 66% 34% 

  9-Hammond/Slidell 71% 29% 
 
 
 

 Of people living with HIV/AIDS in 2011, only 68% had at least one primary medical care visit during the year.  
People living with AIDS were more likely to have a medical visit (79%) compared to those without AIDS 
diagnoses (55%). 

 Females, non-Hispanics, and people under the age of 13 were also more likely to be receiving medical care. 

 People residing in the Baton Rouge, Houma, and Hammond/Slidell regions were most likely to be in care, 
while people in the Lake Charles (42%), Shreveport (38%) and New Orleans (33%) area were least likely to be 
in care. 
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People Unaware of Their HIV Infection 
The estimated national percentage of people who are unaware of their HIV status is 20% (CDC, 2008). The 
equation used for this estimate is called “Estimated Back Calculation (EBC) methodology.” Below is the estimate 
of people living with HIV in Louisiana who are unaware of their HIV status as of December 31, 2009 and as of 
December 31, 2010. As the number of PLWH increases in the state, so will the number of PLWH who are unaware 
of their status, as long as the percent who are unaware remains constant.  
 
The estimate is calculated using two variables. Variable “p” is the National Proportion of Undiagnosed HIV, which 
is currently set at 20% or 0.20. Variable “N” is the Number of Individuals Diagnosed with HIV and Living as of a 
certain date. The equation to calculate the number of people who are unaware of their status is: 
 

Local Unaware or Undiagnosed = (p x N) ÷ (1- p) 
 
The following table has the calculation for the number of people who are unaware as of December 31, 2009 and 
December 31, 2010. 
 

Table 10. Louisiana Residents Unaware of HIV Infection 

 

p N 
# of People living in Louisiana 

with HIV/AIDS who are 
Unaware of their Status 

2009 0.20 16,879 4,220 

2010 0.20 17,679 4,420 

 
As of December 31, 2010, there are an estimated 4,420 people living in Louisiana with HIV infection who are 
unaware of their status. This is an increase of 200 people compared to the number who were unaware of their 
status as of December 31, 2009.  
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Chapter 3. Priority Populations and Groups of Special Interest 
 

Priority Populations for HIV Prevention, Treatment and Care Planning 
The HPG identified priority populations based on the local epidemiology of HIV (Chapter 2). Priority populations 
are defined as any identified group that accounts for a significantly greater proportion2 of the HIV/AIDS epidemic 
in Louisiana (% of PLWH and/or % of New Diagnoses) than they proportionately represent in the general Louisiana 
population. The following table lists various groups along with their corresponding HIV/AIDS burden and 
population share (Table 11): 
 

Table 11. Analysis of HIV Burden for Priority HIV Planning 

Group % PLWH % New Dx % of LA Pop. 
Priority 

Population 

HIV Burden Among MSM 

African American MSM 28.7% 37.0% 0.6% Yes 

White MSM 21.6% 17.0% 1.9% Yes 

Hispanic MSM 2.2% 2.0% 0.1% Yes 

Asian MSM 0.2% 1.0% 0.02% Yes 

Other MSM 0.4% 1.0% 0.02% Yes 

HIV Burden Among IDUs 

African American Women IDU 4.7% 3.9% 0.08% Yes 

African American Men IDU 7.4% 4.9% 0.24% Yes 

White Women IDU 1.6% 1.2% 0.15% Yes 

White Men IDU 1.6% 0.9% 0.46% Yes 

Hispanic Women IDU 0.1% 0.1% 0.01% Yes 

Hispanic Men IDU 0.4% 0.3% 0.03% Yes 

Asian Women IDU 0.1% 0.0% 0.01% Yes 

Asian Men IDU 0.1% 0.0% 0.01% Yes 

Other Women IDU 0.05% 0.3% 0.01% Yes 

Other Men IDU 0.1% 0.2% 0.01% Yes 

HIV Burden Among Racial/Ethnic and Gender Groups 

African American Women 24.1% 24.3% 16.7% Yes 

African American Men 42.7% 49.6% 15.1% Yes 

White Women 4.2% 2.8% 30.6% No 

White Men 24.1% 18.4% 29.7% No 

Hispanic Women 0.7% 0.6% 1.9% No 

Hispanic Men 3.0% 2.3% 2.3% No 

Asian Women 0.1% 0.1% 0.8% No 

Asian Men 0.3% 0.4% 0.8% No 

Other Women 0.2% 0.5% 0.6% No 

Other Men 0.6% 1.1% 1.0% No 

Transgender Unknown Unknown Unknown No 

  

                                                           
2
 A significantly greater proportion is defined as a difference of at least 5 absolute percentage points. 
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Table 11 (continued). Analysis of HIV Burden for Priority HIV Planning 

Group % PLWH % New Dx 
% of LA 

Pop. 
Priority 

Population 

HIV Burden Among Age Groups 

15-24 5.7% 25.4% 14.7% Yes 

24-34 19.8% 28.6% 13.8% Yes 

35-44 26.7% 19.4% 12.5% Yes 

45-54 31.7% 18.9% 14.5% Yes 

55-64 12.6% 6.1% 11.9% No 

65-74 2.5% 1.1% 6.8% No 

75+ 0.4% 0% 5.4% No 

HIV Burden Among Other Disenfranchised Groups 

PLWH 100% 100% 0.4% Yes 

Incarcerated Individuals 3.0% 5.0% 0.8% Yes 

Undocumented Workers Unknown Unknown Unknown No 

Uninsured/Under-
insured 

Unknown Unknown Unknown No 

HIV Burden Among Public Health Regions 

Region 1 (New Orleans) 36.1% 31.2% 18.4% Yes 

Region 2 (Baton Rouge) 24.9% 26.0% 14.6% Yes 

Region 3 (Houma) 3.5% 4.9% 9.0% No 

Region 4 (Lafayette) 7.5% 8.3% 12.9% No 

Region 5 (Lake Charles) 5.4% 4.2% 6.5% No 

Region 6 (Alexandria) 4.2% 5.2% 6.8% No 

Region 7 (Shreveport) 7.8% 9.0% 12.0% No 

Region 8 (Monroe) 5.2% 5.0% 7.8% No 

Region 9 (Slidell) 5.5% 6.2% 11.9% No 
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Table 11 (continued). HIV Burden Among Parishes 

LA Parish % PLWH % New Dx %LA Pop Priority Population 

Acadia Parish 0.50% 0.70% 1.40% No 

Allen Parish 1.30% 0.20% 0.60% Marginal 

Ascension Parish 1.00% 1.00% 2.40% No 

Assumption Parish 0.10% 0.30% 0.50% No 

Avoyelles Parish 0.70% 0.60% 0.90% No 

Beauregard Parish 0.20% 0.20% 0.80% No 

Bienville Parish 0.20% 0.10% 0.30% No 

Bossier Parish 0.80% 0.80% 2.60% No 

Caddo Parish 5.20% 7.10% 5.60% Marginal 

Calcasieu Parish 3.60% 3.50% 4.20% No 

Caldwell Parish 0.10% 0.20% 0.20% No 

Cameron Parish 0.00% 0.00% 0.00% No 

Catahoula Parish 0.10% 0.10% 0.20% No 

Claiborne Parish 0.30% 0.20% 0.40% No 

Concordia Parish 0.20% 0.20% 0.50% No 

De Soto Parish 0.30% 0.40% 0.60% No 

East Baton Rouge Parish 19.20% 19.10% 9.70% Yes 

East Carroll Parish 0.20% 0.10% 0.20% No 

East Feliciana Parish 0.90% 0.60% 0.40% Marginal 

Evangeline Parish 0.40% 0.70% 0.70% No 

Franklin Parish 0.20% 0.20% 0.50% No 

Grant Parish 0.20% 0.10% 0.50% No 

Iberia Parish 0.60% 0.60% 1.60% No 

Iberville Parish 2.30% 1.50% 0.70% Marginal 

Jackson Parish 0.20% 0.20% 0.40% No 

Jefferson Parish 8.90% 9.60% 9.50% Marginal 

Jefferson Davis Parish 0.30% 0.20% 0.70% No 

Lafayette Parish 0.10% 3.00% 4.90% No 

Lafourche Parish 3.60% 0.80% 2.10% Marginal 

La Salle Parish 0.60% 2.30% 0.30% Yes 

Lincoln Parish 0.40% 0.50% 1.00% No 

Livingston Parish 0.90% 0.80% 2.80% No 

Madison Parish 0.20% 0.20% 0.30% No 

Morehouse Parish 0.40% 0.40% 0.60% No 

Natchitoches Parish 0.60% 0.90% 0.90% No 

Orleans Parish 25.40% 23.20% 7.90% Yes 

Ouachita Parish 2.90% 3.60% 3.40% Marginal 

Plaquemines Parish 0.20% 0.30% 0.50% No 

Pointe Coupee Parish 0.30% 0.10% 0.50% No 

Rapides Parish 2.20% 2.00% 2.90% No 

Red River Parish 0.00% 0.20% 0.20% No 

Richland Parish 0.20% 0.40% 0.50% No 

Sabine Parish 0.10% 0.20% 0.50% No 

St Bernard Parish 0.70% 0.30% 0.90% No 

St Charles Parish 0.50% 0.50% 1.10% No 

St Helena Parish 0.10% 0.20% 0.20% No 

St James Parish 0.30% 0.30% 0.50% No 

St John the Baptist Parish 0.70% 1.40% 1.00% Marginal 

St Landry Parish 1.40% 1.20% 1.80% No 

St Martin Parish 0.60% 0.50% 1.20% No 

St Mary Parish 0.40% 0.20% 1.20% No 

St Tammany Parish 2.00% 1.50% 5.20% No 

Tangipahoa Parish 1.80% 2.10% 2.70% No 

Tensas Parish 0.20% 0.10% 0.10% No 

Terrebonne Parish 1.10% 1.00% 2.40% No 

Union Parish 0.20% 0.10% 0.50% No 

Vermilion Parish 0.50% 0.50% 1.30% No 

Vernon Parish 0.30% 0.50% 1.10% No 

Washington Parish 1.00% 0.70% 1.00% No 

Webster Parish 0.30% 0.40% 0.90% No 

West Baton Rouge Parish 0.50% 0.50% 0.50% No 

West Carroll Parish 0.10% 0.10% 0.30% No 

West Feliciana Parish 0.80% 0.40% 0.30% Marginal 

Winn Parish 0.30% 0.10% 0.30% No 



 

 

38 

 

The HPG’s analysis of HIV burden among the various demographic and risk groups reveals that PLWH, MSM of all 
races/ethnicities, IDUs of all races/ethnicities, African American Men, African American Women, Incarcerated 
Individuals, Youth and Young Adults (individuals ages 15 – 24) and  Adults (individuals ages 25-54) are 
disproportionately impacted by HIV in Louisiana. The analysis of HIV burden further reveals that the New Orleans 
and Baton Rouge areas (Public Health Regions 1 and 2) are home to a disproportionate number of PLWH and new 
HIV diagnoses. More specifically, Orleans Parish (within region 1) and East Baton Rouge Parish (within Region 2) 
are home to a combined 42% of all new diagnoses and 45% of PLWH, but the two parishes combined only account 
for roughly 18% of Louisiana’s population (see Table 11 (continued) - HIV Burden Among Parishes below).  The 
identification of health disparities related to HIV/AIDS and the importance of targeting of resources for the groups 
and geographical areas most impacted by HIV are clear goals of NHAS--as well as directives from federal HIV 
prevention and services funders (CDC and HRSA).  Therefore, the HPG systematically identified the following 
Priority Populations for the provision of HIV prevention, treatment and care services in the State of Louisiana 
(listed in order of greatest disparity): 
 

 PLWH 

 MSM of all races/ethnicities 

 IDU of all races/ethnicities 

 Incarcerated Individuals 

 African American Men 

 African American Women 

 Youth (ages 15 – 24) 

  Adults (ages 25-54) 

 Residents of Public Health Regions 1 and 2 (New Orleans and Baton Rouge areas), especially Orleans and 
East Baton Rouge Parishes. 
 

It is also important to note that although allocation of prevention, treatment and care resources should be 
primarily focused on the priority populations identified in this strategy, this prioritization is not intended nor 
should it result in the exclusion of other groups/populations from benefiting/receiving HIV prevention, treatment 
and care services in the state of Louisiana. Additionally, care and treatment services should not vary dramatically 
between or among Priority Populations.  The goals of the National HIV/AIDS Strategy, the core medical outcomes 
promoted by HRSA’s HIV/AIDS Bureau and the Louisiana Objectives noted in this document do not differentiate 
based on demographic indicators.  However, both State and national data indicate that many of the Priority 
Populations are less likely to utilize HIV-related care and treatment services, while others may access care and 
treatment later in their disease progression.  It is important to assess the barriers to care for the various Priority 
Populations and design health information and culturally competent care services that reduce disparities in access 
and utilization. 
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Prioritized Population:  PLWH 
 

It is no mystery that the group of people most impacted by the HIV/AIDS epidemic is those living with HIV/AIDS 
infection. In Louisiana, there are PLWH in every parish, of all ages, races, genders, sexual orientations and 
economic circumstances. There were 1,174 new HIV diagnoses and 805 new AIDS diagnoses reported and 17,679 
PLWH in Louisiana by the end of 2010 (see Chapter 2 for additional Louisiana HIV epidemiology). 

 
Barriers 

The only way for a person to know they are living with HIV is by taking a clinical test. Barriers to HIV testing can be 
cost, limited access to testing services, language, education and stigma. People living in New Orleans have many 
low or no-cost HIV testing services available to them. However, people living in more rural areas may live several 
hours by bus or car from HIV testing services. Some providers create barriers to testing by not offering or 
encouraging regular HIV testing to their patients. 
 
PLWH encounter many barriers to getting into care and staying in care. These barriers vary by individual 
differences such as socio-economic status, education, race and ethnicity, whether someone lives in a rural or 
urban part of the state, and social support. Co-occurring challenges such as substance abuse and mental health 
contribute to the barriers of getting into care and staying in care, which is why collaboration between health 
agencies is important to the care of PLWH. While many barriers can be reduced by service improvements – 
providing transportation assistance, housing, increasing provider knowledge about HIV, making scholarship 
money available to help PLWH increase their knowledge of HIV through trainings and conferences – some barriers 
like stigma are more difficult to eradicate. The NHAS proposes three ways that communities can reduce the 
stigma surrounding HIV: 
 
 1) Engage communities to affirm support for PLWH,  
 2) Promote public leadership of PLWH, and 
 3) Promote public health approaches to HIV prevention and care. 

 
Current Programming 

HIV Partner Services (HPS) is a high priority intervention in the CDC HIV Strategic Plan. HPS is offered to people 
who test positive for HIV to provide post-test counseling and referral into care, assist them in contacting their 
sexual and/or needle-sharing partners, as well as ensure newly diagnosed individuals are not only aware of their 
status, but that they also understand what their diagnosis means.  From the 771 HIV-infected people who were 
interviewed in 2010, a total of 809 partners were identified who may have been exposed to HIV. This resulted in 
362 partners being tested; 91 (25%) of whom were positive (SHP Report, 2011). 
 
Thrive:  The purpose of Thrive is to support people who are affected by or infected with HIV in increasing their 
knowledge and learning ways to not only survive, but THRIVE with HIV. THRIVE is conducted by the Louisiana 
Office of Public Health STD/HIV Program in a half-day intervention. 
 
Healthy Relationships is a group level risk-reduction intervention for individuals infected with HIV that focuses on 
reducing stress and building decision-making skills regarding disclosure of their status and negotiation of safer sex 
practices. 
 
Project RESPECT is a risk reduction intervention that assists clients in becoming aware of their risk behaviors and 
developing a plan to reduce those risk behaviors. 
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Ryan White Case Management and support services: A case manager serves as a liaison between the client and 
community resources to ensure that barriers to care for PLWH are reduced and health systems navigation 
assistance is available.  In Louisiana, these services are provided by Parts A, B and D. 
Housing Opportunities for People with AIDS (HOPWA): PLWH who have access to affordable, appropriate and 
stable housing are more likely to access HIV-related care and treatment, have better health outcomes, and 
experience decreased mortality in comparison among homeless/unstably-housed people living with HIV. 
 
Comprehensive Risk Counseling and Services (CRCS) is intensive, individualized client-centered counseling for 
adopting and maintaining HIV risk-reduction behaviors. CRCS is designed for HIV-positive and HIV-negative 
individuals who are at high risk for acquiring or transmitting HIV and STDs and struggle with issues such as 
substance use and abuse, physical and mental health, and social and cultural factors that affect HIV risk. 
 
CLEAR is an evidence-based, health promotion intervention for male and female, PLWH or HRN, ages 16 and 
older. CLEAR is a client-centered program delivered one-on-one using cognitive behavioral counseling to change 
behavior. These interventions will be used side by side for YMSM of color at The Movement, a prevention 
program of NATF in New Orleans, LA. 
 
CRCS + CLEAR (individual-level intervention that focuses on quality of life and transmission risk reduction) the goal 
of CRCS is to promote the adoption and maintenance of HIV risk-reduction behaviors by clients who have 
multiple, complex problems and risk-reduction needs. 
 
Condom Distribution is an effective evidence-based intervention that is linked to structural- and community-level 
interventions implemented throughout the state. Structural-level condom distribution interventions are 
efficacious in increasing condom use, increasing condom acquisition or condom carrying, promoting delayed 
sexual initiation or abstinence among youth and reducing incident STIs. The Prevention Materials Distribution 
strategy aligns with the National HIV/AIDS Strategy. Specifically, condom distribution is intended to reduce new 
HIV infections by correlating the location and volume of condom distribution in each region of the state according 
to the prevalence and incidence of HIV. SHP distributes no-cost condoms through three different methods: 1) 
through 758 sites in high priority zip codes in each region; 2) through 64 parish health units and ten HIV clinics 
throughout the state, and 3) through one-on-one outreach activities conducted in high priority zip codes in each 
region of the state. 
 
Shanti LIFE (NO/AIDS program developed by organization in San Francisco):  Shanti LIFE is an effective health 
enhancement program for individuals living with HIV/AIDS in New Orleans. L.I.F.E., which stands for Learning 
Immune Function Enhancement, incorporates the latest research in HIV, immunology, and health into a holistic 
model of care which empowers PLWH to improve their health.  
 
Positive Charge:  Positive Charge is a linkage program that finds people who have fallen out of care and brings 
them back into care, as well as links individuals newly diagnosed with HIV into care.  

 
Prevention and Care Needs  

PLWH have needs that center around getting into medical care and staying in care. A background paper published 
by the International HIV/AIDS Alliance asserts that there is an inherent weakness in prevention programs – that 
they are often targeted towards people who do not know their HIV status, rather than the people who do: 

“More than 40 million people worldwide are now living with HIV. A weakness in 
prevention strategies in many countries has been the failure to target intensive 
prevention efforts to people who have been diagnosed with HIV. A 
comprehensive prevention strategy must therefore include programs to assist 
people with HIV to take measures to avoid the possibility of exposing others to 
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infection.” (Global HIV Prevention Working Group, International HIV/AIDS 
Alliance. Positive Prevention: Prevention Strategies for People with HIV/AIDS, 
draft background paper. July 2003.) 

1. Retention in Care. Chapter 2 indicates that 36% of PLWH are not in care (did not have viral load or CD4 
count in 2010). PLWH need regular medical care to monitor the progress of the virus, determine when 
medication is appropriate, and then to measure how well medication is suppressing the virus. People fall 
out of care for many reasons--ranging from losing stable housing to moving to a new area and not being 
able to find a knowledgeable provider. Many people do not seek medical care because they do not feel 
sick (PLWH Needs Assessment, 2011). Additionally, approximately 74% of PLWH surveyed in Louisiana 
cited cost of insurance as a barrier to care (2011 Needs Assessment). 

2. Late Testing. One in four people newly diagnosed with HIV received an AIDS diagnosis at the same time 
(Chapter 2). This statistic shows a need for increased testing efforts and public knowledge about the 
importance of an annual HIV test.  

3. Special attention to at-risk groups. Chapter 2 states “The majority of the new diagnoses among MSM in 
Louisiana are African American and under the age of 34.” This younger at-risk community needs 
appropriate and effective prevention programs, public health messages, HIV  testing and culturally 
competent care and treatment services. 

4. Housing. The PLWH Needs Assessment received responses about barriers to housing from 176 PLWH. Of 
those who responded, 27% were put on a waiting list, 15% didn’t qualify for housing assistance, and 11% 
didn’t want anyone to know that they were HIV positive. 
 

Recommendations 
The following is a list of recommended prevention, treatment and care services for PLWH: 

 Case managers should be regularly consulted for any needs they may have regarding health care 
systems navigation, sources for accurate HIV information, treatment updates and standards of care, 
new and/or effective HIV-related medications and additional support resources. 

 Increase number of linkage case managers/case finders. It is important for CBOs and hospitals to have 
staff available that can monitor the progress of clients who receive a reactive rapid test and assist 
them in taking the next steps to get into care. The Adolescent Care Team and the Tulane University 
Connect to Protect program both provide good examples for this care approach--as do staff trained 
on the ARTAS protocol. 

 It may be beneficial to work with providers to provide incentives for brief, provider-based safer sex 
counseling. HRSA 2011 Guide for HIV/AIDS Clinical Care reports “one third to three fourths of HIV 
medical providers do not ask their patients about sexual behavior or drug use.” (RITA, Winter 2011) 

 The increased presence of HIV Prevention/Awareness Campaigns could help decrease stigma, 
especially in rural areas. 

 There are a few additional DEBIs, which are not widely provided in Louisiana, that could potentially 
benefit the priority populations: 
o TLC (group-level transmission risk-reduction and health-promotion intervention at adolescent 

clinical sites) 
o Connect (couples relationship-based six-week intervention) 
o WILLOW (group-level intervention for HIV+ women focusing on maintaining social support 

network members, stress management and coping strategies development, and HIV/STD 
transmission risk-reduction skills) 
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Subpopulation: PLWH Receiving Ryan White Treatment Services 
 
2011 Louisiana Needs Assessment  
 
Measuring the Service Needs of Persons Living with HIV 
Similar to the 2008 Needs Assessment, the 2011 Needs Assessment consisted of a facility-based survey to 
consumers of HIV services using a self-administered instrument in both English and Spanish in the New Orleans 
EMA, and Regions 3 through 9.  Peer coordinators were used to assist consumers in completing the survey 
instrument and to coordinate the return of completed surveys.  
 
The 2011 survey instrument is a revised and adapted version of the 2008 Needs Assessment. Revisions to the 
instrument were made by SHP, with input from the New Orleans Regional AIDS Planning Council (NORAPC) and 
consumers. The instrument covers eight domains: general information; employment and income; medical care; 
housing; incarceration; mental health services; substance use services; and, supportive services.  
 
The final version of the instrument contains a total of 63 primary questions, 15 sub-questions to account for skip 
patterns, and six multiple category questions with 34 total categories. Thus, the instrument contains 112 total 
questions within 12 pages. Due to the skip patterns built into the survey, respondents were not expected to 
answer all 112 questions. Questions were mostly closed-ended, including multiple selection, dichotomous, and 
select-all-that-apply response options. Some questions included an “other” category so that respondents could 
write in a unique response if the available categorical response options did not adequately apply to their situation 
or experience.  From the field-testing of the instrument, the survey was expected to take between 30 to 45 
minutes to complete. The final instrument was also translated into Spanish with support from the Louisiana Latino 
Health Coalition for HIV/AIDS Awareness (LLHC). 
 
The Louisiana Public Health Regions and the Ryan White geographic funding areas were used to organize 
administration of the Needs Assessment.  In Regions III-IX, OPH SHP determined that the desired sample size 
would be 450 people and the New Orleans EMA, NORAPC determined that the desired sample size would be 500 
people.  The sampling approach relied solely upon convenience sampling.  Any person living with HIV infection 
that was present at any of the participating agencies and was at least 13 years old during the survey 
administration period was eligible to complete the Needs Assessment survey. Staff from SHP, NORAPC and the 
external contractor was in regular communication with each participating agency during the administration of the 
Needs Assessment to ensure that sampling targets were being met. 
 
The Needs Assessment was conducted with the cooperation of 12 agencies across the state. One person at each 
agency was identified as the agency representative, serving as the point of contact for the external contractor. 
Peer coordinators were assigned to work in each agency and manage administration and collection of surveys  
and distribution of incentives.  Peer coordinators were consumers who either had previously served as peer 
coordinators during the 2008 HIV Needs Assessment, or were chosen by OPH SHP or NORAPC to assist in the 
administration of the survey. The peer coordinators were based in one of the participating agencies and 
approached consumers who entered the agency. The peer coordinators’ responsibilities included: helping 
consumers complete the survey, managing incentives (though agency representatives had ultimate responsibility 
for incentives), and preparing completed surveys for shipping back to PRG, the external entity contracted to 
coordinate the SNA project. Peer coordinators in New Orleans EMA were expected to spend at least 20 hours a 
week at their assigned agency and received a $50 stipend for every 20 hours completed. In Regions III-IX, peer 
coordinators received a $10 gift card for each week they worked. 
 
All individuals who were involved with the administration of the Needs Assessment attended a training conducted 
by SHP or NORAPC. The training covered the administration of the survey, the instrument, management of 
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incentives, and confidentiality agreements.   All of the materials necessary to begin collecting data, including 
surveys and incentives, were mailed or hand-delivered by PRG to the agencies.  
 
Receptionists, case managers, and peer coordinators were all involved in recruiting participants for the survey. 
Each consumer who agreed to complete the survey was given a survey packet, which included the paper version 
of the survey, instructions, an envelope in which to place the completed survey, and a pen. The instruction sheet 
explained the purpose of the Needs Assessment, how long it would take to complete the survey, that the survey 
was completely voluntary, and a reminder that respondents could only complete one survey. Consumers were 
assured that the survey was completely confidential, that their responses would not be used to identify them, and 
that the information collected would be used only for planning purposes. Consumers also were instructed not to 
write any identifying information on the survey itself or on the accompanying envelope.  When available, 
consumers were given a private space where they could complete the survey. Peer coordinators and agency staff 
were available to assist participants as needed.   
 
The external contractor made every effort to protect respondent confidentiality and privacy. In cases where the 
respondent’s identity might reasonably be revealed with the data available, data was not published where the 
number of cases in a cell was fewer than five or such other number which could, in the opinion of the researchers, 
result in the disclosure of confidential personal information. 
 
The Needs of RW Clients Living with HIV Infection 
The 2011 Needs Assessment was designed to gain a greater understanding of the current care service needs of 
low income persons residing in the New Orleans EMA and Regions 3-9, estimate the Unmet Need in primary 
medical care and HIV-related support services, and illuminate barriers to clients accessing and receiving those 
services.  During the months of April and May 2011, 947 surveys were completed and returned for data entry and 
analysis—501 from the New Orleans EMA catchment area and 446 from Regions 3-9. 
 
The respondents were similar in demographics to those persons receiving primary medical care and support 
services through Ryan White Parts A and B, ostensibly because the venues that were promoting the survey were 
heavily funded by Ryan White resources.   
 
Of those who responded: 
 
Demographics 

 61% were male, 36% female 

 68% were African American, 27% were White/Caucasian 

 35% were 40-50 years of age; 15% were 13-29 and 31% were 50 years or older 

 40% had not completed high school 

 62% were single or living alone 

 5% identified as “Latino” 

 98% were US citizens 
 
HIV Diagnosis 

 85% were given their HIV diagnosis in Louisiana 

 52% were HIV infected with no symptoms; 22% were HIV infected with symptoms and 23% had been 
diagnosed with AIDS.  3% did not know their HIV health status. 

 38% of respondents were told of their HIV status in a hospital or Emergency Department; 22% were 
diagnosed at a local health center and 17% were advised of their status at a community-based 
organization. 
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Referral into Care 

 76% were referred into Medical Care at the time of their diagnosis and 57% received a referral for Case 
Management; 34% of respondents were referred to Health/HIV Education and 32% received a referral for 
a HIV Support Group.  19% were not referred to any services.  

 57% reported that they were connected to care within one month of their diagnosis, and another 25% 
reported that they had received related medical care within one to six months after their diagnosis. 

 
Employment and Financial Resources 

 71% of the respondents had not worked in the last six months, primarily due to health concerns and 
disability status; however, 13% were working full time. 

 Of those who responded, only 16% indicated that they had a source of income from a wage, stipend or 
salary.  Nearly half received Food Stamps (43%), while 33% indicated that they had SSI and 28% reported 
that they had SSDI.  

 42% indicated that they had Louisiana Medicaid and 30% were covered by Medicare.  Nearly a third (31%) 
had no insurance, and only 5% had insurance coverage through their job. 
 

Of those who responded to questions about service utilization: 

 85% indicated that they used Outpatient Medical Care and 65% reported that they had accessed 
Medication programs. 

 A majority (65%) also reported utilizing Dental Services/Adherence Counseling (51%). 

 Not surprisingly, based on the re-allocation of Part B funding to address the unmet needs for the LA ADAP, 
50% of those who sought Dental Care did not get the services that they needed, and 26% did not receive 
all needed Outpatient Medical Services. 

 Additionally, 18% of all respondents also needed Medication programs, but did not receive those services.  
These results were not surprising, given the statewide ADAP Unmet Need list and the drastic cuts that 
were made in Outpatient/Ambulatory Medical Care and Oral Health Care in the FY 2010 cost containment 
efforts—prior to initiating the Unmet Need list.   

 A majority of respondents (89%) indicated that they are taking HIV medication prescribed by a physician.  
Only 19% reported that they take their medicine most or some of the time. 
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Priority Population: MSM 
In 2010, there were 1,174 new HIV diagnoses in Louisiana. The percentage of adult HIV diagnoses among MSM 
increased from 36% in 2001 to a high of 57% in 2010. An additional 4% of new diagnoses in 2010 were among 
MSM/IDU. The LA Epi Profile estimates approximately 8% of MSM overall and approximately 19% of African 
American MSM are known to be living with HIV in Louisiana (Table 12). Stated differently, nearly 1 out of every 10 
MSM are diagnosed with HIV in Louisiana while nearly 2 out of every 10 African American MSM are diagnosed 
with HIV in Louisiana. Although MSM of all races/ethnicities are disproportionately impacted by HIV in Louisiana, 
the majority of the new diagnoses among MSM in Louisiana are African American. The percentage of late testers 
who are MSM is similar to that of the overall population (see Chapter 2 for additional Louisiana HIV 
epidemiology).  

 
Table 12. Summary of Estimated Population Size and HIV Prevalence Among MSM in Louisiana 

Race/Ethnicity 
LA Population 

Size 
Number Living with 

Diagnosed HIV Infection 
Percent of This Population 

With Diagnosed HIV 

African American MSM 28,090 5,085 18.10% 

White MSM 85,464 3,817 4.47% 

Hispanic/Latino MSM 4,184 386 9.23% 

Asian MSM 956 43 4.50% 

Other MSM 478 72 15.06% 

All MSM 119,530 9,403
3
 7.87% 

 
Barriers 

Several recent studies might provide clues about MSM perceptions of stigma in Louisiana. A national online study 
conducted in 2008 revealed that respondents in Louisiana do expect and fear discrimination on the basis of their 
sexual orientation, have actually experienced discrimination in public settings, and have been subjected to 
physical assault because of their sexual orientation. The Louisiana MSM Needs Assessment conducted by SHP and 
the NO/AIDS Task Force (2010)  similarly found that a substantial number of MSM respondents have had to 
routinely hide their sexual orientation and have experienced verbal abuse related to their sexual orientation. One 
out of four respondents believed that if their family knew they were gay, they would reject them.  
 
Nationwide, African American MSM have been disproportionally affected by HIV, having HIV prevalence rates 
twice those of white MSM (Fullilove, 2006; Kaiser Family Foundation, 2011; Reif et al., 2011). In a CDC study of 21 
major US cities, approximately one in five (19 percent) MSM (MSM) is infected with HIV and nearly half (44 
percent) of those men are unaware of their infection; young MSM and MSM of color were least likely to know 
their HIV status. (Centers for Disease Control and Prevention, September, 2010). 
 
Research has indicated that African American MSM are less likely to identify as being gay or to disclose their 
sexual behavior (Fullilove, 2006; Reif et al., 2011). A study of HIV positive and negative MSM found that the social 
stigma men experienced for being both African American and MSM affected HIV testing and medication 
adherence behaviors (Reif et al., 2011). This issue is particularly critical in the South where 1 in 5 African American 
MSM has been estimated to be living with HIV (Reif et al., 2011). 
 
The state of Louisiana offers no civil rights or protections for same sex couples and in 2004, the state’s 
constitution was amended to explicitly define marriage as a union between one man and one woman. 
Furthermore, Louisiana does not recognize marriages of same-sex couples from other jurisdictions (Louisiana 
Constitution, Article XII.15). Although in 2003, former Governor Kathleen Blanco issued an executive order 
banning discrimination based on sexual orientation against state employees (Executive Order No. KBB 2004-54), in 
2008, Governor Bobby Jindal allowed the order to expire. Currently, there are no private or public (state) 
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employment protections based on sexual orientation or gender identity. Sodomy laws were only recently 
repealed. Until legislation passed in 2011, solicitation for oral and anal sex for purposes of prostitution was 
commonly prosecuted in Louisiana using the Crime Against Nature statute, which required sex workers to register 
as sex offenders. Women’s rights and advocacy groups (Women with a Vision at the forefront among them) are 
currently working to get new legislation passed that would work retroactively to remove the sex offender label for 
such convictions prior to the repeal. 

 
Current Programming 

Reducing HIV infections in gay and bisexual men, as well as in African American communities, cannot occur 
without addressing the specificity of the experiences of African American MSM and creating interventions that 
meet their particular needs (The African American Gay Research Group, 2012). This will potentially eliminate the 
marginalization of and reduce stigma and discrimination against African American gay men and other MSM (The 
African American Gay Research Group, 2012). 
 
Personal Cognitive Counseling (PCC), a CDC evidence based intervention (EBI), is currently provided through 
NATF’s Young Black MSM (YBMSM) prevention program known as “The Movement”. PCC is a single session, one-
on-one counseling intervention designed to reduce unprotected anal intercourse among MSM who are repeat 
testers (Dilley et al., 2002; Dilley et al., 2007). PCC will be done with MSM to enhance HIV counseling, testing and 
referral services (CTRS). PCC allows for the individual to explore the circumstances and context of a previous high 
risk episode and re-examine their thinking that led to their decision to have high risk sex and identify ways to 
reduce that risk in the future (Dilley et al., 2002; Dilley et al., 2007). 
 
Total Wellness: Wellness Center Project for Gay Male and Transgender Health (WC) is a new CDC funded, 4 year 
demonstration project intended to address the high rates of HIV and the identified need for more holistic 
approaches to HIV prevention due to the milieu of social, psychological and health problems acutely affecting gay 
men and transgender people.  The WC is based on the hypothesis that providing holistic wellness services in a 
supportive and comfortable environment for gay men and transgender people will result in effective recruitment 
and ongoing engagement of these groups to plan and participate in wellness activities that will favorably impact 
their own overall health. Particular attention is given to the prevention and treatment of HIV and other STDs.  
These centers are located in New Orleans, Baton Rouge, Lafayette and Monroe, Louisiana. 

 
The Mpowerment Project is the first documented HIV prevention intervention for young gay/bisexual men to 
succeed in reducing sexual risk behavior. This community-level intervention is designed for young gay and 
bisexual men of diverse backgrounds. It mobilizes men to reduce sexual risk taking, encourages regular HIV 
testing, builds positive social connections and supports peers to have safer sex (Effective Interventions, 2012; 
Kegeles, Hays, & Coates, 1996). An agency in Lafayette, Louisiana implements Mpowerment to target this 
population. Under NATF’s HIV prevention program, The Movement, The Mpowerment Project intervention has 
been adapted to better serve YBMSM. The community-level intervention is tailored to be more culturally 
appropriate for YBMSM as well as to address not only gay pride but African American pride in media, the 
community and society (CDC, 2011b; Wilton et al., 2009; Wilton et al., 2009).  
 
Condom distribution is an effective evidence-based intervention that is linked to structural- and community-level 
interventions implemented throughout the state. Structural-level condom distribution interventions are 
efficacious in increasing condom use, increasing condom acquisition or condom carrying, promoting delayed 
sexual initiation or abstinence among youth and reducing incident STIs. The Prevention Materials Distribution 
strategy aligns with the National HIV/AIDS Strategy. Specifically, condom distribution is intended to reduce new 
HIV infections by correlating the location and volume of condom distribution in each region of the state according 
to the prevalence and incidence of HIV. SHP distributes no-cost condoms through three different methods: 1) 
through 758 sites in high priority zip codes in each region; 2) through 64 parish health units and ten HIV clinics 
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throughout the state, and 3) through one-on-one outreach activities conducted in high priority zip codes in each 
region of the state. Condom distribution is distributed to high risk populations, including MSM specifically in gay 
bars and during street outreach. 
 
Community Engagement Sessions are facilitated discussion groups/focus groups designed to engage Black men 
who have sex with men (MSM) to identify the HIV prevention and care needs of this community.  The goal of 
these community conversations is to ascertain how to best reach MSM from a Black gay perspective. The sessions 
are designed to offer technical assistance through community engagement, to discern gaps in services, assess 
community knowledge, beliefs, and attitudes around HIV and care services, assess relationships with the 
Department of Health, and social media and its role in HIV prevention, awareness, and treatment. In 2013 SHP 
piloted community engagement sessions with MSMs in the New Orleans and Baton Rouge areas and in 2014 
intends to continue conducting sessions in other regions of the state including, but not limited to, the Shreveport, 
Monroe, Lake Charles, Alexandria and Lafayette areas. Please see Appendix III for the full summary repot.  
 

Recommendations 
Investing in research to produce interventions that will work for a diverse population of African American MSM is 
essential to a national prevention effort that will reverse the course of the epidemic in this population (Fullilove, 
2006). Adapting previously proven interventions designed for other MSM can significantly reduce HIV risk 
behaviors of African American MSM (Jones et al., 2008). By focusing on these interventions it will facilitate an 
assessment the impact of the African American MSM interventions thus far.  
 
Several interventions reduce HIV transmission rates among the MSM population. They include multimedia 
behavioral interventions, MPowerment and the Get Real Project. Prior research has shown that African American 
MSM’s have been disproportionally affected by HIV, compared to their white counterparts (Fullilove, 2006; Kaiser 
Family Foundation, 2011; Reif et al., 2011). Therefore, behavioral interventions need to be specifically targeted 
towards the African American MSM population, addressing the social economic issues which continue to 
exacerbate the HIV epidemic in those communities. In recent years interventions were developed to engage and 
empower the MSM community. Two such high impact HIV behavioral Interventions for African American MSM are 
D-Up and Many Men, Many Voices (3MV). These interventions supplemented with interventions such as the 
Mpowerment Project, the Get Real Project and Multimedia Behavioral Interventions can address social economic 
issues in that community to lower HIV transmission rates. 
 
It is beneficial to use multimedia behavioral interventions to adapt or implement interventions via the internet to 
enhance research and intervention efforts among the MSM population.  Research has shown that MSM can be 
engaged in HIV prevention efforts when using dynamic online intervention tools (American Public Health 
Association, 2006). Internet HIV prevention interventions can also provide agency referral information, as well as 
anonymity to MSM’s regarding their sexual questions and problems (The Body, 2003). 
 
The Get Real Project is a new intervention that focuses on MSM and drug use. The intervention is designed to 
change both social norms and risk behavior using persuasive media communication and interpersonal networking 
as primary intervention strategies. Given the numbers with MSM in the state of LA, and the correlation with drug 
use it would be an appropriate intervention to reach MSM.  
 
Defend Yourself (D-Up) is a community level intervention designed for and developed by African American MSM. 
D-Up is a cultural adaptation of the Popular Opinion Leader (POL) intervention and is designed to promote social 
norms of condom use and assist African American MSM to recognize and handle risk related to racial and sexual 
bias through the use of social networks (Jones et al., 2008). A number of African American MSM have access to 
the internet and use their home computers or smart phones as internet connection points.  
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Many Men, Many Voices (3MV) is a group-level intervention that addresses behavioral and social determinants 
and other factors influencing the HIV/STD risk and protective behaviors of African American MSM. The other 
factors include cultural, social and religious norms, identity of African American MSM and their degree of 
connectedness to the African American and gay communities, HIV/STD interactions, sexual relationship dynamics, 
and the social influences of racism and homophobia (Centers for Disease Control and Prevention, 2011b; Wilton 
et al., 2009). 
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Priority Population: IDUs 
 
Although the proportion of new HIV and AIDS diagnoses and PLWH who are IDUs has declined over the past five 
to ten years, IDUs still account for 12% of new HIV and 18% of new AIDS Cases, as well as 16% of PLWH (Chapter 
2). Further, the HPG priority populations analysis indicates approximately 6% of all IDUs in Louisiana are known to 
be living with HIV. Further, an estimated 2 out of every 10 African American Women and 1 out of every 10 African 
American Men who inject drugs are known to be living with HIV (Table 13).   IDUs also account for the largest 
proportion of people who are diagnosed with AIDS at the same time as their first HIV diagnosis (33%) and the 
largest proportion diagnosed with AIDS within 6 months of their first HIV diagnoses (43%) (both of these 
indicators suggest late testing due to poor access to testing services, and/or testing avoidance behavior).   
 

Table 13. Summary of Estimated Population Size and HIV Prevalence Among IDUs in Louisiana 

Race and Sex of IDUs LA Population Size Number Living with Percent of Total Population 

Diagnosed HIV Infection Diagnosed with HIV 

African American Women 3,627 837 23.08% 

African American Men 10,880 1,313 12.07% 

White Women 6,913 278 4.02% 

White Men 20,741 282 1.36% 

Hispanic/Latino Women 453 25 5.52% 

Hispanic/Latino Men 1,360 64 4.71% 

Asian Women 227 2 0.88% 

Asian Men 680 3 0.44% 

Other Women 113 9 7.96% 

Other Men 340 13 3.82% 

All IDUs 45,334 2,826
4
 6.23% 

 
Barriers 

 Among IDUs surveyed through the HIV Information and Testing Survey (HITS), the majority (59%) reported 
sharing needles either always or some of the time. 

 Needle sharing appears to be greater in the younger age groups: 18-24 year olds have both the highest rate of 
always sharing needles (19%) and the lowest rate of never sharing needles (14%) than of any of the age 
groups.  

 Of the IDUs interviewed in the HITS study, 83% of the men and 77% of the women reported being sexually 
active (heterosexual sex) in the past 12 months. 

 Over half of the sexually active persons interviewed had two or more sex partners in the past 12 months (62% 
of women; 56% of men). 

 Most IDUs interviewed through HITS did not always use condoms with their non-primary sex partners. 
 Of the three risk groups surveyed through HITS (MSM, IDU, heterosexuals in STD clinics), IDUs had the highest 

rate of never using condoms during sex with a non-primary sex partner (20% of men; 39% of women). 
 
Louisiana has statutes that make the ‘intentional exposure to the AIDS virus’ illegal (LA.RS. 14:43.5). Passed in 
1987, the maximum penalties for the law are fines up to $5,000 and imprisonment with or without hard labor for 
up to ten years ($6,000 and up to eleven years if the victim is a police officer). According to the revised statute, 
the prosecution does not have to prove that the defendant’s intent was to expose the victim to the virus, but only 
that the defendant knew that he or she had HIV and that he or she participated in an activity that could expose 
the victim to the virus. This law includes needle-sharing as a means of intentional exposure. At the same time, 
Louisiana law strictly forbids the provision of needles without prescriptions (LA R.S. 40:1021; LA R.S. 40:1023). The 
provision of clean needles and works to IDU by health care workers is prohibited if the health care workers know 
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they are going to be using the needles and works for illicit drug use and is punishable by fines and jail time. 
Louisiana classifies needles and hypodermic syringes as drug paraphernalia. It is illegal to possess or use them 
unless the user has a prescription for a licit, injectable drug (La. Rev. Stat. Ann. 40:1033).  Pharmacists can 
dispense hypodermic syringes if they see a “medical need” to do so (La. Admin. Code tit. 46 ), but they must keep 
detailed records of persons who purchased needles. Pharmacists, social workers and other health care 
professionals can lose their licenses upon a second conviction, while a third offense is a felony, punishable by up 
to five years in prison and a $5000 fine for participating in needle exchange programs.  
 
Recognizing the public health hazard of ineffective or improper syringe disposal methods, legal scholars at Temple 
University have recently considered Louisiana’s paraphernalia law (La. R.S. 40). The authors conclude that, 
because syringes used or intended for use in relation to illicit substances are categorized as drug paraphernalia, 
the possibility of being arrested and/or convicted for their possession is a likely deterrent from effective 
community syringe disposal programming. Furthermore, the law does not specify the requisite quantity of illicit 
substance evidence to qualify as possession; as a result, trace amounts or residue of heroin, for instance, might be 
used against an individual who is carrying used syringes to a syringe exchange program. The authors recommend 
the law being amended so as to support efficient community syringe disposal efforts.  
 
Finally, it is important to note recent legislative changes that effect the provisioning of Methadone clinics within 
the state. In 2003, the state imposed a moratorium on the opening of new opiate treatment programs and 
centers (OTPs). In 2007, the state lifted this ban with the provision that the Louisiana Department of Health and 
Hospitals (DHH) conduct a needs assessment every three years to identify gaps in resources. Opening new clinics 
requires coordination with the DHH and is discouraged outside of their recommendation.  
 

Current Programming 
There is currently no IDU specific programming provided in the state of Louisiana. 
 

Prevention and Care Needs 
General HIV prevention, treatment and cares services are widely available in Louisiana compared to prevention 
and support for substance abuse. There are few organizations that provide detoxification services, addiction 
counseling, or social and medical support to individuals suffering from substance abuse. Also, these organizations 
and programs typically do not provide drug treatment services that are affordable to the majority of the 
population in need of such services. Very few accept Medicaid as a form of payment. The 2007 State of Louisiana 
Opiate Treatment Program Needs Assessment reports, “indigent clients in Louisiana are limited to treatment 
services available in the [Office of Behavioral Health (OBH)] Regional/District/Authority service system.” However, 
it is important to note that since 2008, HIV-infected individuals have had increased access to counseling and 
treatment for addiction through the Intensive Outpatient Treatment Programs funded by the Substance Abuse 
and Mental Health Services Administration (SAMHSA) that have been initiated at places such as Odyssey House, 
Acadiana CARES (CARES) and NATF.  
 
For individuals who do not qualify on the basis of their HIV status and who have limited resources, not only are 
options for detoxification, counseling, and treatment limited, but HIV prevention support is also minimal. SHP 
recently conducted a community needs assessment in 13 neighborhoods. The study revealed that one of the main 
gaps in services, recognized by outreach workers in the target neighborhoods, was the need for outreach 
materials, support, and HIV prevention resources for IDU in those neighborhoods.  

 
Recommendations 

The HPG will explore IDU specific HIV related (prevention and treatment) programming during the 2013 planning 
year to make recommendations for SHP and other HIV related service providers in the state of Louisiana. 
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Priority Population: Incarcerated Individuals 
 
Louisiana was recently referred to as the world’s prison capital by the primary newspaper periodical in New 
Orleans. There are more individuals, per head, incarcerated than any other place in the world (The Times 
Picayune, May 13, 2012). Louisiana has 12 state correctional facilities; almost 20,000 offenders are located in 
these 12 facilities and an additional 16,000+ are housed in parish jails.  Of the 36,000 offenders, approximately 
2,000 are known to be living with HIV (DOC, 2011); however, the majority have been released from the Louisiana 
Department of Corrections (DOC) and are currently under the supervision of a local Probation and Parole Office. 
Approximately 540 HIV positive people are currently known to be housed in one of the 12 state correctional 
facilities. A combined estimate of 5.5% of incarcerated individuals housed in Louisiana state and parish 
correctional facilities are living with HIV infection (Table 14). 
 

Table 14. Summary of Population Size and HIV Prevalence 
Among Incarcerated Individuals in Louisiana 

LA Population Size 
Number Living with Percent of This Population 

Diagnosed HIV Infection Diagnosed with HIV 

36,000 2,000 5.55% 

 
Barriers 

The primary barrier to prevention, treatment and care faced by incarcerated individuals has to do with competing 
priorities and the inherent difficulties associated with returning to society upon release from a correctional 
institution. It is often very difficult for newly released HIV positive individuals to prioritize taking care of their 
health and HIV while at the same time balancing the situational demands of finding income, housing, food and 
clothing. 

Current Programming 
According to HRSA Policy Notice 07-04, “The Use of Ryan White HIV/AIDS Program Funds for Transitional Social 
Support and Primary Care Services for Incarcerated Persons,” an HIV positive offender is eligible for Ryan White-
funded care and treatment services 180 days before their release from custody. In collaboration with DOC, SHP 
has been able to provide the 12 DOC facilities with a Corrections Specialist.  The Corrections Specialist’s main goal 
is to link HIV positive offenders leaving state prisons into medical care in the community to which they are being 
discharged so that their medical care/treatment is uninterrupted.   The Corrections Specialist has been providing 
this service to offenders since December 2008 and has worked to link 487 offenders with community based 
medical and support services.  During that time, 59% have been successfully linked to care within 90 days of 
discharge. 
 
A Special Projects of National Significance (SPNS) grant was recently awarded to SHP that is being implemented 
in the Region 2 area (greater metropolitan Baton Rouge).  One of the main objectives of the SNPS grant is to link 
HIV positive offenders in East Baton Rouge Parish Jail (EBRPJ) into medical care upon their release and increase 
HIV testing in EBRPJ to identify individuals who are HIV positive but unaware of their status.  
 
SHP also funds a CBO, BRASS, in Baton Rouge to do the Reach One Teach One intervention in 3 state correctional 
facilities in the region, along with East Baton Rouge Parish Jail. Reach One Teach One works with offenders on 
becoming peer HIV educators in the correctional/jail setting.  
 
A collaborative of the Louisiana Public Health Institute (LPHI), AIDS United, Bristol Meyers Squibb, SHP and several 
CBOs, known as Positive Charge, provides linkage case managers and additional DIS to work with HIV positive 
individuals in Regions 1, 2 and 7 to ensure timely access to HPS and linkage to medical care and Ryan White Case 
Management. In Region 1, positive charge focuses on incarcerated individuals. 
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Prevention and Care Needs 
The needs of previously incarcerated individuals living with HIV disease may be compounded by their 
representation in another Priority Population.  However, barriers to care that are specific to this group include 
(depending on the charges that resulted in imprisonment) the additional difficulty in securing housing and 
employment.  As discussed previously, a lack of stable housing can contribute to inconsistent maintenance in care.  
Furthermore, a lack of financial resources can jeopardize parole status if certain fees are not paid on time or if 
other requirements (such as registering as a sexual offender and/or paying for a neighborhood mailing) are not 
met in the designated timeframe.  Additionally, the dual stigma of being HIV-infected and previously incarcerated 
can impede an individual’s comfort in accessing care.  
 

Recommendations 
Continue to develop and increase the working relationship with DOC, Parish prisons, and SHP so that prevention, 
treatment and care services can be increasingly provided to incarcerated individuals.  
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Priority Population: African American Men 
 

In 2010, over 71% of new HIV infections in Louisiana were among men. The HIV diagnosis rate in African American 
males was almost five times higher than the rate for White males. A large proportion of new HIV infections are 
among MSM, which is discussed in great detail in the previous section of this document. However, it is important 
to note that the majority of MSM HIV infections are among African American (see Chapter 2 for additional HIV 
epidemiology). Further, the Louisiana Epi Profile indicates that approximately 1% of all African American men in 
Louisiana are known to be living with HIV (Table 15). 
 

Table 15. Summary of Population Size and HIV Prevalence 
Among African American Men in Louisiana 

LA Population Size 
Number Living with Percent of This Population 

Diagnosed HIV Infection Diagnosed with HIV 

684,539 7,549 1.10% 

 
Barriers 

Some unique barriers for African American men are: 

 HIV Stigma, homophobia and growing rates of HIV infection in the African American MSM community 
(MSM are discussed in their own section of this plan). 

 High rates of STDs, particularly Syphilis in African American men increases the risk of HIV transmission.  

 High rates of incarceration among African American males can lead to gender ratio imbalances that are 
conducive to the spread of HIV and STDs. In 2007, 2,452 African Americans per 100,000 were incarcerated 
in Louisiana (incarcerated populations are discussed in their own section of this plan). 

 
Current Programming 

While all SHP funded programs focus on African Americans and African American men due to their 
disproportionate share of PLWH and new HIV diagnoses, no African American male (non-MSM)-specific 
programming is currently supported. However, there are several interventions focused on HIV risk reduction 
among African American MSM that are currently being implemented which were discussed in the MSM section of 
this chapter. 

Prevention and Care Needs 
The lower rate at which HIV-infected African-Americans enter primary medical care and remain in a continuum of 
care continues to be notable. The previous Statewide Needs Assessment found that for African American men, 
lack of transportation, lack of knowledge of available services, and inability to pay for services all acted as barriers 
to care. As compared to other groups, African-American men and women were also more likely than any other 
group to report a higher need for housing assistance.   
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Figure 5. Barriers to HIV/AIDS-Related Medical Services in the Last Six Months, African-American Males (N=320) 
 

 
Note: Respondents were permitted to select more than one category, or not answer the question at all; the sum 
of all categories, therefore, may not meet or may exceed 100%. 

 
Recommendations 

The following effective intervention is recommended to target African American Men and is NOT specifically 
intended for MSM: 
 

 Nia is a small group intervention that educates African American men ages 18 and older about HIV/AIDS 
and its effect on their community. Nia promotes condom use and other risk reduction strategies.  

 
Additionally, it is crucial to link newly diagnosed African American men directly with Case Management and other 
support services to ensure that they are appropriately informed about and linked into HIV-related medical care.   
  

1% 

1% 

2% 

3% 

4% 

6% 

8% 

16% 

16% 

16% 

0% 10% 20% 30% 40% 50% 

I did not have proper U.S. residency documents 

I couldn't find anyone to watch child(ren) 

Services were not in my language 

I have not been treated with respect at clinic 

I couldn't get there when agency was open 

Other 

I didn't want anyone to know I am HIV+ 

I couldn't pay for services 

I couldn’t get transportation 

I didn't know where to get services 



 

 

55 

 

Priority Population: African American Women 
 

In 2010, 28% of all new HIV infections in Louisiana were among women. The HIV diagnosis rate in African 
American females was almost sixteen times higher than the rate for White females. Nationwide and in Louisiana, 
the primary modes of HIV transmission for women are heterosexual contact (having sex with a man infected with 
HIV) and IDU, which involves sharing needles or syringes with someone who is infected with HIV.  In 2010, 82% of 
new HIV infections in women were attributed to high-risk heterosexual contact. The HPG priority populations 
analysis indicates that African American women account for 24.1% of PLWH and 24.3% of new HIV diagnoses, but 
only 16.7% of the overall Louisiana population (Table 11). Further, just over half a percent (0.56%) of all African 
American women in Louisiana are known to be living with HIV (Table 16). 
 

Table 16. Summary of Population Size and HIV Prevalence 
Among African American Women in Louisiana 

LA Population Size 
Number Living with Percent of This Population 

Diagnosed HIV Infection Diagnosed with HIV 

757,073 4,261 0.56% 

 
Barriers 

 High-Risk Heterosexual Sex. Some women become infected because they may be unaware of a male 
partner’s risk factors for HIV infection or have a lack of HIV knowledge and lower perception of risk.  

 Injection Drug/Substance Use increases HIV risk through sharing injection equipment contaminated with 
HIV or engaging in high-risk behaviors, such as unprotected sex, when under the influence of drugs or 
alcohol.  

 Socioeconomic Issues associated with poverty, including limited access to high-quality health care and 
safe, affordable housing; the exchange of sex for drugs, money, or to meet other needs; and higher levels 
of substance use can directly or indirectly increase HIV risk factors.  

 Distrust of health care system  which is perceived by many to be hostile and insensitive. 

 Sexually transmitted diseases greatly increase the likelihood of acquiring or transmitting HIV. Rates of 
gonorrhea and syphilis are higher among women of color than among white women.  

 Both unprotected vaginal and anal sex pose a risk for HIV transmission. Unprotected anal sex presents an 
even greater risk for HIV transmission for women than unprotected vaginal sex. 

 Sexual abuse may be a risk factor for high-risk behavior, such as drug use as a coping mechanism. Women 
with a history of sexual abuse may have more difficulty refusing unwanted sex than women without a 
history of sexual abuse. Women with a history of sexual abuse may also be more likely to exchange sex for 
drugs or engage in high-risk sexual activities. 

 
Current Programming 

The CDC recognizes the importance of incorporating culture and gender relevant material into current HIV 
interventions. Effective interventions, made widely available through the CDC, aim to target specific ethnic, 
gender and age groups through relevant HIV prevention interventions. Listed below are the interventions 
currently utilized in Louisiana: 
 

 Sisters Informing, Healing, Living & Empowering (SIHLE) is a group level intervention aimed at reducing 
risk behaviors among African American females ages 14-18. SIHLE is currently being implemented through 
the Personal Responsibility Education Program (PREP) in seven of the nine regions in Louisiana. Dr. 
Patricia Kissinger at Tulane University is currently developing an online intervention based on the SIHLE 
intervention. This intervention is currently being piloted in the New Orleans area. 
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 Take Charge, Take the Test (TCTT) is a phase of the Act Against AIDS campaign designed to increase HIV 
testing among African American women ages 18-34. This campaign is currently beginning implemented in 
New Orleans. 

 Sisters Informing Sisters about Topics on AIDS (SISTA) is a group-level, gender and culturally relevant 
intervention designed to increase condom use among African American women. This intervention is 
currently implemented in Baton Rouge.  

 
Prevention and Care Needs 

The lower rate at which HIV-infected African-Americans enter primary medical care and remain in a continuum of 
care continues to be notable.  It is striking that while transportation and knowledge of services were among the 
top three needs identified by African American women, they also noted (13%) that they didn’t want anyone to 
know they are HIV positive more often than White women (9%).  
 
Figure 6. Barriers to HIV/AIDS-Related Medical Services in the Last Six Months, African-American Females 
(N=257) 

 
Note: Respondents were permitted to select more than one category, or not answer the question at all; the sum 
of all categories, therefore, may not meet or may exceed 100%. 
 
African-American women reported needing the greatest number of services overall, including money for rent, 
utilities, food bank vouchers, transportation, case management, safe sex counseling, help taking medications, 
home health services, child and respite care. 
                                                                                                                                                                                      

Recommendations 
The following effective interventions are recommended to target African American women that are NOT currently 
being implemented in Louisiana: 

 Sister to Sister is a brief, one-on-one, skills based behavioral intervention for sexually active African 
American women ages 18-45 to reduce sexual risk behaviors and prevent HIV and other sexually 
transmitted infections. 

 Women Involved in Life Learning from Other Women (WILLOW) is a social-skills building and educational 
intervention for heterosexual African American women ages 18-50.  

Additionally, it is crucial to link newly diagnosed African American women directly with case management and 
other support services to ensure that they are appropriately informed about and linked into HIV-related medical 
care.   
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Priority Population: Youth and Adults 
 
The number of diagnoses in youth aged 15-24 has been steadily increasing since 2006 in Louisiana and new 
diagnoses in youth aged 15-24 accounted for almost a quarter of all new diagnoses in Louisiana in 2010 - this is 
the only age group in which the number of new diagnoses increased from 2009 to 2010 (see Chapter 2 for 
additional HIV epidemiology). Additionally, adults in the 25-54 age group are disproportionately impacted by HIV 
burden, accounting for a combined total of 78% of PLWH and 67% of new HIV diagnoses, but only 41% of 
Louisiana’s population (see Table 11). Further, approaching 1% (0.56% - 0.85%) of adults in the 24-54 age groups 
are known to be living with HIV (Table 17).  
 

Table 17. Summary of Estimated Population Size and HIV Prevalence Among Priority Age Groups in Louisiana 

Age Groups 
LA Population 

Size 
Number Living with 

Diagnosed HIV Infection 
Percent of This Population 

With Diagnosed HIV 

15-24 666,406 1,008 0.15% 

24-34 625,605 3,500 0.56% 

35-44 566,672 4,720 0.83% 

45-54 657,339 5,604 0.85% 

 
Barriers 

 The presence of STDs greatly increases a person’s likelihood of acquiring or transmitting HIV. Rates of 
STDs among young people are tremendously high in Louisiana. Young people 10-24 accounted for almost 
70% of all gonorrhea cases in Louisiana in 2010, 75% of all chlamydia cases and almost 50% of all primary 
& secondary syphilis cases (CDC, 2010).  

 According to CDC’s 2009 National Youth Risk Behavior Survey, many adolescents begin having sex at an 
early age, have sex with older partners, and may be less likely to use condoms5. 

 Lack of mandatory comprehensive sex education in schools contributes to a lack of information about 
safe sexual practices and risk reduction. Realistic, clear and concise prevention messages are not always 
being given to our youth. 

 A CDC study showed that MSM and minority MSM were more likely to be unaware of their HIV 
infection, a situation that puts their health and the health of their partners at risk. Young MSM may be at 
risk because they have not always been reached by effective HIV interventions or prevention education—
especially because some sex education programs exclude information about sexual orientation. A CDC 
study of MSM in 15 cities found that 80% had not been reached in the past year by HIV interventions 
known to be most effective. Young MSM may also have increased risk factors for HIV (such as risky sexual 
behaviors) due to isolation and lack of support (CDC, 2010). 

 
Current Programming 

There are many health education and prevention programs currently implemented across the state that target 
young people. While not all interventions focus exclusively on HIV prevention, risk reduction and safe sex 
practices are emphasized with all of them. 
 
Curbing HIV/AIDS Transmission (CHAT) Project works to demystify HIV through correct knowledge, normalize HIV 
testing and reduce stigma around PLWH in the New Orleans area. CHATNOLA’s objectives are to provide African 
American youth with peer-to-peer sexual health education with a focus on HIV/AIDS through on-site and street 
outreach, peer to peer youth led workshops, and a multimedia social networking strategy utilizing social networks 
and text messaging, to provide HIV tests to at-risk African American youth in New Orleans and to increase 
outreach to at-risk youth through partnerships with at least ten agencies that serve the target population.  
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Personal Responsibility Education Program (PREP) Under the PREP program, Louisiana has replicated evidence-
based effective program models that change behavior, which means delaying sexual activity, increasing condom 
or contraceptive use for sexually active youth, and reducing pregnancy among youth. The STD/HIV Program is 
working with nine community-based organizations across the state to provide teen pregnancy, HIV and STD 
prevention interventions: 
 
Project AIM is a group level intervention for youth ages 11-14. Project AIM encourages young people to envision a 
positive possible future and discuss risk behaviors that could be a barrier to successful adulthood. This 
intervention is designed to reduce HIV, STD and pregnancy risk behaviors among youth.  
 
Sisters Informing, Healing, Living and Empowering (SIHLE) is a group level, peer-led, social-skills training 
intervention aimed at reducing HIV risk behavior among African American teenage females, ages 14-18. SIHLE 
emphasizes ethnic and gender pride, healthy relationships, assertive communication, and enhances awareness of 
HIV risk reduction strategies. 
 
Teen Pregnancy Prevention Project (TPPP) Through funds awarded by the Office of Adolescent Health, several 
state and non-profit agencies are implementing evidence-based interventions to reduce rates of teen pregnancy 
across the state. Awardees include Louisiana DHH/OPH Office of Family Planning, Louisiana Public Health Institute 
and Tulane University. Evidence-based interventions for HIV/STD and pregnancy risk reduction include: The Teen 
Outreach Program, Becoming a Responsible Teen (BART) and Focus on Youth (FOY).  
 
Media Advocates for Prevention (MAP) is a CDC-funded adaptation of the Community PROMISE intervention. 
MAP is a youth development program that integrates media literacy and production, community outreach, and 
peer education to promote HIV risk reduction and testing among youth of color. MAP works with a core group of 
Peer Advocates (PAs), ages 15-18, to develop HIV prevention messages for youth in the New Orleans metro area 
through the use of print materials, sexual health kits known as “MAP Kits”, and new media. MAP PAs also engage 
youth through everyday interactions, venue-based outreach, and virtual outreach. 

 
Recommendations 

 There are many effective interventions designed to reduce HIV risk behaviors among adolescents. Any of 
these interventions could be utilized in a variety of settings across the state.  

 Involving parents in this prevention education is paramount. Honest and open discussions between 
parent and child can lead young people to adopt healthy, safer behavior, i.e. condom use.  

 HIV Prevention Programs in schools, churches, and community centers can also help our youth in 
adopting safer sexual behaviors.  

 People who are HIV positive can really make an impact on youth when they speak about HIV prevention.  

 Peer Education has also shown to be another effective way in creating change with youth both on an 
individual level and a community level. (AIDS Action, 2001).  

 Implement mandatory sexual health education for all students in all schools. 
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Other Populations of Special Interest 
There are three additional population groups that the Louisiana HPG identified as possible priority populations, 
but there were insufficient data available to completely assess the possible disproportionate impact of HIV/AIDS 
among them. The Louisiana HPG decided to include these groups as “populations of special interest” due to other 
research or anecdotal evidence that has identified these groups as deserving special attention when planning for 
HIV prevention and treatment services. The populations of special interest include Transgender Individuals, 
Hispanic/Latino and Uninsured/Under-Insured. A brief description of each special interest group follows: 
 
Transgender 
 
Why is this population of special interest for HIV planning? 
There is very little known about the rates of HIV and STDs among the transgender population. When data are 
collected, it is usually entered under the MSM category. Efforts are underway to collect better information about 
transgender people and more will be known in the future.  However, it is currently clear that the stigma and 
discrimination experienced by many people merely for being transgender heightens risk behavior for this group. 
Transgender people of color experience stigma and discrimination due to their race as well as their gender. 
Transgender people may also face more complicated power and gender dynamics in their sexual relationships. 
There is a perception that there are few people who are willing to be in committed relationships with transgender 
people, which further complicates disclosure of HIV status, self esteem, sexual negotiation and condom use. Some 
transgender people have sexual partners who provide a sense of love and acceptance, but who also request 
unsafe sexual behaviors. Furthermore, when people are transitioning, they often take hormones so that they may 
start to physically resemble their gender of identification.  While some hormones may be taken orally (swallowing 
pills), others are taken intravenously, meaning that they are injected into the body with a syringe/needle, which is 
also a risk for HIV infection.  To ascertain more information from the transgender community in 2014 SHP will 
conduct community engagement sessions with transgender community members.  Engagement sessions are 
facilitated discussion groups/focus groups designed to engage transgender individuals to identify the HIV 
prevention and care needs of their community. The sessions are designed to offer technical assistance through 
community engagement, to discern gaps in service, assess community knowledge, beliefs, and attitudes around 
HIV and care services, assess relationships with the Department of Health, and social media and its role in HIV 
prevention, awareness, and treatment. SHP will conduct sessions in various regions of the state including, but not 
limited to, the Shreveport, Monroe, Lake Charles, Alexandria, Lafayette, Baton Rouge and New Orleans areas.  
 
 
Hispanic/Latinos (including undocumented Hispanic/Latinos) 
 
Why is this population of special interest for HIV planning? 
In recent years, Hispanic population growth in Louisiana has been far from stable as populations of Mexican, 
Central American and Brazilian origin continue to settle here, attracted in part by urban construction and by the 
state’s agricultural industry. From 2004 to 2010, the Hispanic/Latino population in Louisiana has increased from 
2.92% of the population to 4.25 % of the population (Census, 2010). Although the Hispanic/Latino population does 
not appear to be disproportionately impacted by HIV/AIDS based on the local HIV surveillance and known census 
data, other data suggest this population deserves special consideration for HIV planning. For example, a statewide 
street outreach survey from 2006 conducted by SHP showed that Latinos reported higher HIV risks than those 
who did not identify as Latino. There was lower frequency of condom use ‘every time’ during sex, 22% among 
Latinos compared to 36% for those who did not identify as such.  Similarly, report of condom use at last sex act 
was 46% of Latinos compared to 55% among the rest of the sample.  Reported exchange of sex for money or 
drugs in the last 12 months was 32% among Latinos compared to 10% among other groups.  Report of having an 
STD in the last 12 months was 32% among Latinos compared to 12% among the rest of the sample.  When asked 
about testing behavior, Latinos reported 40% had not had a test in the last 12 months compared to 24% among 
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the other racial ethnic groups.  16% of Latinos had never had an HIV test. The street outreach findings speak to 
the HIV prevention service needs for Latinos in Louisiana, including efforts to improve HIV testing rates. 
Furthermore, among individuals diagnosed with HIV in 2010, Latinos were most likely to get tested late, 
determined by having an AIDS diagnosis at the same time as their initial HIV diagnosis or within 6 months of initial 
HIV diagnosis.   
 
 
 
Uninsured/Under-Insured 
 
Why is this population of special interest for HIV planning? 
In 2011, the United Health Foundation estimated more than 17% of Louisiana residents do not have health 
insurance coverage. However, mirroring the national trend of insurance denials due to a pre-existing HIV 
diagnosis, 31% of the respondents to the 2011 Ryan White Needs Assessment reported that they did not have 
insurance coverage. Of those individuals who did not have health insurance (n = 277), 18% did not qualify for 
coverage and 4% were denied because of a previous medical condition. 
 
In addition to what is known about the needs of persons living with HIV disease, the future of medical care in 
Louisiana is currently in a state of flux. In addition to the unknown impact of the Supreme Court’s ruling on the 
constitutionality of certain sections of the Patient Protection and Affordable Care Act, perhaps the single largest 
change in the provision of health care services in 2011 and 2012 is the privatization of the Louisiana Medicaid 
Program. A Request for Proposals (RFP) was released in Spring 2011 and five successful proposers (Amerigroup, 
RealSolutions, Community Health Solutions, LaCare, Louisiana Healthcare Connections, and UnitedHealthcare) 
were selected in Fall 2011 to administer health insurance plans for Medicaid eligible individuals. These five plans 
have been grouped under the umbrella moniker “Bayou Health” to essentially replace the word “Medicaid” in all 
print and electronic media.  Staff at the STD/HIV Program has worked with all Ryan White-funded providers to 
encourage interactions with their Medicaid-eligible clients about this change. Notices of trainings and community 
meetings have been disseminated to encourage proactive participation and a choice of a Plan that truly addresses 
the client’s HIV related medical care and medication needs. 
 
Louisiana is also going through a rapid change towards the privatization of hospitals previously providing the 
majority of indigent care. By 2014, the state-run “charity” hospitals in Baton Rouge and New Orleans will be 
replaced by privately operated facilities and the workers who staff them will no longer be civil servants. Care 
providers in these two metropolitan areas serve more than 60% of those persons living with HIV disease. 
Additionally, the State has discharged nearly all individuals who were previously residing in state-run psychiatric 
hospitals to privately administered community homes and is actively working towards the privatization of six state 
operated drug treatment centers. State administration has recently contracted with Magellan Health Services, Inc. 
as the Statewide Management Organization (SMO) to provide behavioral health services to 100,000 adults and 
50,000 children, including 2,500 with significant behavioral health challenges or co-occurring disorders who are in 
imminent risk of out-of-home placement. These proposed changes have led many clients to worry about the 
future availability of “free” care for those who are uninsured. Client utilization data at the LSU Medical Centers 
indicates that their uninsured patients are more likely to be male and African American, not coincidentally the 
demographic representing the majority of new diagnoses and PLWH in Louisiana.   
 
An absence of sufficient health insurance coverage can increase dependence on emergent care and fail to 
highlight the importance of preventive health care activities, including HIV prevention. Poor health indicators in 
Louisiana include high rates of obesity, which has increased by 135% since 1990 and now impacts 31.7% of 
Louisiana residents (2011 United Health Foundation), as well as chronic disease such diabetes (10.3%), smoking 
(22.1% of the adult population) and binge drinking (14.7%) – resulting in Louisiana’s ranking of 49th in premature 
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death rates. Interestingly, two bright spots in the health outlook for Louisiana include ready access to early 
prenatal care (with 86.7% of pregnant women receiving prenatal care during their first trimester) and high 
immunization coverage (with 89.4% of children aged 19 – 35 months receiving immunizations). 
 
For many Louisiana residents living with HIV, their diagnosis is only one of many complex challenges in their lives. 
In 2011, the United Health Foundation ranked Louisiana 49th in overall health, which was the exact ranking from 
the year before. According to the same report, Louisiana ranked very low (48th in the nation) for successfully 
graduating high school seniors (63.5%). A lack of appropriate education with which to garner sufficient 
employment, illegal “employment,” or employment without benefits can relegate an individual to a cycle of 
poverty that is coupled with dependence on public assistance programs. Not surprisingly, in March 2012, the 
Bureau of Labor Statistics reported an official unemployment rate of 7.1% in Louisiana, and as of December 2011, 
864,112 Louisiana residents (19.7%) were enrolled in the State’s Food Stamp Program. 
 
The Kaiser Family Foundation State Health Facts reports that between 2009 and 2010, more than 25% of the total 
Louisiana population (1,092,800 individuals) lived at or below the Federal Poverty Level. In 2010, 25% of Louisiana 
residents were covered by Medicaid and 15% were covered by Medicare. Approximately 125,100 children aged 18 
years or younger relied on Medicaid (via LaCHIP) to meet their health care needs and more than 765,800 (17%) 
Louisiana adults between the ages of 19-64 were uninsured. However, mirroring the national trend of insurance 
denials due to a pre-existing HIV diagnosis, 31% of the respondents to the 2011 Ryan White Needs Assessment 
reported that they did not have insurance coverage. Despite the passage of the Patient Protection and Affordable 
Care Act, this uninsured adult population is currently too old for LaCHIP benefits, not ill enough (i.e., not disabled) 
to receive Louisiana Medicaid coverage, too young to access Medicare resources, and is either employed with no 
insurance benefits or cannot afford private health insurance. 
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Chapter 4. HIV Prevention, Treatment and Care Services in 
Louisiana 

 
Current Continuum of Care  
The continuum of care begins with the screening and testing of individuals to help identify people infected with 
HIV; the referral of those individuals testing HIV positive to medical and social services; and the provision of 
assistance to HIV positive people in notifying their sexual and needle sharing partners of their possible exposure 
to HIV. SHP is responsible for providing and coordinating efforts to address the needs of HIV-infected people, in 
conjunction with all community partners.   
 
Coordination between Ryan White Part B and CDC-funded HIV Prevention and HIV Surveillance  
 
The structure of SHP has changed significantly from what it was just two years ago.  In December 2010, the 
HIV/AIDS Program (as it was known then) merged with the STD Control Program to become the combined and 
integrated STD/HIV Program that exists today.  In March of 2011, the staff and activities of these two offices were 
physically joined together under the same roof, which has resulted in increased integration and efficiency of 
service provision. Additionally, with the significant loss of State General Funds over the past four years, the 
number of funding sources and the activities undertaken have been increased and diversified.  Today SHP consists 
of several programmatic components, inclusive of  

 Ryan White Part B and the ADAP (HRSA funded),  

 Several HRSA-funded Special Projects of National Significance (SPNS) for technological and data 
sharing expansion as well as for the linkage to care of people who were formerly incarcerated  

 Housing Opportunities for People with AIDS (HOPWA) services to eligible low-income individuals living 
with HIV infection  

 the CDC and State-funded STD and HIV Prevention activities  

 PREP funding for STD/HIV and Pregnancy Prevention with Youth   

 HIV and STD Surveillance programs   
 
In addition, SHP has an Evaluation Unit, Data Management and Analysis Unit and a Business Unit. All 
programmatic divisions are under the direction of one Administrative Director. Bi-monthly general staff meetings 
and management meetings every two weeks are held to share programmatic information and encourage cross-
program collaboration. 
 
At the service delivery level, a majority of the Part B-funded contractors are also funded to provide STD and HIV 
Prevention activities.  This has resulted in the capability of organizations to offer a full continuum of care—from 
HIV Prevention education to HIV Counseling and Testing services to the appropriate social services and referrals to 
medical care for individuals who are HIV-infected.  In many cases, a client can literally be walked from a post-test 
counseling session to an intake worker who can link them into Medical Case Management services.  Based on a 
protocol that was designed to strengthen the link between HIV Counseling and Testing services and 
Ambulatory/Outpatient Medical Care and Medical Case Management, a post-test counselor, with the client’s 
consent, will also schedule the client’s first medical appointment as part of the post-test counseling session and 
follow up on the referral to ensure connection with the services.  With the continued expansion of HIV testing 
through competitive awards from the CDC, increased testing and linkage into care are also occurring in other 
venues such as STD clinics and emergency departments. 
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Core HIV Prevention Activities 
 
Overview of SHP Supported/Funded HIV Prevention Activities 
SHP has been the primary public entity responsible for administering, implementing, and monitoring HIV 
prevention interventions for the State of Louisiana since 1985.  Current prevention activities are primarily funded 
through cooperative agreements and competitive grants from CDC; no state general funds are provided for HIV 
prevention in Louisiana. SHP supported HIV prevention activities fall into the following 6 general categories; 1) HIV 
testing, 2) Prevention with Positives, 3) Condom Distribution, 4) Policy Initiatives, 5) Social Marketing and 
Awareness, and 6) Programming for Priority Populations.  Categories 1-4 are required components of all state HIV 
Prevention Programs funded by CDC as a condition of award and at least 75% of funding must be spent on those 

Figure 7. Louisiana Map of HIV Treatment and Care Services  
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service categories. Categories 5 and 6 are highly recommended by CDC for jurisdictions to support in their overall 
prevention programs and up to 25% of funding may be spent on recommended service categories.  

 
Core Component: HIV Testing 
SHP supports HIV testing through two distinct service delivery models: 1) targeted counseling, testing and referral 
services (CTRS) conducted by contracted community based organizations and 2) routine HIV screening of patients, 
ages 13-64, in healthcare settings through Louisiana’s Expanded Testing Initiative which supports healthcare 
facilities with conducting HIV screening for their existing patients. SHP currently supports the following types of 
healthcare facilities to provide routine HIV screening: public hospital emergency departments, public health clinics 
(known as Parish Health Units or PHUs), the main inmate intake/processing centers for Louisiana state prisoners 
(Hunt Correctional Center and Louisiana Correctional Institute for Women), and several parish jails. SHP is 
currently providing counseling, testing and referral services (CTRS) in the areas of Louisiana with the highest HIV 
prevalence through contracts with community-based organizations (CBOs). 
 
HIV Testing activities in Louisiana are planned, implemented and evaluated by SHP with respect to 4 primary 
strategies designed to maximize the impact of testing activities toward eliminating new HIV transmissions. The 4 
strategies include: 1) Identifying previously undiagnosed HIV infections and Early Identification of Individuals with 
HIV/AIDS (EIIHA), 2) Ensuring Provision of HIV Test Results and 3) Linkage to HIV Treatment and Care for everyone 
testing positive for HIV.  
 
Testing Strategy 1: Early Identification of Individuals with HIV/AIDS (EIIHA) 
SHP plans/strategizes testing activities to identify individuals living with undiagnosed HIV infection and to increase 
the early identification of individuals living with HIV/AIDS.  This is accomplished by ensuring testing activities are 
physically/geographically provided in areas with the highest HIV prevalence, and 2) focusing CBO testing efforts to 
the most impacted individuals within the highest HIV prevalence areas of Louisiana. More specifically, the SHP 
Prevention Unit works closely with the SHP Surveillance Unit to develop annual target areas for testing activities 
based on the specific areas of Louisiana with the highest prevalence of known HIV cases. SHP provides funded 
CBOs an annual list of target areas based on the surveillance data, and CBOs are required to conduct recruitment 
and testing activities within those areas. Although testing is not limited to individuals based on their residence, 
this method does focus funded/partnering agencies conducting CTRS to provide outreach testing and mobile 
testing to the most impacted areas. No one is turned away from receiving HIV testing when they present at a site 
requesting the service, regardless of where they live or any other demographic characteristics. In addition to 
targeting testing to the areas with the highest HIV prevalence, SHP provides contracted agencies with 
demographic profiles of the individuals at highest risk within the priority geographic areas (see Chapter 3 for 
current priority populations). CBOs are contractually obligated to recruit and provide testing services to the 
priority populations within the targeted areas, proportional to the identified demographic profiles of the priority 
populations. 
 
Testing Strategy 2: Ensuring Clients/Patients Receive HIV Test Results 
SHP maximizes the proportion of clients who receive their tests results through 3 main components of the testing 
program, including: 1) using rapid testing at all sites, 2) utilizing Disease Intervention Specialists (DIS) to notify 
clients who test positive and do not return for confirmatory test results, and 3) using Louisiana Public Health 
Information Exchange (LaPHIE) to notify physicians of their patients who are HIV positive, but who may not be 
aware of their status.  
 
Testing Strategy 3: Referral and Linkage to HIV Medical Care 
A critical strategy of SHPs Testing program involves linking all clients/patients who test positive to medical care 
and other support services. Louisiana has a unique, state-administered public hospital system, comprised of ten 
hospitals located in the major metropolitan areas of the state to provide care to underserved and uninsured 
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residents. Each hospital has an established HIV clinic and 57% of persons living with HIV (n=6,560) who had at 
least one medical care visit during 2010 attended one of the state administered public hospitals.  These clinics are 
a critical component in the continuum of care for people living with HIV. Once an individual is newly diagnosed 
with HIV at a SHP supported testing site, he/she is typically referred to the nearest public HIV clinic for treatment.  
Louisiana state law and all Louisiana testing protocols for funded/partnering sites require that people testing HIV 
positive are given referrals to appropriate HIV medical care. In addition to making referrals to HIV care, 
funded/partnering CBOs and PHUs are required to follow up with the client and/or the referred medical provider 
to determine whether or not the referral was successful (e.g. the client attended his/her first HIV medical 
appointment) and to assist in overcoming any barriers encountered. SHP has developed and implemented a 
Referral Documentation and Follow-Up Protocol for this purpose, which requires the documentation of all 
referrals made during SHP supported prevention activities (including testing), as well as subsequent follow-up. 
No matter where a client is diagnosed, if documentation on medical referrals for clients testing positive is not 
completed or it indicates that a client did not access medical services, the local DIS are notified and follow up with 
the client is initiated. DIS ensure that individuals they interact with know their HIV-positive status and are referred 
to appropriate medical care, in addition to providing routine HIV partner services (PS). SHP uses surveillance data 
to routinely monitor the effectiveness of linkage-to-care activities for HIV-positive clients.  

 
 
 

Figure 8. 
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Core Component: Comprehensive Prevention with Positives 
Prevention With Positives (PWP) efforts begin immediately upon delivering a positive rapid or conventional test 
result at any SHP-funded or partnering test site and forms the foundation of the Program’s strategy to 
establishing a linkage network/system to ensure that clients have easy access to HIV medical care and other 
supportive services.  The second component of providing comprehensive prevention with positives is the 
provision of Partner Services and the third component of SHP’s prevention with positives efforts are an array of 
special projects that strive to reconnect people who have been disconnected from care and to help retain them in 
care.  These projects include LaPHIE, Positive Charge, and THRIVE (see Chapter 3 – Priority populations for more 
details on PLWH and their prevention needs). 
 
Core Component: Condom Distribution  
The no-cost condom distribution program in Louisiana has been in operation since 1994.  The program includes 
distribution of condoms utilizing three different methods: 1) through community sites in high-priority zip codes of 
each region of the state; 2) through distribution at all public health units and the ten LSU HIV specialty clinics 
throughout the state; and 3) through one-on-one outreach/recruitment activities conducted in high-priority zip 
codes of each region. 
 
SHP plans to support 1,500 condom distribution sites with current CDC HIV prevention funding. The condom 
distribution strategy aligns with the National HIV/AIDS Strategy in several ways.  Under the strategy of reducing 
new infections, it addresses the need to intensify HIV prevention efforts in communities where HIV is most heavily 
concentrated by establishing the location of condom distribution sites in each region of the state based on the 
prevalence and incidence of HIV.  In addition, condom distribution is an effective evidence based intervention that 
is linked to structural and community level interventions implemented throughout the state.  
 

 

Figure 9. Louisiana Map of Condom Distribution Sites 



 

 

67 

 

Core Component: Policy Initiatives 
The HPG identified four policy initiatives to focus on during the 2012-2016 project period. These four initiatives 
aim to align public policies and structures, promote optimal prevention efforts, and create an enabling 
environment for people to seek HIV prevention information, HIV testing and HIV treatment. The four initiatives 
are:  1) develop and facilitate implementation of a comprehensive sexual education program for Louisiana K-12 
schools that includes HIV prevention elements, 2) increase HIV and syphilis testing awareness during the third 
trimester among pregnant women, 3) expand HIV testing in healthcare settings, and 4) decriminalize HIV and thus 
reduce stigma. These four policy initiatives are further outlined below. 
 
Policy Initiative 1: Encourage Comprehensive Sexual Education Statewide 
Approximately 250 (21%) of the 1,200 new HIV cases in Louisiana in 2009 were among youth aged 13-24. In 
addition, nearly 30% of all new HIV diagnoses among MSM were individuals between the ages of 13-24 years. In 
2010, new diagnoses in youth ages 13-24 accounted for almost a quarter of all new diagnoses, and is the only age 
group where the number of new diagnoses increased from 2009-2010. Providing youth with accurate and 
comprehensive sex education in schools, including curricula addressing STD/HIV transmission and prevention, is 
one of the most powerful tools to reach and prevent new infections among adolescents. Louisiana schools do not 
currently require any comprehensive sex education programs to address the behaviors and issues that contribute 
to STD and HIV transmission.  SHP, DOE, Planned Parenthood, and Connect to Protect will collaborate with an 
existing coalition of partners that has been working to remove barriers in this arena.  In addition, SHP staff will 
serve as a resource of information related to curricula that specifically address STD/HIV issues. 
 
Policy Initiative 2: Expanded Perinatal HIV Testing Awareness  
In 2007 Louisiana passed legislation that incorporated routine HIV and syphilis testing in prenatal care for 
pregnant women.  However, recently, there has been a dramatic increase of congenital syphilis cases in Louisiana 
(32 reported cases in 2010 compared to 14 reported cases in 2009) and after an in-depth review of cases, many of 
these were due to lack of third trimester syphilis testing. SHP, Office of Maternal and Child Health, Birth Outcomes 
staff, and appropriate staff from Coordinated Care Networks will work together to find ways of expanding third 
trimester HIV and syphilis testing through awareness and improved data reporting.  
 
Policy Initiative 3: Promote Expansion of Routine HIV Screening in Health Care Settings 
As described in the National HIV/AIDS Strategy as one of the requirements for the nation to lower new HIV 
infections, HPG will strive to increase the percentage of PLWH who know their serostatus from 79% to 90%.  In 
order to accomplish this, all opportunities for individuals to be screened as a routine part of medical care must be 
maximized.  To this end, HPG has identified three major opportunities in clinical settings that have not been fully 
utilized. It has been identified that several policy issues are barriers to full implementation. These three settings 
are Louisiana Office of Behavioral Health’s Substance Abuse Treatment and Mental Health Centers, School–Based 
Health Clinics, and Family Planning clinics located at PHUs. HPG will convene a workgroup with representatives 
from each of the programs to identify solutions to the barriers with the ultimate goal of implementing opt-out 
testing at all OBH clinics, all school-based health clinics for sexually active patients, and at all family planning 
clinics. 
 
Policy Initiative 4: Decriminalization of HIV Transmission 
Although researchers as well as HIV prevention and legal experts overwhelmingly agree that there is no evidence 
that criminal prosecutions for HIV-nondisclosure protect individuals from infection, Louisiana has maintained 
statutes that make the ‘intentional exposure to the AIDS virus’ illegal (LA.R.S.14:43.5) for many years. Passed in 
1987, the maximum penalties for the law are fines up to $5,000 and imprisonment with or without hard labor for 
up to ten years ($6,000 and up to eleven years if the victim is a police officer). According to the revised statute, 
the prosecution does not have to prove that the defendant’s intent was to expose the victim to the virus, but only 
that the defendant knew that he or she had HIV and that he or she participated in an activity that could expose 
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the victim to the virus. Further, no Louisiana court has ruled that there is a difference between protected or 
unprotected sex in a criminal HIV exposure case to date. The law has been taken to extremes such as in a recent 
case in which a man was charged with exposing a police officer to HIV during a prostitution bust simply for failing 
to disclose his HIV status during the bust. Every year, two or three people are convicted of intentional HIV 
exposure. There have been 12 such cases prosecuted in Louisiana in recent years; non-coincidentally, most of 
these prosecutions occurred in rural areas where HIV stigma is most pronounced.  
 
In contrast to the current Louisiana law, the risk of transmitting HIV from an infected person receiving HIV 
treatment is exceedingly low due to advancements in the treatment of HIV/AIDS. Highly active antiretroviral 
therapy (HAART) has been remarkably successful in suppressing production of the virus, resulting in people being 
in long-term remission. However, prosecutions for intentional exposure can create significant HIV prevention 
barriers such as the stigmatization of HIV and people infected with HIV, which curtails reporting of the virus and 
disrupts desirable prevention, treatment and care activities, such as individuals seeking HIV testing to learn their 
status and entering medical care once they are aware of their status.  Overall, intentional exposure laws and 
related prosecutions put the life of PLWH at risk, increase the risk of HIV transmission and health care costs, and 
ultimately place the public at higher risk.  The criminal code has appropriate measures to deal with people with 
HIV who are aware of their status and act with intent to harm others.  The body of evidence indicates that 
decriminalization strengthens the response, especially in HIV prevention. The key to prevention is to know one's 
status. Knowledge of HIV status triggers access to treatment and care (for those infected), and it triggers 
empowerment to stay HIV-free (for those uninfected).  
 
Recommended Component: Social Marketing and Awareness 
SHP’s social marketing and awareness activities aim to educate all Louisiana residents about HIV and how to 
prevent it, with a special emphasis on reaching priority audiences, which are African Americans and youth, as well 
as MSM of all races/ethnicities.  SHP currently collaborates with CDC, the Kaiser Family Foundation, the Black AIDS 
Institute, and the National Association of People with AIDS on a number of social marketing campaigns that are 
implemented in strategic areas across the state, including several neighborhoods in the New Orleans area with 
high rates of HIV transmission. 
 
Increasing Access to Information on HIV Prevention, Testing, Treatment and Care 
SHP currently maintains several websites, an information phone line, and distributes educational materials 
throughout the state of Louisiana.  HIV411.org was launched in 2009 to better reach communities across 
Louisiana with user friendly information on HIV/AIDS prevention, HIV and STD testing information, and HIV 
treatment; It also houses a comprehensive resource listing of all HIV/AIDS related services available in the state.  
Users type in their ZIP code to access a list of all available resources in their area.  The STD/HIV Infoline, 1-800-99-
AIDS-9 (800-992-4379), is available Monday – Friday 9:30 AM – 5:00 PM and is staffed by public health interns to 
provide person-to-person question and answer opportunities about STDs and HIV.  Information brochures, that 
also contain the HIV411.org website address and the Infoline number, are available in a wide range of topics on 
HIV/AIDS and can be ordered by community partners across the state.  Social marketing and awareness activities, 
including activities initiated by collaborative partners such as local Ryan White programs, direct individuals to the 
HIV411.org website and STD/HIV Infoline. 
 
Increasing Knowledge of HIV Prevention, Testing, Treatment and Care 
Social marketing campaigns utilize traditional and new media to achieve public health goals and the Social 
Marketing and Awareness Team’s aim is to support the achievement of the overall goals of the LA Statewide 
HIV/AIDS Strategy. SHP and several other community partners across the state have partnered with the Kaiser 
Family Foundation and the Black AIDS Institute to implement the Greater Than AIDS (www.greaterthan.org) 
national social marketing campaign and localize the campaign (Louisiana>AIDS).  The aim of this campaign is to 
engage and mobilize African American communities in the fight against HIV/AIDS by addressing stigma.  Major 

http://www.greaterthan.org/
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campaign components include “Deciding Moments”, a pride campaign (tailored for AA MSM), outdoor media 
placements, radio ads, online advertisements, engagement with celebrities, distribution of campaign collateral 
materials, and large-scale HIV awareness events.  In March of 2012, SHP launched the CDC-funded national social 
marketing campaign, Take Charge Take the Test (http://www.hivtest.org/takecharge/) with the aim of 
encouraging African American women to take an HIV test.  Major campaign components include awareness 
events (conducted by a community coalition of African American women who organize campaign events and 
serve as spokespeople for the campaign) outdoor media, online ads, and the distribution of campaign information 
brochures and t-shirts.  The CDC-funded national campaign, Testing Makes Us Stronger, encourages African 
American MSM to take an HIV test and will be implemented in Louisiana around African American Gay Pride in 
November, 2012.  This campaign will include online advertisements and a community awareness event.  It will be 
integrated with the Louisiana>AIDS campaign.  Each of the social marketing campaigns drive those reached by the 
campaign to information about HIV testing, HIV Prevention, and HIV treatment by promoting the HIV411.org 
website, HIVtest.org, and the STD/HIV Infoline.  The campaigns are also utilized during all HIV awareness activities, 
especially during national HIV/AIDS awareness days and related events.   
 
Reducing HIV/AIDS Related Stigma 
The multiple social marketing campaigns and awareness activities implemented by SHP and community partners 
across the state address stigma by increasing visibility of HIV prevention, HIV testing, and the availability of 
treatment.  SHP and its partners across the state currently conduct awareness events and activities during 
national HIV/AIDS awareness days that are also promoted on a national level, allowing Louisiana to take 
advantage of national level promotions and promote awareness across the state in unison to increase market 
saturation.  In collaboration with local community partners and national level partners, SHP also conducts HIV 
awareness activities at popular, large-scale events such as football games and Essence Music Fest that increases 
reach of messaging about HIV/AIDS to decrease stigma.  HIV testing is also conducted at events serving to 
normalize HIV and HIV testing by making it more visible and commonplace.  Social marketing materials distributed 
are labeled with resource information (website address and Infoline) and HIV messaging is promoted in highly 
visible ways such as though on-site announcements.  These activities in combination with connected social 
marketing campaigns provide a reach of over 100,000 people.   
 
Recommended Component: Programming for Priority Populations 
SHP supports high impact, specialized programming for select populations that have the most potential to 
significantly decrease new HIV infections in Louisiana. These populations are primarily selected based on HIV 
surveillance data and other social, public health and/or behavioral research and related data. SHP currently 
supports high impact programming for incarcerated populations, teens at risk of pregnancy and/or HIV/STD 
infection and MSM and Transgender populations (see Chapter 3 for additional details on Priority Populations and 
related current programming).     
 

Core HIV Treatment and Care Services 
 
Overview of SHP (Ryan White Part B-funded) Treatment and Care Services 
The Services component currently oversees the administration and monitoring of 14 contracts for the provision of 
State Direct Services, one contract for the support of private and public insurance policies through the Health 
Insurance Program (HIP) and ten contracts with dispensing pharmacies for the Louisiana ADAP. These programs 
help ensure that low-income individuals living with HIV infection have ongoing access to primary medical care and 
medications, and to a continuum of high-quality community-based supportive social services.  In 2010, 
SHP coordinated HIV-related care, treatment and support services for 5,859 PLWH in Louisiana.  
 

http://www.hivtest.org/takecharge/
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Medical care, including treatment of HIV infection consistent with US Public Health Service (USPHS) guidelines, is 
primarily provided through the ten regional public Medical Centers. These centers--seven of which are 
administered by the LSU HCSD, with the other three under the oversight of the LSU Shreveport Medical Center--
currently provide care to more than 73% of individuals reported with an HIV diagnosis. This system is the primary 
source of health care for indigent, minority, uninsured and under-served populations in Louisiana. Each hospital 
includes outpatient clinics that offer a full range of health services to Louisiana residents.  Services specific to HIV 
infection include primary care, medications, laboratory services, specialty care and the prophylaxis and treatment 
of OIs. Six of the ten medical centers are also recipients of Ryan White Part C Early Intervention Services (EIS) 
grants. Likewise, six of these ten centers also receive Ryan White Part D funding to support HIV primary care for 
the Part D-eligible population (infants, children, youth, and women). 
 
Ryan White Part B funds used to support and augment this system of care, as five of the ten regional public 
medical centers previously received resources from the HIV/AIDS Program (as it was called then) to support 
additional or specialized staff to meet the increased demands for high quality services. Part B funding was also 
contracted to two additional (non-LSU) clinics:  the Caring Clinic in Baton Rouge and the clinic housed at the 
NO/AIDS Task Force in New Orleans. However, in the first of several cost containment measures intended to 
reduce the burden on the Louisiana AIDS Drug Assistance Program (ADAP), all of the resources supporting 
outpatient medical care services were re-directed to ADAP in April 2010. 
 
Each DHH Public Health region of the state outside of the New Orleans and Baton Rouge metropolitan areas has 
allocated anywhere from 42% to 64% of their Part B resources to Medical and Non-medical Case Management for 
the FY 2012 grant year. After Case Management, Oral Health Care and Medical Transportation are the services 
most frequently prioritized by the regional providers. The remaining categories which have been prioritized for 
the upcoming year include: Mental Health treatment, Substance Use treatment services (outpatient), Nutritional 
Assistance, Direct Emergency Financial Assistance and Housing services. 
 
Other services supported by Ryan White Part B resources include the statewide Health Insurance Program (HIP) to 
assist eligible PLWH in paying their private and public health insurance premiums and cost shares (co-payments 
and deductibles) in order to maintain coverage.  Services such as Legal assistance and Home- and Community-
Based Care for PLWH also used to be supported by Ryan White Part B funds; however, those services were also 
eliminated in April 2010 to re-allocate support to the Louisiana ADAP.   
 
Case management and supportive services provided to eligible clients through Ryan White and HOPWA resources 
are critical in linking HIV-positive persons to medical care and helping them access HIV-related care routinely.  A 
very high percentage of clients who received Ryan White services in 2010 were successfully maintained in care 
during the program year. 
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Table 18. Ryan White Clients In Care by Service Category 
Louisiana, 2010 

 

Total Client 
Number 

Number In 
Care* 

In Care % 

Tenant Based Rental Assistance 
(TBRA) 126 119 94.4% 

Stably Housed 2,269 2,031 89.5% 

Health Insurance Program (HIP) 1,200 1,140 95.0% 

AIDS Drug Assistance Program (ADAP) 3,110 2,990 96.1% 

Mental Health Services 141 129 91.5% 

Substance Use Treatment Services 24 23 95.8% 
* had a CD4 and/or VL in 2010 

 
There have been major challenges and changes to the Louisiana AIDS Drug Assistance Program (LA ADAP) in the 
last two years.  Between 2006 and 2010, client utilization of the LA ADAP and expenditures on eligible services 
increased steadily without a corresponding increase in resources.  These documented trends were the result of 
many factors, including but not limited to:  increased targeted HIV testing, intensive efforts to link newly 
diagnosed people into care, assertive activities to identify people who know their HIV status and are not in care, 
and the overall economic downturn with a corresponding loss of income and insurance benefits, coupled with 
level allocation of federal resources to Louisiana to address these growing needs.  From January 1, 2008 to 
December 31, 2009, the cost of providing medication services through the LA ADAP increased by 33% while the 
number of clients served increased by 15%.  As a result, in spring 2010, it was projected that Louisiana ADAP 
would face a potential shortfall of $11.7 million. These factors forced the implementation of cost-savings 
measures in order to avoid the need to disenroll all ADAP clients before the end of the budget period.  The 
elimination of primary medical care contracts, as well as a decrease in contracted budgets for community-based 
organizations, yielded some savings. However, they did not offset the projected client need for core services 
funded through Ryan White Part B resources, and as such, LA ADAP was capped to new enrollment on June 1, 
2010.   
 
Individuals newly eligible for LA ADAP after June 1st were referred to Patient Assistance Programs (PAPs) 
administered by pharmaceutical manufacturers.  These individuals comprise the LA ADAP “Unmet Need” list.  
Unlike the concept embodied in a waiting list, these individuals are not waiting for medication, but rather are 
using the PAPs as their primary source of no-cost or low cost HIV-related medications for the duration of capped 
enrollment to LA ADAP.  During 2010 and 2011, SHP staff has diligently received referrals from all regions of the 
state for people who would be eligible for LA ADAP, but cannot become enrolled in the program.  As new federal 
resources have been received from HRSA due to the documented unmet need for ADAP medications for eligible 
low income HIV-infected people (a little over $1 million in August 2010 and $3 million in August 2011), and as 
slots open up through routine attrition, individuals have been removed from the Unmet Need list and re-screened 
for enrollment into LA ADAP.  Between June 2010 and the end of May 2012, 2,484 individuals had been reported 
to an Unmet Need list; however, 2,201 of these individuals have been removed from the list after they had 
secured another payer source for their medications or qualified for an ADAP slot.  The current Unmet Need list 
totals 283 individuals; however, approximately 20 new ADAP-eligible individuals are currently being referred to 
the Unmet Need list each week—signifying continuing need for the services provided by this program. 
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Table 19. People Utilizing ADAP and PLWH by Region 
Louisiana, 2010 

  
People Utilizing 

ADAP 
Percent PLWH Percent 

Region 3,228* 100.0% 17,155 100.0% 

  1-New Orleans 1,278 39.6% 6,106 35.6% 
  2-Baton Rouge 790 24.5% 4,191 24.4% 
  3-Houma 82 2.5% 624 3.6% 
  4-Lafayette 237 7.3% 1,251 7.3% 
  5-Lake Charles 192 5.9% 926 5.4% 
  6-Alexandria 131 4.1% 780 4.6% 
  7-Shreveport 248 7.7% 1,384 8.1% 
  8-Monroe 151 4.7% 940 5.5% 
  9-Hammond/Slidell 119 3.7% 953 5.6% 

* Region by dispenser, not client address 

 

 Approximately 64% of ADAP clients are from the New Orleans and Baton Rouge regions.  

 The percentage of individuals receiving ADAP services in each region is comparable to the percentage of 
PLWH infection in each region. 

 
Housing Opportunities for People With AIDS  
In addition to Ryan White Part B funding, the STD/HIV Program is also the recipient of State Formula HOPWA 
funding from the Department of Housing and Urban Development (HUD).  These funds go to seven of the nine 
public health regions (the New Orleans and Baton Rouge metropolitan areas are qualifying cities for HOPWA 
awards directly from HUD due to the number of PLWH in each area).  HOPWA assists eligible people in four key 
areas:  1) making short-term rent, mortgage and/or utility payments up to five times in a 52-week period; 2) 
accessing Tenant-Based Rental Assistance payments to supplement a client’s monthly contribution to their 
housing costs; 3) assisting clients with deposits for essential utilities and rental units through Permanent Housing 
Placement (resources; 4) supporting the rehabilitation and renovation of an existing structure for use as a 
residential facility, 5) assisting with the operating costs of supporting PLWH disease at those residential facilities 
and 6) assisting local agencies with Resource identification to expand the availability of safe and affordable 
housing options for HIV-infected people. 
 
Coordination between Part B and other Ryan White Programs  
 
Part B is engaged in multiple coordination activities with other Part A, C and D grantees, and there are several 
services/programs that are provided jointly. One project that was beneficial to many of the Louisiana Ryan White 
grantees and planning bodies/advisory groups that make recommendations regarding the allocation of scarce 
funding was the 2011 Ryan White HIV Needs Assessment. This collaborative endeavor was undertaken to reduce 
duplication of effort and expenditures, to collect comparable information for all service areas, and to maximize 
response rates from PLWH throughout the State. The purpose of the Needs Assessment was to gain a greater 
understanding of the current level of HIV service needs and to provide insight into consumers' perceptions of the 
availability of HIV services throughout the State.  A summary of these needs has been presented previously in 
Chapter 3. 
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The Louisiana CAREWare Access Network (LaCAN) is a collaborative effort between four Ryan White grantees in 
Louisiana to improve the information technology capacity to collect and report client-level data to HRSA.  The 
LaCAN partners include the STD/HIV Program (Ryan White Part B grantee), the City of New Orleans Office of 
Health Policy and AIDS Funding (Ryan White Part A Grantee), the City of Baton Rouge Division of Human 
Development and Services (Ryan White Part A grantee), and the NO/AIDS Task Force (Ryan White Part C grantee).  
These partners are using CAREWare as a central repository of client data and have agreed to exchange service 
information for the purpose of improving client care, data quality, and performance measurement.  
 
In 2011, SHP was awarded a Special Project of National Significance (SPNS) grant to strengthen the linkage to care 
for HIV-infected people being discharged from correctional facilities in the greater Baton Rouge metropolitan 
area, as well as enhance the exchange of critical health information between public health entities and a large 
private hospital.  SHP staff worked closely with the Baton Rouge Ryan White grantee in the development of the 
application, and staff members from that office participate in both the planning meetings and Learning Sessions 
to ensure continued collaboration and success in implementing the key activities of this project. 
 
Several staff from both the New Orleans and Baton Rouge Part A grantees has been active participants in the 
Statewide HPG that has overseen the development of the Statewide Coordinated Statement of Need (SCSN) and 
the Comprehensive Plan for HIV Prevention and Services.  Additionally, the SHP Director and Services Manager 
were invited to participate in the development of the New Orleans Part A Comprehensive Plan.  Other 
collaborative activities between Parts A and B include continuing contact between the grantees’ administrators 
regarding relevant planning and implementation issues and participation on planning bodies. Currently, Part B has 
a seat on the Part A New Orleans Regional AIDS Planning Council, filled by the SHP Services Manager.  In addition, 
representatives from the Part A and the TGA grantees routinely attend statewide or regional Part B meetings 
convened by Part B staff.  
 
Part B and Part C grantees throughout the state also work closely together in the coordination of primary and 
specialty medical services to low income PLWH. As mentioned previously, due to competing priorities in the LA 
ADAP, Part B has had to eliminate the financial resources that were dedicated to augmenting services at several of 
the Part C-funded clinics.  However, these partners routinely communicate program changes and updates during 
the quarterly Ambulatory Site Coordinators’ meetings, and often problem-solve as a group to address emerging 
concerns and/or unintended barriers to client access to care that can result from changes to policies or 
procedures. 
 
There are also several programs funded jointly through Parts B and D. FACES is currently serving as the grantee for 
Part D services delivered in Region II (Baton Rouge), where they have subcontracted with Family Service of 
Greater Baton Rouge (FSGBR) for the provision of those services.  Before Baton Rouge became a TGA in 2007, 
FSGBR was previously funded to provide Part B services.  Metro Health currently has a contract with SHP to 
deliver HIV prevention interventions in Region II, inclusive of HIV testing at the East Baton Rouge Parish Jail as a 
service component of the SPNS Linkages project.  In addition, FACES/Part D supports Family Service of Greater 
Baton Rouge (case management, mental health, and transportation), Woman’s Hospital (medical case 
management), Capitol City Family Health Center, and LSU’s/EIC (both for HIV primary care) in Baton Rouge.  In 
Monroe, Part D supports HIV primary care at E. A. Conway Regional Medical Center through a contract with LSU-
Shreveport. In Lafayette, Part D funds HIV primary care at the University Medical Center’s HIV clinic (East Clinic).  
In New Orleans, Part D supports the FACES program (medical case management, mental health, peer support, 
transportation, perinatal prevention, outreach and case-finding), LSU’s HOP clinic (HIV primary care), FACES 
Pediatric Clinic at Children’s Hospital (HIV primary care for women, infants, and youth), and NO/AIDS Task Force 
(HIV primary care). 
 



 

 

74 

 

Two other Part D grantees funded in 2010 are domiciled at LSU Medical Centers that are also Ryan White Part C-
funded clinics (W.O. Moss Regional Medical Center and Bogalusa Medical Center).  Staff from these clinics also 
attends various planning meetings that are convened by Part B, including the Ryan White Louisiana “All Parts” 
meetings.  
 
Coordination among Part B and other Ryan White Programs also happens through the Louisiana Commission on 
HIV/AIDS and Hepatitis C which is a governor-appointed body, comprised of representatives from state agencies, 
community-based organizations, the state legislature, and consumers.  One of the Commission’s charges is to 
serve as a coordinating forum on HIV-related matters between and among public agencies, local government, and 
other non-governmental groups.  All Ryan White Parts (A, B, C, D and F) in the State of Louisiana have seats on the 
Commission and are able to represent the concerns of the grantees, as well as report in a timely and accurate 
manner on service utilization and progress in achieving established goals. 
 
SHP has also coordinated closely with a Part D grantee (FACES) and Part F grantee (Delta AIDS Education and 
Training Center) in the joint endeavor to eliminate perinatal transmission in Louisiana. Key medical and social 
service staff from each of those entities participate in the Louisiana HIV Fetal Infant Morbidity Review (FIMR) and 
the Community Action Team (CAT) that identifies gaps in service and barriers to care that have been experienced 
by HIV-infected pregnant women in an effort to design and implement strategies to reduce mother-to-child HIV 
transmission. To that end, Delta AETC also reviews proposed educational materials for health care providers and 
provides a current mailing list of licensed and practicing Obstetricians, Gynecologists, Family Practitioners and 
Pediatricians, and routinely offers training regarding the implementation of CDC guidelines for the testing of 
pregnant women. Furthermore, Delta AETC has been instrumental in coordinating routine telemedicine 
videoconferences between primary medical care providers in the community and those who are practicing at 
facilities supported by the Louisiana Department of Public Safety and Corrections (DOC). This has helped to 
increase continuity of care as PLWH become incarcerated and/or discharged from prison, and assisted in reducing 
the cost of bringing relatively healthy HIV-infected clients (and the necessary guards and other security personnel) 
to clinic for routine medical care. 
 
The FACES Part D program has a Perinatal Protocol whereby labor and delivery hospitals across the state can 
contact the program when an HIV-exposed infant is delivered.  FACES will arrange to have AZT delivered directly 
to the patient prior to discharge so that these infants are sent home with medication.  This is provided at no cost 
to the patient.  Furthermore, FACES staff provide consultation with these labor and delivery units to ensure that 
home health orders are in place to support the mother’s ability to administer the medication and to monitor the 
infant’s medication adherence.  These sites are also provided with consent forms so that these mothers can be 
immediately referred to Ryan White programs for case management services. The vast majority of HIV-exposed 
infants in Louisiana are born in either Baton Rouge or New Orleans. In Baton Rouge, Part D funds medical case 
management at Family Service of Greater Baton Rouge and at Woman’s Hospital where staff provide linkage and 
follow up for HIV-exposed infants and their HIV-infected mothers. In the New Orleans area, Part D funds medical 
case management at FACES and staffs a full time staff member who provides regular outreach and in-service to 
the labor and delivery departments to make sure that these staff are aware of the importance of timely referral 
for medical case management for these mothers and infants.  
 
The LSU Dental School is the recipient of Ryan White Part F dental reimbursement funding. This clinic, located at 
the HOP clinic, has supported the development of specific dental services for HIV-infected individuals.  In 2002, 
resources were secured for the Ryan White Community-Based Dental Partnership Program which is based at the 
Huey P. Long Medical Center in Pineville, LA.  These resources were utilized to expand crucial oral health services 
for HIV-infected individuals in central Louisiana, and Part B funds were utilized to purchase start up equipment for 
the new dental clinic. 
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SHP has also collaborated with regional efforts to ensure coordination across all HIV related grantees (funded by 
CDC, HRSA, HUD and SAMHSA) and other stakeholders.  The Coalition of HIV/AIDS Nonprofits and Governmental 
Entities (CHANGE) is one such entity in the New Orleans region that is comprised of grantees, nonprofit 
organizations involved in the full continuum of HIV prevention, treatment, housing and supportive services and 
PLWH. CHANGE meets routinely to promote and plan for the creation of, and access to, additional resources, 
particularly for affordable housing, medical care and supportive services, for over 7,000 PLWH in the New Orleans 
area.  Over the years, CHANGE has realized some significant successes in increasing housing resources, developing 
research-based data on HIV housing needs, advocating successfully for changes in funding priorities, and other 
policy issues impacting PLWH.  This collaboration, considered a best practice model by HUD, has achieved better 
awareness of PLWH housing needs and has worked to expand housing resources for PLWH. Participation of SHP 
prevention and care staff supports alignment of program goals and strategies across Ryan White grantees.   
 
Coordination between Part B and Substance Use Prevention and Treatment Services 
 
The State of Louisiana is a recipient of block grants through the SAMHSA administered through the Department of 
Health and Hospitals, Office of Behavioral Health (OBH). This is a new office created as a consolidation of the 
Office of Addictive Disorders (OAD) and the Office of Mental Health (OMH). Block grant funds are used to support 
substance use prevention activities and treatment programs statewide and also fund counselors and 
phlebotomists who provide HIV services. In 2006, SHP entered into a memorandum of agreement with OAD (as 
the Office was then known) substance abuse treatment clinics to provide training, technical assistance and quality 
assurance related to the implementation of routine HIV screening for their clients. 
 
Previously, people known to be HIV-infected received priority admission to substance use treatment facilities and 
were actively linked to the HIV EIS statewide.  Clients were also referred to primary medical care, mental health 
services and all Ryan White-funded programs for supportive HIV services, including assistance in obtaining 
medications, transportation, housing and food, and securing social service benefits.  However, OBH recently 
entered into a contract with Magellan Health Services, a publicly traded managed-care specialist, to run an 
overhaul and expansion of mental health and addiction services for the state's Medicaid and uninsured 
populations.  In line with significant changes to the State’s Medicaid program, this contract will further convert 
much of the Medicaid insurance system from the existing fee-for-service model to a system of coordinated-care 
networks. Separate contracts have been negotiated with five firms to administer coordinated care networks for 
about $2.2 billion in Medicaid transactions for approximately 865,000 residents.  
 

The Magellan contract went into effect on March 1, 2012 and provides behavioral health and addiction services 
not included in the other coordinated care networks to streamline and coordinate services among multiple 
providers. Ultimately, the goal is to improve health outcomes for residents while reducing the expenditure of 
State General Funds.  The specific benefit or impact on HIV-infected persons is not known at this time, but the 
STD/HIV Program will continue to work closely with Magellan staff to ensure that identified gaps in service are 
addressed in a timely manner and that there are no duplicative services. 

 
Part B Coordination with Other Federal Programs 
 
Coordination with Louisiana Medicaid 
In the 2011 Ryan White Needs Assessment, 42% of the respondents with any source of private or public insurance 
coverage indicated that they had qualified for Medicaid benefits—clearly making this program the largest 
resource for persons living with HIV disease in Louisiana.  As such, Part B-funded providers are instructed to 
screen for third party coverage and fully exhaust any available Medicaid benefits before turning to Ryan White 
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funds to meet the unmet need.  However, the recent changes to Louisiana Medicaid have been significant and the 
benefit or impact on low income recipients living with HIV disease is currently unknown. 
 
In 2011, federal health care officials approved the Jindal administration’s plan to overhaul Louisiana’s Medicaid 
program and operate much of the program through managed care networks.  Louisiana Medicaid released a 
Request for Proposals (RFP) for interested applicants to describe a proposed coordinated care network and the 
associated cost.  From that process, five companies were chosen to provide services to approximately 865,000 
low-income Medicaid-eligible residents through a new program called Bayou Health. The Bayou Health care 
structure and choice of competing providers is largely based on an insurance model with a heavy emphasis on 
monitoring patient care to improve the quality of preventive and primary care services.  The enrollment process 
was implemented throughout the state in three regional phased or graduated stages.  These started in the 
Geographical Service Area (GSA) A on February 1, 2012 and were fully implemented by June 1, 2012.  Medicaid 
recipients have been encouraged to review the provider network supported by each of the five plans in order to 
choose the plan that best meets their medical needs.  If a client does not make a selection, they are automatically 
enrolled into one of the five health plans. 
 

Approximately one-third of the state’s $6.7 billion Medicaid program is being administered through the managed 
care model. Those to be shifted into the coordinated care networks include children under age 19, their parents, 
pregnant women and adults with disabilities who don’t also receive Medicare benefits.  Medicaid recipients who 
are not covered by the networks include nursing home residents, disabled and elderly residents who receive 
home- and community-based care, those enrolled in specialty service programs and recipients who receive both 
Medicaid and Medicare services. 

 
Coordination with Medicaid varies, depending on the service.  For example, to facilitate continuity of care, CBOs 
providing State Direct Services are required to screen for Medicaid eligibility and to assist individuals in applying 
for services through Louisiana Medicaid and the Louisiana Children’s Health Insurance Program (LaCHIP).  Clients 
accessing ADAP and HIP services directly through SHP are financially screened for Medicaid on a routine basis and, 
if found to be eligible, are referred to the appropriate providers.  Since there are no restrictions on ARV 
medications through Louisiana Medicaid (i.e., denial of coverage for dual protease inhibitors) and the medications 
available are not limited to those related to HIV disease, clients are generally eager to qualify for Medicaid.  The 
LSU Medical Centers have on-line interface with Medicaid which allows any change in a client’s coverage to be 
identified immediately. 
 
Coordination with Louisiana Children’s Health Insurance Program (LaCHIP) 
Whenever possible, clients are screened for eligibility in one of several programs that offer health insurance 
coverage.  In 1998, due to the fact that 20% of the State’s children lacked insurance coverage for basic health 
care, DHH implemented LaCHIP under the authorization of Title XXI of the Social Security Act.  This program was 
developed to extend Medicaid insurance coverage to children living in families whose income levels had 
previously precluded them from eligibility for Medicaid, and provides for primary care, preventative and 
emergency care, immunizations, prescription medications, hospitalization, home health care and many other 
health services.  Through LaCHIP, uninsured children up to the age of 19, whose families earn up to 200% of the 
FPL, can qualify for these services.  This is helpful, as 28% of children 18 years or younger lived in poverty in 
Louisiana in 2010.  Even if household income is higher than these levels, children may still qualify as eligibility is 
based upon only the parents’ and child’s income, and is not affected by the income of other adults or care givers 
in the home.  These recipients are now primarily covered through the Bayou Health plans noted above. 
 
Coordination with Medicare 
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While Medicare Parts A and B have not changed dramatically in the last few years, the introduction of Part D 
benefits in 2006 was initially a challenge for program coordination between Medicare Part D and Ryan White 
Parts A and B.  Prior to the debut of Part D, the HIV/AIDS Program (as it was known then) estimated that 18 - 22% 
of current ADAP recipients would be eligible for pharmaceutical services through the Part D program.  In 
compliance with federal directives, SHP staff requires all Medicare-eligible clients to select a Prescription Drug 
Plan (PDP) that offered the best coverage for their current medication needs and apply for the Low Income 
Subsidy (LIS)--known to most clients as “extra help.” 
 
Currently, Medicare Part D-eligible individuals are required to enroll in a PDP and apply for LIS before they can 
access any available Part B assistance with out-of-pocket costs.  Once an application for LIS has been approved or 
denied, all eligible individuals who reside in Louisiana can be referred to the HIP for assistance with their 
Medicare Part D premium.  Part B views Medicare Part D like any other insurance plan and will cover co-payments 
through the HIP.  Part B-funded services maintains the same eligibility requirements for Medicare Part D clients as 
are currently in place for the general population served by these programs.  Additionally, with new legislative 
language included n the Patient Protection and Affordable Care Act, costs covered by ADAP when a client goes 
into the “donut hole” are eligible to count towards their True Out of Pocket Expenses (TROOPE), so coordination 
between the client, the Health Insurance Program and ADAP is more important than ever. 
 
Coordination with Veteran’s Affairs 
Direct collaboration between SHP and the Veterans Affairs (VA) Program has been limited.  Lack of coordination 
intensified when Hurricane Katrina damaged the main VA Hospital in New Orleans to the point that it became 
unfit for the delivery of any future services and construction on a new, modern Veterans Administration hospital 
in New Orleans has only just begun.  Medical Case Managers at the provider level in other areas of the state 
access all available services from the VA for eligible clients, and do so before Part B funds are utilized.  Services 
through the VA are quite comprehensive, and include primary medical care, home- and community-based care, 
prescription coverage and limited mental health and substance use counseling.  There are only a few services 
offered through Ryan White Part B that veterans may not be able to access through the VA, such as food 
bank/home delivered meals, legal services and housing assistance (although many community-based transitional 
and temporary housing providers typically make veterans a priority population). 
 
Coordination with Bureau of Primary Health Care 
The STD/HIV Program has participated in efforts to collaborate with entities in Louisiana funded through HRSA’s 
Bureau of Primary Health Care. However, the Bureau of Primary Health Care and the Federally Qualified Health 
Centers (FQHCs) are currently in a state of flux as well.  Moving forward to comply with the philosophical directive 
of providing a “medical home” to all residents, most facilities have assessed that the provision of HIV-related 
primary and specialty medical care is often too complex and expensive for their current staffing and budgetary 
resources. 
 
Coordination of Part B with other State and Local Programs 
 
Coordination with the Office of Public Health--Tuberculosis Control Program 
Although the STD/HIV Program does not share staff with the Tuberculosis Control Program, both programs are 
located on the same floor in Benson Tower and interact frequently. HIV testing is a routine procedure in public TB 
clinics, and regional HIV Surveillance staff and Tuberculosis staff share information on individuals reported with 
dual infections to refer patients into appropriate services. The HIV/AIDS registry and the TB registry are matched 
annually to track the impact of the HIV epidemic on TB and vice versa, and information about HIV/TB co-infection 
is reviewed by both programs for the purposes of planning, monitoring and evaluation. 
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The screening and treatment of TB are also integrated into clinical services for persons with HIV infection in 
Louisiana. HIV-infected patients entering ambulatory care clinics across the state are screened with chest x-rays 
and tuberculin skin tests. Persons with TB infection who do not have active disease are usually referred to the 
regional TB clinic operated by the State Office of Public Health for evaluation and preventive therapy. They are 
given free Isoniazid (INH) and can pick up monthly supplies of INH at their local parish health unit. Persons with 
active TB disease are evaluated and followed at the regional TB clinic for their entire course of therapy. Directly-
observed therapy (DOT) is the standard of treatment in the State. 
 
Coordination with the Office of Public Health—Maternal Child Health Program 
There is a strong collaborative relationship between SHP and the State's MCH Program. All MCH clinics offer HIV 
counseling and testing and both entities have collaborated closely to ensure that appropriate services are offered 
to women of child-bearing age.  Similarly, the statewide hotlines operated by each program have been updated to 
include pertinent information regarding the importance of HIV testing during pregnancy and the benefits of early 
and consistent prenatal care. Additionally, staff from both agencies participate in the FIMR and provide 
educational opportunities for prenatal provider networks throughout the state. 
 
Coordination with the Louisiana Department of Public Safety and Corrections 
Collaboration with the DOC has become substantially stronger over time. After the release of HAB Policy 01-01, 
Use of Ryan White CARE Act Funds for Transitional Social Support and Primary Care for Incarcerated Persons, the 
HIV/AIDS Program (as it was known then) convened cross-programmatic meetings across the state with members 
from the state correctional facilities, community-based organizations providing HIV prevention, treatment and 
care services, and members of the SHP Services, Prevention and Surveillance Units. These meetings provided 
extensive opportunities for brainstorming and information sharing, and served as the basis for the development 
of the Part B Discharge Planning Protocol for HIV-infected inmates.   
 
In 2008, a new position (Corrections Specialist) was established with Ryan White resources specifically to oversee 
the complex and often complicated process of discharging HIV-infected persons incarcerated at State correctional 
facilities (i.e., not Parish Jails) into the community.  For each HIV-infected offender, the Corrections Specialist 
develops a discharge plan and a care plan that addresses the specific needs of the client—with the goal of 
successfully linking that individual into primary medical care and support services. A successful program requires a 
high level of communication and collaboration among Ryan White-funded providers in all areas of the State. 
Furthermore, staff members from probation and parole offices, pre-release work training facilities, juvenile 
correctional facilities and parish prisons have expressed interest in greater collaboration and the need for HIV-
related trainings. 
 
The SHP also applied for and was awarded a Special Projects of National Significance (SPNS) grant to undertake 
additional linkage activities to connect HIV-infected offenders being released from the East Baton Rouge Parish 
Jail (EBRPJ) and the four DOC facilities in the greater Baton Rouge metropolitan area with medical care and 
supportive services upon discharge.  This grant also supports the purchase of equipment to facilitate video 
teleconferencing with community-based organizations in the region to which the offender will be discharged, as 
well as enhanced public health information exchanges with a large, private hospital in Baton Rouge.  Additionally, 
there are resources to support more HIV Testing activities in the EBRPJ and some new staff that will be available 
to complete Partner Services interviews and referrals to HIV and STD testing. 
 
Lastly, the Medical Director of DOCC continues to serve on the Governor's Commission on HIV/AIDS and HCV, and 
has provided insight into issues faced by HIV-infected individuals who are incarcerated. 
 
State General Funds and the Impact of Budget Cuts on HIV Prevention, Treatment and Care Services 
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As stated previously in this document, there have been massive changes to the delivery of health care in Louisiana 
in the last two years.  Many of those changes have been spurred by repeated State budget shortfalls and a 
political philosophy that supports streamlining programs and activities funded by State General Funds.  The re-
organization of the Office of Behavioral Health, the contract with Magellan Services, Inc. and the changes to 
Louisiana Medicaid have already been discussed in depth.   
 
However, additionally, during the past three years, approximately $2.5 million in State General Funds have been 
eliminated from the HIV budget.  These funds were previously used to support HIV prevention efforts, including 
infrastructure for community planning, monitoring community-based organizations contracts, building capacity of 
service providers at the regional level, training, printing of brochures and literature and purchasing and 
distributing HIV related educational materials.  These budget cuts have resulted in both SHP staff layoffs and a 
reduction in services/resources that are available to the community. 
  
Progress in achieving the Goals and Objectives of the 2009 Comprehensive Plan     
Most of the goals and objectives that were noted in the 2009 Louisiana HIV Comprehensive Plan were developed 
in collaboration with the CDC-funded HIV Prevention programs, other Ryan White Grantees, various State and 
local community partners, and persons living with HIV disease.  Unfortunately, given the multiple strains on 
limited financial resources, some of the goals that were dependent on the availability of level or increased federal 
and State resources have not been achieved during the previous year. For example, as the summary of the PLWH 
needs documented in 2008 and then again in 2011 demonstrates (see Appendix II for detailed comparison of 2008 
and 2011 needs assessments), the reallocation of Part B funding from State Direct Services to LA ADAP had a 
perceptible negative impact of clients’ abilities to access and be maintained in a variety of medical and supportive 
services.  However, others, especially strong cross-program goals that have not required fiscal resources, have 
already been met in the years that followed the development of the 2009 Plan. 
 
For example, the HIV Prevention Unit at SHP has been aggressively promoting targeted HIV testing and has been 
crucial in linking newly diagnosed persons into available medical care.  Legislation passed in 2007 requires that all 
pregnant women are offered “Opt Out” HIV testing during their first trimester—or during their first prenatal visit 
if that occurs after their first trimester of pregnancy.  Additionally, with resources awarded by the CDC under its 
Expanded HIV Testing Initiative from 2007-2011, the Program increased its support of HIV testing in emergency 
departments, prisons and jails, and community-based organizations and clinics with a 2% or greater positivity 
rate.  Persons newly diagnosed with HIV in these venues are being assisted to access appropriate medical care in a 
timely manner, including referrals to resources for HIV-related medical care and medications and referrals to 
community-based services.  With the new CDC HIV Prevention funding cycle, which began January 1, 2012, SHP 
experienced a decrease in its award for HIV testing and this will likely impact the number of tests conducted for 
the coming year; regardless, the Program is committed to maintaining HIV testing in particular venues, in order to 
reach the highest number of high-risk populations.   
 
A web resource was developed in 2009 to increase the knowledge of, and access to, existing resources statewide 
for persons who want to be tested for HIV and/or persons who know their HIV status and need to access 
appropriate HIV care and treatment.  The website, www.HIV411.org, is very “user friendly” and offers a wide 
variety of information in a various media formats (videos, PDFs, links to external sites, etc.).  Additionally, the 
goals of establishing more Ryan White cross-Grantee meetings and collaborative endeavors have also been 
successfully achieved, including the resumption of the statewide “All Parts” meetings on an annual schedule.  
Furthermore, SHP has been successful in competitive applications for Special Projects of National Significance 
(SPNS).  A 2010 award to integrate the existing CAREWare databases of Ryan White grantees (inclusive of New 
Orleans Part A, Baton Rouge TGA, Louisiana Part B and the largest Part C-funded clinic in the state), was followed 
by a 2011 one-year award to improve SHP’s data reporting systems to be prepared for client-level ADAP data 
submission to HRSA in 2012.  In August 2011, SHP was awarded a four-year project to increase linkage to care for 

http://www.hiv411.org/
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persons who are discharged from correctional facilities in the greater Baton Rouge MSA and increase the 
private/public partnership for health information exchange that encourages PLWH to access care for the first time 
or to return to medical care for their HIV disease.   
 
Another recommendation that emerged from this planning process included the development of an integrated 
HIV Services and HIV Prevention planning body whose statewide membership is well versed in the needs of both 
programs and represented the continuum of care in Louisiana.  Progress in this area has been previously 
discussed, and the HPG has been exceptionally busy with these endeavors over the last six months. 
 
The goal of expanding Medicaid coverage to persons living with HIV was partially achieved with the advent of the 
Greater New Orleans Community Health Connection (GNOCHC) – an 1115 Waiver project that replaces the 
expired post-Katrina “Primary Care and Stabilization” grant and provides Medicaid look-alike coverage to low 
income individuals residing in the greater New Orleans MSA.  However, this coverage does not include 
medications, diagnostic imaging or most laboratory services, and it is not available in other areas of the state, so 
true expansion was not realized.  Another goal that was achieved, however, was the expansion of the previous 
income limit for ADAP eligibility form 200% FPL to 300% FPL.   
 
Some events could not have been foreseen at the time the last SCSN and the Comprehensive Plan were 
developed in 2009, but several of these events had unexpected outcomes in a positive way.  For example, the 
Secretary of the Department of Public Safety and Corrections appointed a Medical Director for the statewide 
adult correctional system who is extremely receptive to HIV-related health concerns and has been especially 
willing to work with the STD/HIV Program to increase HIV testing activities.  He also collaborates routinely with 
the SHP Corrections Specialist and has removed institutional barriers to link recently released inmates living with 
HIV disease to appropriate medical care and support services in the community into which they are being 
discharged.  Additionally, the previous Administrative Director of the HIV/AIDS Program is now currently serving 
as the Deputy Assistant Secretary for the Office of Public Health.  She has been able to accurately articulate 
concerns to the current State administrators and legislators and assist in addressing obstacles that have acted as 
barriers to the provision of care or been programmatically inefficient.   
 
Capacity Building for Ensuring High Quality Prevention, Treatment and Care Services 
SHP began conducting voluntary capacity building needs assessments of contracted CBOs and other Prevention 
and Services partners in January 2010 and will continue to conduct follow-up assessments during the 2012-2016 
project cycle. The purpose of these assessments is six-fold: 
 

1. Identify potential opportunities for training and technical assistance 
2. Give a portrait of capacity strengths and weaknesses across providers 
3. Increase awareness of capacity issues among CBOs, SHP and other collaborators 
4. Stimulate dialogue in the field about the importance of capacity 
5. Provide an initial needs assessment baseline for long-term evaluation  
6. Inform program development 

 

Furthermore, SHP connects CBOs and other partners with appropriate training as needs are identified and upon 
request. Capacity building assistance (CBA) is either provided by local experts or through the CDC, HRSA or 
NASTAD Technical Assistance providers. The Statewide HPG has identified the need for additional capacity 
building related to organizational development and health disparities and SHP will work with the statewide HPG 
to make sure this assistance is provided during the current project period. 
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Chapter 5. Louisiana HIV/AIDS Strategy’s Alignment with the 
National HIV/AIDS Strategy, Healthy People 2020, 
and the Affordable Care Act 

 
How does the Louisiana HIV/AIDS Strategy address Healthy People 2020 objectives? 
All of the Goals and Objectives noted in this Comprehensive Plan, as well as the activities and service categories 
that have been recommended for funding, are consistent with the goals set forth by the Healthy People 2020 
Initiative.  Allocations to, and quality services delivered under, the Medical Case Management, the Health 
Insurance Program and the ADAP service categories address such issues as decreasing the number of new AIDS 
cases each year, increasing the number of individuals that have access to HIV treatment in accordance with the 
most recent USPHS Guidelines, decreasing the number of HIV-related deaths, and increasing the interval between 
an AIDS diagnosis and death due to AIDS.  SHP staff have also been working closely to ensure that all individuals 
who receive a positive HIV test result are referred immediately into appropriate medical care, and that the 
medical care system is high quality and works diligently to maintain those clients in care—thus reducing the 
interval between HIV diagnosis and an AIDS diagnosis 
 
How Does the Louisiana HIV/AIDS Strategy reflect the 2011 Statewide Coordinated Statement of Need (SCSN) 
for individuals living with HIV/AIDS? 
A majority of the met and unmet needs for persons residing in Louisiana and living with HIV disease that have 
been documented for the 2011 Statewide Coordinated Statement of Need are similar to the overall needs 
referenced in the National HIV/AIDS Strategy and adopted in the Louisiana Objectives. While the activities to be 
undertaken in the 2012-2016 project period are more tailored to address the unique qualities of life and barriers 
to care in Louisiana, the overarching Goals and Objectives mirror those noted in the National Strategy. 
 
How is the Louisiana HIV/AIDS Strategy coordinated with the Affordable Care Act? 
In planning for each of these goals, the HPG and SHP focus on identifying factors that contribute to improved 
access to care, decreased stigma, and increased continuous care for Ryan White clients. Particular attention has 
been paid to ensuring that all activities and objectives integrate planning for the Affordable Care Act, which will 
substantially change how PLWH access medical care and how funds are allocated.  
 
The implementation of ACA brings expanded access to health care for thousands of PLWH across America. Since 
2010, SHP staff have been heavily involved in projecting and planning for the impact of ACA on HIV care in 
Louisiana. In terms of HIV services planning, Louisiana is transitioning from allocating funds to fill in service gaps 
left by nonexistent or poor insurance coverage to directly funding client insurance coverage. The opportunity to 
use Ryan White funds to provide full medical insurance coverage for clients is expected to result in a more 
effective use of public dollars and improved health outcomes for PLWH through access to medical care. 
 
In early 2012, the SHP-led cross-Part Health Care Working Group (HCWG) created a formal statewide mechanism 
for clients to obtain PCIP coverage through the Part B Health Insurance Program. The HCWG has held seven 
statewide trainings open to all HIV services providers (cross-Part) aimed at disseminating current ACA information 
and increasing the capacity of service providers to assist clients with navigating the health insurance system. The 
latter has been identified as a key component since many clients have never had health insurance coverage and 
have encountered barriers transitioning to a new care system. The HCWG is anticipated to continue as the 
primary team providing guidance to providers as PCIPs are phased out and ACA is fully implemented. 
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How does the Louisiana HIV/AIDS Strategy address the goals of the National HIV/AIDS Strategy? 
The Louisiana HIV/AIDS strategy is closely aligned with and addresses the goals of the National HIV/AIDS Strategy 
by adopting the primary missions and goals of the National HIV/AIDS Strategy. For each of the missions and 
related goals, the Louisiana HPG teams created Louisiana specific objectives and described the strategies and 
interventions that will be used to accomplish the Louisiana objectives and related national goals (see the 
summary of the NHAS Goals and Louisiana Strategies and Objectives provided in the executive summary of this 
document).  
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Region 1 – New Orleans 
The New Orleans Public Health Region is comprised of 4 different parishes, Jefferson, Orleans, Plaquemines, and 
St. Bernard. In 2010, Region 1 had a total population of 835,320 and made up 18% of the total population in 
Louisiana. The racial breakdown of Region 1 is 46% White, 39% African American, 9% Hispanic, and 5% other. 

Region 1 - New Orleans 

  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 366 100% 6,384 100% 

Sex         

Female 92 25% 1,642 26% 

Male 274 75% 4,742 74% 

Race         

African American 263 72% 3,882 61% 

White 84 23% 2,088 33% 

Hispanic 12 3% 337 5% 

Other 7 2% 77 1% 

Age Age at Diagnosis Current Age 

0-12 years 2 1% 20 0% 

13-19  17 5% 48 1% 

20-24 64 17% 263 4% 

25-34 119 33% 1,097 17% 

35-44 68 19% 1,650 26% 

45-54 64 17% 2,112 33% 

55-64 30 8% 962 15% 

65+ 2 1% 232 4% 

Reported Transmission Category         

MSM 142 61% 2,436 57% 

IDU 21 9% 542 13% 

MSM/IDU 7 3% 329 8% 

HRH 62 26% 891 21% 

Perinatal 2 1% 53 1% 

Transfusion/Hemophilia 0 0% 38 1% 
Unknown 132 36% 2,095 33% 

 

 75% of all new diagnoses and 74% of PLWH in Region 1 are male. 

 African Americans make up the large majority of new diagnoses and PLWH, 72% and 61% respectively.  

 23% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 61% of new diagnoses were MSM, 26% HRH, 9% IDU and 3% 
MSM/IDU. 

 Region 1 has 31% of all new diagnoses and 36% of all PLWH in Louisiana. 
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New Orleans EMA 
The New Orleans EMA is comprised of 8 different parishes Jefferson, Orleans, Plaquemines, St. Bernard, St. 
Charles, St. John the Baptist, St. Tammany, St. James 

New Orleans EMA 
  New HIV Diagnoses, 2010 PLWH as of Dec 31 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 406 100% 6,959 100% 

Sex         

Female 103 25% 1,793 26% 

Male 303 75% 5,166 74% 

Race         

Black 292 72% 4,160 60% 

White 93 23% 2,365 34% 

Hispanic 13 3% 353 5% 

Other 8 2% 81 1% 

Age Age at Diagnosis Current Age 

15-24 years 101 25% 342 5% 

25-34 125 31% 1,193 17% 

35-44 74 18% 1,812 26% 

45-54 73 18% 2,307 33% 

55-64 30 7% 1,028 15% 

65-74 1 0% 198 3% 

75+ 2 0% 79 1% 

Reported Transmission Category 
  

MSM 159 61% 2,676 57% 

IDU 23 9% 586 13% 

MSM/IDU 8 3% 348 7% 

HRH 70 27% 971 21% 

Perinatal 2 1% 63 1% 

Transfusion/Hemophilia 0 0% 43 1% 

Unknown 144 35% 2,272 33% 

      2010 New Orleans EMA Population = 1,189,866 

 New Orleans EMA makes up 26% of total state population  
   Region 1 is 54% White, 34% Black, 8% Hispanic, and 4% Other 
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Region 2 – Baton Rouge 
The Baton Rouge Region is comprised of 7 different parishes, Ascension, East Baton Rouge, West Baton Rouge, 
East Feliciana, West Feliciana, Iberville, and Pointe Coupee. In 2010, Region 2 had a total population of 663,255 
and made up 15% of the total population in Louisiana. The racial breakdown of Region 2 is 52% White, 41% 
African American, 4% Hispanic, and 3% other. 

Region 2 - Baton Rouge 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 305 100% 4,402 100% 

Sex         

Female 104 34% 1,610 37% 

Male 201 66% 2,792 63% 

Race         

African American 264 87% 3,655 83% 

White 31 10% 664 15% 

Hispanic 4 1% 49 1% 

Other 6 2% 34 1% 

Age Age at Diagnosis Current Age 

0-12 years 2 1% 25 1% 

13-19  15 5% 48 1% 

20-24 59 19% 241 5% 

25-34 91 30% 980 22% 

35-44 64 21% 1,200 27% 

45-54 53 17% 1,271 29% 

55-64 15 5% 509 12% 

65+ 6 2% 128 3% 

Reported Transmission Category         

MSM 92 53% 1,001 37% 

IDU 20 11% 623 23% 

MSM/IDU 3 2% 187 7% 

HRH 58 33% 840 31% 

Perinatal 2 1% 51 1% 

Transfusion/Hemophilia 0 0% 18 1% 
Unknown 130 43% 1,682 38% 

 

 66% of all new diagnoses and 63% of all PLWH in Region 2 are male. 

 African Americans make up a large majority of new diagnoses and PLWH, 87% and 83% respectively. 

 25% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 53% of new diagnoses are MSM, 33% are HRH, 11% are IDU 
and 2% are MSM/IDU.  

 Region 2 has 26% of all new diagnoses and 25% of all PLWH in Louisiana. 
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Baton Rouge EMA 
The Baton Rouge EMA is comprised of 9 different parishes Ascension, East Baton Rouge, East Feliciana, Iberville, 
Livingston, Pointe Coupee, St. Helena, West Baton Rouge, West Feliciana 

 Baton Rouge EMA 

  New HIV Diagnoses, 2010 PLWH as of Dec 31 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 317 100% 4,563 100% 

Sex         

Female 109 34% 1,661 36% 

Male 208 66% 2,902 64% 

Race         

Black 269 85% 3,712 81% 

White 37 12% 764 17% 

Hispanic 4 1% 52 1% 

Other 7 2% 35 1% 

Age Age at Diagnosis Current Age 

15-24 years 82 26% 287 6% 

25-34 92 29% 1006 22% 

35-44 65 21% 1248 27% 

45-54 56 18% 1322 29% 

55-64 13 4% 535 12% 

65-74 7 2% 115 3% 

75+ 2 1% 50 1% 

Transmission Category         

MSM 95 52% 1,049 37% 

IDU 22 12% 649 23% 

MSM/IDU 3 2% 196 7% 

HRH 60 33% 871 31% 

Perinatal 2 1% 54 2% 

Transfusion/Hemophilia 0 0% 19 1% 
Unknown 135 43% 1,725 38% 

      2010 Baton Rouge EMA Population = 802,484 

 Baton Rouge EMA makes up 18% of total state population  
   Baton Rouge EMA is 58% White,35% Black, 3% Hispanic, and 3% Other 
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Region 3 – Houma 
The Houma Region is comprised of 7 different parishes, Assumption, Lafourche, St. Charles, St, James, St. John the 
Baptist, St. Mary and Terrebonne. In 2010, Region 3 had a total population of 407,055 and made up 9% of the 
total population in Louisiana. The racial breakdown of Region 3 is 64% White, 27% African American, 4% Hispanic, 
and 5% other. 

Region 3- Houma 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 58 100% 611 100% 

Sex         

Female 20 34% 192 31% 

Male 38 66% 419 69% 

Race         

African American 39 67% 354 58% 

White 14 24% 230 38% 

Hispanic 3 5% 18 3% 

Other 2 3% 9 1% 

Age Age at Diagnosis Current Age 

0-12 years 0 0% 2 0% 

13-19  8 14% 14 2% 

20-24 14 24% 37 6% 

25-34 15 26% 131 21% 

35-44 11 19% 163 27% 

45-54 4 7% 176 29% 

55-64 6 10% 71 12% 

65+ 0 0% 17 3% 

Reported Transmission Category         

MSM 22 58% 227 54% 

IDU 1 3% 53 13% 

MSM/IDU 1 3% 16 4% 

HRH 14 37% 113 27% 

Perinatal 0 0% 10 2% 

Transfusion/Hemophilia 0 0% 1 0% 
Unknown 20 34% 191 31% 

 

 66% of all new diagnoses and 69% of all PLWH in Region 3 are male. 

 African Americans make up a large majority of new diagnoses and PLWH, 67% and 58% respectively. 

 38% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 58% of new diagnoses are MSM, 37% are HRH, 3% are IDU 
and 3% are MSM/IDU.  

 Region 3 has 5% of all new diagnoses and 4% of all PLWH in Louisiana. 
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Region 4 – Lafayette 
The Lafayette Region is comprised of 7 different parishes, Acadia, Evangeline, Iberia, Lafayette, St. Landry, St. 
Martin and Vermillion. In 2010, Region 4 had a total population of 584,118 and made up 13% of the total 
population in Louisiana. The racial breakdown of Region 4 is 67% White, 27% African American, 3% Hispanic, and 
3% other. 

Region 4 - Lafayette 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 97 100% 1,320 100% 

Sex         

Female 22 23% 335 25% 

Male 75 77% 985 75% 

Race         

African American 61 63% 750 57% 

White 33 34% 501 38% 

Hispanic 2 2% 50 4% 

Other 1 1% 19 1% 

Age Age at Diagnosis Current Age 

0-12 years 0 0% 4 0% 

13-19  8 8% 15 1% 

20-24 19 20% 56 4% 

25-34 17 18% 224 17% 

35-44 22 23% 338 26% 

45-54 24 25% 487 37% 

55-64 4 4% 166 13% 

65+ 3 3% 30 2% 

Reported Transmission Category         

MSM 49 78% 460 54% 

IDU 4 6% 112 13% 

MSM/IDU 0 0% 53 6% 

HRH 10 16% 212 25% 

Perinatal 0 0% 12 1% 

Transfusion/Hemophilia 0 0% 7 1% 
Unknown 34 35% 464 35% 

 

 77% of all new diagnoses and 75% of all PLWH in Region 4 are male. 

 African Americans make up a large majority of new diagnoses and PLWH, 63% and 57% respectively. 

 28% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 78% of new diagnoses are MSM, 16% are HRH, 6% are IDU 
and 0% are MSM/IDU.  

 Region 4 has 8% of all new diagnoses and 8% of all PLWH in Louisiana. 
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Region 5 – Lake Charles 
The Lake Charles Region is comprised of 5 different parishes, Allen, Beauregard, Calcasieu, Cameron and Jefferson 
Davis. In 2010, Region 5 had a total population of 292,619 and made up 6% of the total population in Louisiana. 
The racial breakdown of Region 5 is 72% White, 22% African American, 2% Hispanic, and 3% other. 

Region 5 - Lake Charles 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 49 100% 961 100% 

Sex         

Female 13 27% 214 22% 

Male 36 73% 747 78% 

Race         

African American 28 57% 554 58% 

White 19 39% 306 32% 

Hispanic 2 4% 88 9% 

Other 0 0% 13 1% 

Age Age at Diagnosis Current Age 

0-12 years 0 0% 2 0% 

13-19  2 4% 11 1% 

20-24 8 16% 43 4% 

25-34 14 29% 183 19% 

35-44 9 18% 282 29% 

45-54 11 22% 326 34% 

55-64 5 10% 89 9% 

65+ 0 0% 25 3% 

Reported Transmission Category         

MSM 16 50% 300 43% 

IDU 4 13% 129 19% 

MSM/IDU 2 6% 82 12% 

HRH 10 31% 168 24% 

Perinatal 0 0% 7 1% 

Transfusion/Hemophilia 0 0% 6 1% 
Unknown 17 35% 269 28% 

 

 73% of all new diagnoses and 78% of all PLWH in Region 5 are male. 

 African Americans make up a majority of new diagnoses and PLWH, 57% and 58% respectively. 

 20% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 50% of new diagnoses are MSM, 31% are HRH, 13% are IDU 
and 6% are MSM/IDU.  

 Region 5 has 4% of all new diagnoses and 5% of all PLWH in Louisiana. 
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Region 6 – Alexandria 
The Alexandria Region is comprised of 8 different parishes, Avoyelles, Catahoula, Concordia, Grant, La Salle, 
Rapides, Vernon and Winn. In 2010, Region 6 had a total population of 309,761 and made up 7% of the total 
population in Louisiana. The racial breakdown of Region 6 is 67% White, 27% African American, 3% Hispanic, and 
4% other. 

Region 6-Alexandria 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 61 100% 736 100% 

Sex         

Female 14 23% 230 31% 

Male 47 77% 506 69% 

Race         

African American 32 52% 509 69% 

White 20 33% 184 25% 

Hispanic 8 13% 35 5% 

Other 1 2% 8 1% 

Age Age at Diagnosis Current Age 

0-12 years 0 0% 2 0% 

13-19  3 5% 6 1% 

20-24 13 21% 38 5% 

25-34 17 28% 163 22% 

35-44 14 23% 193 26% 

45-54 8 13% 234 32% 

55-64 6 10% 87 12% 

65+ 0 0% 13 2% 

Reported Transmission Category         

MSM 24 60% 198 40% 

IDU 2 5% 79 16% 

MSM/IDU 0 0% 36 7% 

HRH 14 35% 165 33% 

Perinatal 0 0% 6 1% 

Transfusion/Hemophilia 0 0% 9 2% 
Unknown 21 34% 243 33% 

 

 77% of all new diagnoses and 69% of all PLWH in Region 6 are male. 

 African Americans make up a majority of new diagnoses and PLWH, 52% and 69% respectively. 

 26% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 60% of new diagnoses are MSM, 35% are HRH, 5% are IDU 
and 0% are MSM/IDU.  

 Region 6 has 5% of all new diagnoses and 4% of all PLWH in Louisiana. 
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Region 7 – Shreveport 
The Shreveport Region is comprised of 9 different parishes, Bienville, Bossier, Caddo, Claiborne, DeSoto, 
Natchitoches, Red River, Sabine and Webster. In 2010, Region 7 had a total population of 544,249 and made up 
12% of the total population in Louisiana. The racial breakdown of Region 7 is 56% White, 38% African American, 
3% Hispanic, and 3% other. 

Region 7 - Shreveport 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 106 100% 1,378 100% 

Sex         

Female 34 32% 400 29% 

Male 72 68% 978 71% 

Race         

African American 89 84% 971 70% 

White 11 10% 369 27% 

Hispanic 2 2% 24 2% 

Other 4 4% 14 1% 

Age Age at Diagnosis Current Age 

0-12 years 0 0% 4 0% 

13-19  8 8% 21 2% 

20-24 25 24% 92 7% 

25-34 29 27% 313 23% 

35-44 20 19% 360 26% 

45-54 20 19% 402 29% 

55-64 4 4% 148 11% 

65+ 0 0% 38 3% 

Reported Transmission Category         

MSM 36 57% 496 51% 

IDU 6 10% 109 11% 

MSM/IDU 2 3% 91 9% 

HRH 19 30% 263 27% 

Perinatal 0 0% 14 1% 

Transfusion/Hemophilia 0 0% 7 1% 
Unknown 43 41% 398 29% 

 

 68% of all new diagnoses and 71% of all PLWH in Region 7 are male. 

 African Americans make up a large majority of new diagnoses and PLWH, 84% and 70% respectively. 

 32% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 57% of new diagnoses are MSM, 30% are HRH, 10% are IDU 
and 3% are MSM/IDU.  

 Region 7 has 9% of all new diagnoses and 8% of all PLWH in Louisiana. 
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Region 8 – Monroe 
The Monroe Region is comprised of 12 different parishes, Caldwell, East Carroll, Franklin, Jackson, Lincoln, 
Madison, Morehouse, Ouachita, Richland, Tensas, Union, and West Carroll. In 2010, Region 8 had a total 
population of 355,761 and made up 8% of the total population in Louisiana. The racial breakdown of Region 8 is 
59% White, 37% African American, 2% Hispanic, and 2% other. 

Region 8 - Monroe 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 59 100% 918 100% 

Sex         

Female 15 25% 334 36% 

Male 44 75% 584 64% 

Race         

African American 43 73% 695 76% 

White 15 25% 199 22% 

Hispanic 0 0% 15 2% 

Other 1 2% 9 1% 

Age Age at Diagnosis Current Age 

0-12 years 0 0% 7 1% 

13-19  3 5% 10 1% 

20-24 10 17% 35 4% 

25-34 20 34% 225 25% 

35-44 8 14% 230 25% 

45-54 11 19% 276 30% 

55-64 7 12% 108 12% 

65+ 0 0% 27 3% 

Reported Transmission Category         

MSM 24 59% 289 45% 

IDU 4 10% 76 12% 

MSM/IDU 2 5% 40 6% 

HRH 11 27% 215 34% 

Perinatal 0 0% 11 2% 

Transfusion/Hemophilia 0 0% 5 1% 
Unknown 18 31% 282 31% 

 

 75% of all new diagnoses and 64% of all PLWH in Region 8 are male. 

 African Americans make up a large majority of new diagnoses and PLWH, 73% and 76% respectively. 

 22% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 59% of new diagnoses are MSM, 27% are HRH, 10% are IDU 
and 5% are MSM/IDU.  

 Region 8 has 5% of all new diagnoses and 5% of all PLWH in Louisiana. 
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Region 9 – Hammond/Slidell 
The Hammond/Slidell Region is comprised of 5 different parishes, Livingston, St. Helena, St. Tammany, 
Tangipahoa, and Washington. In 2010, Region 9 had a total population of 541,234 and made up 12% of the total 
population in Louisiana. The racial breakdown of Region 9 is 77% White, 17% African American, 4% Hispanic, and 
3% other. 

Region 9 - Hammond/Slidell 
  New HIV Diagnoses, 2010 PLWH as of December 31, 2010 

  Number  Percent of Region Number Percent of Region 

TOTAL 73 100% 969 100% 

Sex         

Female 18 25% 256 26% 

Male 55 75% 713 74% 

Race         

African American 48 66% 485 50% 

White 22 30% 450 46% 

Hispanic 1 1% 25 3% 

Other 2 3% 9 1% 

Age Age at Diagnosis Current Age 

0-12 years 1 1% 8 1% 

13-19  1 1% 4 0% 

20-24 8 11% 30 3% 

25-34 17 23% 157 16% 

35-44 12 16% 290 30% 

45-54 24 33% 337 35% 

55-64 7 10% 118 12% 

65+ 3 4% 25 3% 

Reported Transmission Category         

MSM 30 61% 367 53% 

IDU 8 16% 111 16% 

MSM/IDU 0 0% 47 7% 

HRH 10 20% 149 21% 

Perinatal 1 2% 16 2% 

Transfusion/Hemophilia 0 0% 5 1% 
Unknown 24 33% 274 28% 

 

 75% of all new diagnoses and 74% of all PLWH in Region 9 are male. 

 African Americans make up a majority of new diagnoses and PLWH, 66% and 50% respectively. 

 13% of all new diagnoses are in people under 25 years old. 

 Of those with a reported transmission category, 61% of new diagnoses are MSM, 20% are HRH, 16% are IDU 
and 0% are MSM/IDU.  

 Region 9 has 6% of all new diagnoses and 6% of all PLWH in Louisiana. 
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Appendix II. Evaluation of the 2009 Louisiana Comprehensive Statement of 
Need (SCSN) 
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Evaluation of the 2009 Comprehensive Statement of Need (SCSN) 
 
Evaluation of the 2009 Comprehensive Plan involved monitoring the Plan’s objectives related to barriers to access 
and lack of services/funding. In order to determine if the objectives were met, data from the 2008 and 2011 
Statewide Needs Assessments were compared whenever possible.  
 
Below are the successes and challenges in meeting these objectives.  
 
Successes 
 

1. Increase the positivity rate in publicly-funded HIV testing sites from .98% to 1.5% 
In 2010, there were a total of 99,465 HIV tests conducted, of which 1% were positive 
In 2010, emergency departments accounted for 15% of the total HIV tests and had the largest number 
(241) of positive results among all of the publicly supported HIV testing sites, a positivity rate of 1.6% 
 

2. Offer HIV counseling and testing to 100% of pregnant women 
Louisiana law to offer HCT to all pregnant women (lack of PRAMS data, last year of available data for LA is 
2004) 
 

3. Increase to 70% the proportion of individuals who access care within 6 months of diagnosis. 
Entry into medical care within 3 months of diagnosis: From 70% (2008) to 73% (2010) 

 
4. Increase to 60% the proportion of individuals who access care annually (“In care” at least one CD4 count 

or viral load in past 12 months)  
PLWH or AIDS in care 57% (2008) to 64% (2011)  
PLWH from 44% (2008) to 50% (2011) 
PLWH from 72% (2008) to 75% (2011) 

 
5. Increase the percentage of PLWH who “always” take their medications as prescribed by their physician 

by 5%. 
From 66% (2008) to 80% (2011) 

 
Challenges 
 

1. Increase the percent of newly identified, confirmed HIV-positive test results returned to clients from 
83% to 95% 
90% in 2010  

 
2. Increase to 60% the proportion of individuals who access care annually (“In care” at least one CD4 count 

or viral load in past 12 months)  
Region 1 PLWH in care 49% (2008) to 59% (2011)  
Region 5 (Lake Charles) PLWH from 48% (2008) to 54% (2011) 

 
3. Decrease the amount of unmet need by 3% related to mental health and substance abuse services 

% not receiving individual counseling who needed it: increased from 6% (2008) to 16% (2011) 
% not receiving group counseling who needed it: increased from 4% (2008) to 9% (2011) 

 
4.  Decrease the amount of unmet need by 3% related to medical transportation services 

Increased from 7% (2008) to 16% (2011) 
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5.  Decrease the amount of unmet need by 3% related to housing services 

Money to pay utilities: increased from 20% (2008) to 21% (2011) 
Money to pay rent/mortgage: increased from 20% to 21% 
Help finding a place to live: increased from 11% to 16% 
Permanent independent housing: increased from 14% to 17% 
Temporary short term housing: increased from 8% to 7% 

 
6. Decrease the amount of unmet need by 3% related to nutrition services 

Increased from 7% (2008) to 32% (2011) 
 

7. Decrease the amount of unmet need by 4% related to medical case management services 
People not receiving case management services who needed it: increased from 6% (2008) to 25% (2011)  
(In 2011, the highest percentage for a service that would have helped respondents get back into care, 
when at least a year out of care: increased from 38% in 2008 to 58% in 2011 

 
8. Decrease the amount of unmet need by 5% related to oral health care  

People not receiving dental care who needed it: increased from 19% (2008) to 50% (2011)  
 
Other services where unmet need increased from 2008 to 2011 

Medications: increased from 5% to 18% 
Help taking medications or treatment/adherence counseling: increased from 4% to 10% 
HIV/AIDS medical care: increased from 4% to 36% 
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Appendix III. Work Plan 2012 – 2016 
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LA Objective 1:  Increase awareness of HIV (inclusive of prevention, treatment, testing and 

community impact). 

M&E Question: To what extent, did the Program increase awareness of HIV (inclusive of 

prevention, treatment, testing and community impact)? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

1.1  Maintain websites (HIV411.org, OPH-

SHP website and Wellness Center 

websites), social media (Facebook) and the 

STD/HIV statewide info line. 
 

Ongoing Special Projects 

Supervisor, 

SPG Social 

Marketing and 

Awareness 

Team 

Google Analytics, 

usability 

assessment survey, 

website 

administration 

database , Info line 

database, Facebook 

insights. 

1.2  Routinely update the Statewide 

Resource Inventory to assure appropriate 

referral and access to care for HIV-related 

and other community-based services. 

Ongoing Special Projects 

Supervisor, 

SPG Social 

Marketing and 

Awareness 

Team 

Quarterly review 

and update of the 

Resource Inventory 

document. 

LA Objective 2: Decrease the stigma associated with HIV (including prevention, testing and 

treatment aspects) to encourage open dialogue, test seeking and risk reduction behaviors. 

M&E Question: To what extent, did the Program  decrease the stigma associated with HIV 

(including prevention, testing and treatment aspects) to encourage open dialogue, test seeking and 

risk reduction behaviors? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 
2.1 Support and participate in HIV 

awareness events (World AIDS Day, 

Essence Music Festival, National HIV 

Testing Day, Bayou Classic, Black Gay 

Pride, etc.). 

Ongoing 

(activities 

focus on 

event dates) 

Local HIV 

testing partners, 

Black AIDS 

Institute, Kaiser 

Family 

Foundation, 

NOLA 

Masquerade, 

NOCCI, 

Grambling and 

Southern 

Universities. 

Event survey, 

Google analytics, 

KFF reach 

estimates. 
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2.2 Participate in national social marketing 

campaigns (We > AIDS, Take Charge Take 

the Test, Testing Makes Us Stronger, Get 

Yourself Tested, etc.). 

 

Ongoing Special Projects 

Supervisor, SPG 

Social 

Marketing and 

Awareness 

Team, Kaiser 

Family 

Foundation 

HIV411.org 

website admin 

database, Google 

Analytics, Clear 

Channel 

impressions 

measurement, 

Cumulus radio 

reach estimates. 

LA Objective 3: Support persons living without HIV (but at high risk for becoming infected) so 

that they can remain uninfected. 

M&E Question:  To what extent, did  the Program support persons living without HIV (but at high 

risk for becoming infected) so that they can remain uninfected? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

3.1 Support recruitment/outreach and 

prevention counseling, testing and referral 

services in areas of the state with high HIV 

prevalence. 

Ongoing Regional 

Prevention 

Coordinators, 

Contracted CBOs 

CTRS and Referral 

database, 

Recruitment logs. 

3.2  Increase the accessibility, acceptability 

and use of barrier methods (such as male 

and female condoms), as well as harm 

reduction techniques. 

 

Ongoing Regional 

Prevention 

Coordinators, 

CBOs, PHUs, 

HIV Clinics, RW 

Contractors 

Condom database. 

LA Objective 4:  Support community driven policy initiatives for realizing required comprehensive 

sexual health education programs for all K – 12 schools in Louisiana.  

M&E Question: To what extent was a comprehensive sexual education program for K-12 schools 

established? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

4.1 Continue providing support for a 

comprehensive sexual education program 

for K-12 schools that includes HIV 

prevention elements in collaboration with 

other state entities and non-profit 

organizations. 

 

By 

December 

2012 

Planned 

Parenthood 

staff, CTP 

members, & 

other 

community 

partners 

CTP meeting notes 

and attendance 

records. 

4.2 Draft legislation mandating a 

comprehensive sexual education program 

for K-12 schools and foster legislative 

support so that it will pass out of committee 

during the 2013 legislative session. 

By 

December 

2013 

CTP members, 

& other 

community 

partners, state 

legislature 

2013 Committee 

Legislation. 

4.3 Support legislation mandating a 

comprehensive sexual education program 

for K-12 schools so that it will be approved 

by the House and Senate during the 2014 

session. 

By 

December 

2014 

CTP members, 

& other 

community 

partners, state 

legislature 

2014 House and 

Senate Legislation. 
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4.4 A collaborative body consisting of state 

and non-profit entities will finalize plans to 

implement a mandatory comprehensive 

sexual education program for K-12 schools. 

By 

December 

2016 

CTP members, 

& other 

community 

partners, state 

legislature 

Comprehensive 

Plan.  

4.5 A mandatory comprehensive sexual 

education program will be fully 

implemented in K-12 schools. 

 

By 

December 

2016 

CTP members, 

& other 

community 

partners, state 

legislature, state 

schools 

Comprehensive 

Plan. 

LA Objective 5:  Support persons living with HIV to enhance their health outcomes and prevent 

transmitting HIV to others. 

M&E Question:  To what extent did the Program support persons living with HIV in order to 

enhance their health outcomes and prevent transmitting HIV to others? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

5.1 Support Prevention with Positives 

programming (such as THRIVE, Healthy 

Relationships, Project Respect and HIV 

Partner Services). 

 

Ongoing Regional 

Prevention 

Coordinators, 

Field Oper 

Manager, 

Prevention 

Training 

Coordinator, 

CBOs 

THRIVE, Healthy 

Relationships, 

Project Respect 

Surveys, HPS 

database. 

LA Objective 6: Reduce HIV transmission from HIV positive women to their children (during 

pregnancy, labor and delivery and after birth). 

M&E Question: To what extent did the Program reduce HIV transmission from HIV positive 

women to their children (during pregnancy, labor and delivery and after birth)?  

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

6.1 Conduct formative research as to 

current quality performance measures, 

including the Health Plan Employer Data 

and Information Set (HEDIS) and prioritize 

the measures to be used. 

July  2012 Relevant OMC, 

OPH, CCN, 

Birth Outcomes 

staff 

Research 

report/findings. 

6.2  Hold meeting with Labor and Delivery 

departments across Coordinated Networks 

of Care and the Maternal and Child Health 

Program to enhance third trimester and 

labor/delivery testing and explore methods 

to report HIV and syphilis testing. 

December 

2012 

Relevant OMC, 

OPH, CCN, 

Birth Outcomes 

staff 

Meeting notes and 

attendance records. 
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6.3 Conduct a survey of patients in select 

OB/GYN offices to measure knowledge 

about third trimester HIV and syphilis 

testing. 

By 

December 

2013 

Relevant OMC, 

OPH, CCN, 

Birth Outcomes 

staff 

Survey results. 

6.4 Create and begin public awareness 

campaign about prenatal care with emphasis 

on third trimester HIV and syphilis testing. 

 

By 

December 

2014 

Relevant OMC, 

OPH, CCN, 

Birth Outcomes 

staff 

Formative and 

process evaluation 

of public awareness 

campaign.  

6.5  Continue public awareness campaign 

about prenatal care with emphasis on third 

trimester HIV and syphilis testing. 

 

By 

December 

2016 

Relevant OMC, 

OPH, CCN, 

Birth Outcomes 

staff 

Process evaluation 

of Public awareness 

campaign.  

6.6  Conduct a survey of patients in select 

OB/GYN offices to measure knowledge 

about third trimester HIV and syphilis 

testing and effectiveness of the 2014-15 

campaign. 

By 

December 

2016 

Relevant OMC, 

OPH, CCN, 

Birth Outcomes 

staff 

Post campaign 

survey results. 

6.7 Ensure that the top ten birthing hospitals 

in the state have staff who are aware of, and 

stock, the current ARV regimens to prevent 

HIV transmission. 

Ongoing Perinatal 

Surveillance 

Coordinator 

Survey report, Site 

visit reports and 

plan of action. 

6.8  Facilitate the Fetal/Infant Morbidity 

Review (FIMR) of prenatally-exposed 

babies and convene related community 

action team meetings to identify strategies 

to further reduce future perinatal 

transmissions. 

Ongoing FIMR/HIV 

Maternal 

Interviewer, 

Perinatal 

Surveillance 

Coordinator 

Interview tool, 

Case review 

summary. 

LA Objective 7: Prioritize persons living with undiagnosed HIV infection for HIV screening 

services and increase the percentage who know their status from 80% to 82% by 2016.  

2012 2013 2014 2016 

80% 80.5% 81% 82% 
 

M&E Question: To what extent did the Program prioritize the persons living with undiagnosed 

HIV infection for HIV screening services and increase the percentage who knew their status? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

7.1 Support routine opt-out HIV screening 

in healthcare settings (such as Parish Health 

Units, emergency departments, correctional 

facilities, community health clinics). 

Ongoing SHP staff Testing data from 

test forms and 

electronic 

reporting. 



 

 

108 

 

7.2 Build and maintain the capacity of HIV 

testing and recruitment providers (through 

trainings and other Quality Assurance 

mechanisms). 

Ongoing SHP Training 

Coord, SHP staff, 

CBA providers 

Sign in sheets, 

training 

evaluations. 

7.3 Increase the ability of Disease 

Intervention Specialists (DIS) to locate 

partners and ensure that they are tested for 

HIV. 

Ongoing Field 

Operations 

Manager, Field 

Operations 

Unit, Regional 

Operations Unit 

Partners Missing 

Dispositions 

Reports, Regional 

Assessment Report, 

HPS database, 

eHARS, Lexis 

Nexis, field 

records. 

7.4 Maintain the provision of HIV 

Prevention counseling, testing and referral 

services in high HIV prevalence community 

based settings. 

Ongoing SHP staff, 

CBOs 

CTRS/ Lab data. 

LA Objective 8:  Support the decriminalization of HIV transmission.  

M&E Question:  How successful was the Program in the enactment of legislation which 

decriminalized HIV transmission? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

8.1 Identify community partners and other 

groups currently working on issues of 

decriminalization. 

By October 

2012 

 LAAN, 

AIDSLaw & 

other 

community 

partners 

Sign-in sheet and 

invitation to 

workgroup meeting.  

8.2 Set up workgroup to research best 

practices by other states and countries to 

decriminalize HIV. 

By 

December 

2012 

 LAAN, 

AIDSLaw & 

other 

community 

partners 

Document 

containing best 

practices. 

8.3 Develop legislative language to 

decriminalize HIV and present to DHH 

leadership to identify a sponsor.  

By 

December 

2013 

LAAN, 

AIDSLaw, 

DHH leadership 

& other 

community 

partners 

Document 

containing 

legislative 

language. 

8.4 Support Legislation to decriminalize 

HIV transmission so that it will pass out of 

committee and will be debated by the full 

House and Senate during the 2014 session. 

By 

December 

2014 

LAAN, AIDS 

Law, DHH 

leadership 

House and 

Senate 

Committee report.  

8.5 If legislation is not successfully passed, 

reintroduce during next session.  If 

legislation is passed, raise public awareness 

of the decriminalization of HIV. 

 

By 

December  

2016 

LAAN, 

AIDSLaw, 

DHH leadership 

House and 

Senate 

State legislation. 
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LA Objective 9: Collaborate with State, local and community partners to assure increased 

coordination for enhanced linkage into care and increase the proportion of newly diagnosed patients 

linked to clinical care within three months of their HIV diagnosis from 73% to 78% by 2016. 

2012 2013 2014 2016 

73% 74% 76% 78% 
 

M&E Question: How did the Program collaborate with State, local and community partners to 

assure increased coordination for enhanced linkage into care and increase the proportion of newly 

diagnosed patients linked to clinical care within three months of their HIV diagnosis? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

9.1 Continue to identify individuals who are 

HIV-positive but unaware of their status 

using CTRS. 

By 

December 

2012 

SHP Staff, 

community 

partners 

Documented 

process for 

identifying and 

notifying 

individuals; 

Percentage of 

individual 

successfully 

notified. 

9.2 Identify mechanisms by which clients 

enter care and where gaps occur. 

By 

December 

2012 

SHP Staff, 

community 

partners 

Documentation of 

continuum of care 

with focus on 

newly diagnosed 

individuals. 

9.3 Identify barriers at all levels to 

establishing clinical care and develop plan 

to address all barriers using existing 

resources. 

By 

December 

2012 

SHP Staff, Part 

B providers, 

community 

partners 

Updated Needs 

Assessment Report 

; findings from 

focus groups and 

key informant 

interviews. 

9.4 Identify and develop plan to work with 

existing linkage to care programs. 

By 

December 

2012 

SHP Staff, 

community 

partners 

Comprehensive list 

of linkage 

programs in LA; 

Plan of activities 

for 2013. 

9.5 Integrate HIV Surveillance laboratory 

data (CD4 counts and viral loads) with 

existing services and programs (LaPHIE, 

Positive Charge, Disease Intervention 

Specialists (DIS), Partner Services, CDC-

funded Prevention providers, Ryan White-

funded Care and Treatment providers, etc.) 

to assure enhanced referrals into HIV care.   

Ongoing SHP staff Surveillance/lab 

data, other linkage 

databases. 

9.6 Maintain and update current resource 

inventories for accurate and timely referrals.   

Ongoing SHP staff Updated Resource 

Inventory. 
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9.7.  Monitor the complete linkage system 

to reduce gaps in services and increase the 

performance of all providers within the 

continuum. 

Ongoing SHP staff Surveillance and 

linkage databases, 

referral database, 

client level 

CAREWare data. 

9.8 Support provider-conducted partner 

elicitation for newly diagnosed clients. 

 

By 

December 

2012 

Field 

Operations 

Manager and 

Specialist; 

Prevention 

Coordinators 

Field observation 

records, training 

attendance logs. 

LA Objective 10: Identify and document barriers to clients accessing care and increase the 

proportion of RW clients who are in continuous care from 70% to 76% by 2016. 

2012 2013 2014 2016 

70% 72% 74% 76% 
 

M&E Question:  What was the percentage increase in Ryan White program clients who were in 

continuous care? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

10.1 Identify and assess federal, state, and 

local mechanisms that can be utilized to 

link HIV-infected clients into care.  

By 

December 

2012 

SHP Staff,  

other 

community 

partners 

Completed 

Resource 

Inventory.  

10.2 Identify Ryan White clients who have 

not accessed care in 12 months and have no 

public or private source of insurance 

coverage.  

By 

December 

2012 

SHP Staff, 

Health Care 

Work Group, 

community 

partners 

Ryan White/ADAP 

clients from 

CAREWare 

matched with HIV 

Surveillance and 

Laboratory 

databases.. 

10.3 Identify barriers to care for insured 

Ryan White clients, with a focus on health 

coverage education for clients and health 

care finance capacity building efforts for 

Ryan White providers. 

By 

December 

2012 

SHP Staff, 

HCWG, 

community 

partners 

Meeting notes from 

HCWG; client and 

provider education 

materials 

developed; 

trainings/webinars 

conducted.  

10.4 Develop a plan with Ryan White 

providers and community partners to 

educate and prepare HIV-infected persons 

for changes in health insurance coverage 

and health care service delivery.. 

By April 

2013 

SHP Staff,  

HCWG, 

community 

partners 

Meeting notes from 

HCWG; Plan with 

time limited 

objectives and 

responsible parties. 
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10.5 Build the capacity of clients in relation 

the health literacy and health systems 

navigation. 

 

Ongoing SHP Staff,  

HCWG, 

community 

partners, 

Training Coord, 

CBOs 

Educational 

materials, training 

assessment report, 

Unmet Needs 

analysis, Needs 

Assessment 

responses. 

LA Objective 11:  Maintain and strengthen community resources. 

M&E Question:  To what extent were community resources strengthened and maintained?  

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

11.1   Identify and enhance opportunities 

for community based partners to engage in 

related trainings, skills building and 

professional development.    

By 

December 

2012 

SHP staff, 

community 

members 

Attendance at 

trainings and event 

evaluations. 

11.2 Increase the routine use of Quality 

Assurance mechanisms and client feedback 

in program design, development and 

implementation.  

By April 

2013 

SHP staff, Ryan 

White-funded 

providers 

Improved client 

health outcomes, 

Client satisfaction 

surveys. 

LA Objective 12: Increase the housing resources available for low-income,  RW clients (including 

permanent supportive housing)  from 68% to 76% by 2016. 

2012 2013 2014 2016 

68% 70% 73% 76% 
 

M&E Question:  What was the increase in the percentage of low-income, RW clients who received 

permanent housing? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

12.1 Identify additional housing resources 

at the State and local level and seek the 

funding and/or services that are available. 

December 

2012 

SHP staff, 

Permanent 

Supportive 

Housing 

Workgroup 

Document 

additional housing 

resources that have 

been identified and 

assess service 

utilization by 

persons living with 

HIV disease. 

12.2 Promote these resources to social 

service agencies and clients. 

Ongoing SHP staff, 

Permanent 

Supportive 

Housing 

Workgroup, 

community 

partners, CBOs. 

Conference calls, 

webinars and 

trainings that 

specifically address 

new housing 

programs and 

resources. 
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12.3 Encourage greater collaboration 

between housing providers and HIV service 

agencies. 

 

Ongoing SHP staff, 

Permanent 

Supportive 

Housing 

Workgroup, 

Housing 

Authorities, 

community 

partners, CBOs 

Report on increased 

collaboration and 

assess service 

utilization of 

housing resources 

by persons living 

with HIV disease. 

LA Objective 13:  Assure that all contracted providers are addressing health disparities in the 

provision of prevention activities, as well as through the care and treatment services. 

M&E Question:  Did all contracted providers address health disparities in the provision of 

prevention activities, as well as through the care and treatment services? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

13.1. Inform and assess the capacity of all 

contractors to address health disparities. 

 

By December 

2012 

SHP Staff, 

community 

partners 

Capacity 

assessment results.  

13.2 Build the capacity of all contractors to 

address these disparities through in-person 

trainings, skills building exercises, 

conference calls, and webinars. 

 

By December 

2013 

Training 

Coord, SHP 

Staff, 

community 

partners, CBA 

Evaluation results 

of in-person 

trainings, skills 

building exercises, 

conference calls 

and and webinars, 

follow up capacity 

assessment results. 

LA Objective 14: Assess the extent to which gay and bisexual men, Blacks and Latinos experience 

disparities in their health outcomes (with an emphasis on viral load results) and identify the 

underlying factors related to the reported inequity. Increase the proportion of undetectable viral load 

for each of these groups by 20% by 2016. 

2012 2013 2014 2016 

5% 10% 15% 20% 
 

M&E Question:  What was the percentage increase in HIV-diagnosed gay/bisexual men, Blacks 

and Latinos who had an undetectable viral load? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

14.1 Identify and assess efficacy of 

mechanisms used to identify gay/ bisexual 

men, Blacks and Latinos living with HIV. 

By December 

2012 

SHP Staff, 

community 

partners 

Description of how 

these populations 

of PLWH are 

identified. 

14.2 Identify determinants and 

contributing factors for increases in viral 

load and identify existing interventions 

targeting these populations. 

By December 

2012 

SHP Staff, 

community 

partners 

Identification of 

determinants and 

contributing 

factors. 
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14.3 Identify barriers to care for these 

populations with HIV, with a focus on the 

role of stigma and its impact on treatment 

adherence. 

By December 

2012 

SHP Staff, 

community 

partners 

Identification of 

barriers to care. 

14.4 Evaluate current interventions and 

develop activity list for 2013. 

By December 

2012 

SHP Staff, 

community 

partners 

Identification & 

initial evaluation of 

current 

interventions; 2013 

activity list. 

14.5 Implement culturally specific 

interventions to mediate the identified 

barriers to care for each of the priority 

populations.  

By Dec. 2013 SHP Staff, 

community 

partners 

Evaluation of 

culturally specific 

interventions. 

LA Objective 15:  Maintain broad and diverse participation in the Statewide Planning Group, as 

well as other HIV planning entities. 

M&E Question:  To what extent did HIV service providers and other stakeholders who can best 

inform the coordination and collaboration of HIV prevention, care and treatment services 

participate in the planning process?  

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

15.1 Identify key stakeholders and 

community partners in the HIV continuum 

of care and support their engagement in a 

variety of planning processes. 

By December 

2012 

Co-chairs of 

HPG, HPG 

Administration 

Team, 

community 

members 

Documentation by 

Administrative 

Team, meeting 

minutes. 

15.2 Recruit additional voting members 

representing key service areas and 

populations (incl. persons living with HIV) 

to assure the inclusion of diverse 

viewpoints. 

 

By June 2013 Co-chairs of 

HPG, HPG 

Administration 

Team, 

community 

members 

Documentation by 

Administrative 

Team, meeting 

minutes. 

LA Objective 16:  Develop an engagement process to enhance coordinated collaborative and 

seamless access to HIV prevention, care and treatment services for the highest risk populations. 

Create and maintain a collaborative statewide HIV strategy which integrates HIV Prevention and 

HIV Care and Treatment activities. 

M&E Questions:  

16.1 To what extent did the engagement process achieve a more coordinated, collaborative, and 

seamless approach to assessing HIV services for the highest risk populations?  

 

16.2 To what extent was input from HPG members, other stakeholders, and providers used to inform 

and monitor the development and implementation (or update) of the jurisdictional plan?  

 

16.3 To what extent was surveillance and service data/indictors utilized to inform and monitor the 

development and implementation (or update) of the jurisdictional plan? 

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 
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16.1 Maintain a team structure within the 

Statewide Planning Group that would meet 

on at least a quarterly basis. 

Quarterly Co-chairs of 

HPG, HPG 

Administration 

Team, 

community 

members 

Documentation by 

Administrative 

Team, meeting 

minutes. 

16.2 Continue to convene statewide face to 

face meetings bi-annually to assess progress 

on achieving NHAS Goals, document 

barriers to access, and build continued 

collaborations. 

Bi-annually Co-chairs of 

HPG, HPG 

Administration 

Team, 

community 

members 

Documentation by 

Administrative 

Team, meeting 

minutes. 

16.3 Create a five-year Plan with discrete 

NHAS Goals and Objectives that will be 

reviewed and updated annually and/or as 

needed. 

By June 2012 

and annually 

Co-chairs of 

HPG, HPG 

Administration 

Team, 

community 

members 

Review of Plan.  

16.4 Continue to gather information, such 

as the Epi-profile to inform HPG 

discussions and decisions. 

ongoing Epidemiology 

and Research 

Team 

Epi-profile. 

LA Objective 17:  Explore HIV-related meaningful use agreements between and among key 

stakeholders within the state and implement integrated client level data/health records.   

M&E Question:  To what extent did meaningful use agreements between and among key 

stakeholders lead to the implementation of integrated client level data/health records?  

Activities  Timeline 

Responsible 

Person(s) 

Evaluation 

Measure 

17.1 Encourage the use of CAREWare 

among providers of RW-funded services. 

By December 

2012 

Ryan White 

grantees, 

Services Data 

Manager, SHP 

staff 

CAREWare 

agreements with 

providers. 

17.2 Explore opportunities to further 

integrate HIV prevention and HIV care and 

treatment data. 

By December 

2012 

SHP staff Report on 

integration. 

17.3 Enhance the interface with local 

EHRs (like EPIC), CLIQ, Labtracker, 

eHARS, Counseling and Testing, etc. 

 

ongoing SHP staff Documentation 

review of database 

interface 

conducted. 
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Appendix IV. Black Gay Men Engagement Sessions: New Orleans and Baton 
Rouge  
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African American MSM Engagement Sessions: New Orleans and Baton Rouge 
 

Overview 

Louisiana Office of Public Health, STD/HIV Program is committed to engaging Black men who have sex with men 

(MSM) to identify the HIV prevention and care needs of this community.  The office of public health has started a 

series of conversations with MSM throughout the state of Louisiana.  The goal of these community conversations 

is to best ascertain how to best reach MSM from a Black gay perspective.  

 

Engagement Sessions 

The sessions are designed to offer technical assistance through community engagement, to discern gaps in 

service, assess community knowledge, beliefs, and attitudes around HIV and care services, relationship with 

Departments of Health, and social media and its role in HIV prevention, awareness, and treatment. 

 

Key Trends in Louisiana

• HIV case rate for African Americans is over 7 times higher 

than for whites. Blacks make up only 32% of Louisiana’s 

population but 74% of new HIV cases.

• Increase in the proportion of new cases among men who 

have sex with men (MSM).

– 2011, 53% of new diagnoses were MSM

• Increase in the proportion of new cases among youth (age 

13-24 years old). In 2011, 25% of all new diagnoses were 

in this age group. In 2006, just 5 years before, youth 

accounted for only 18% of new diagnoses.

 

New Orleans, Louisiana 

Social Media 

Social media is a widely used and popular mechanism for engagement and interaction among Black gay men. 

Social Marketing has attempted to capitalize on this mechanism by blitzing social networks with information, 

slogans, and updates. 
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The following discussion sheds light on the potential success of existing media campaigns as well as offers insight 

around the methods of messaging that resonate with the men in attendance. 

1. In your opinion what has been the most effective campaign for gay men?    

a. “It gets better campaign” – However, these campaigns are not shown in the Black mainstream 

media outlets, BET, TV One, etc.  We do not see these campaigns.  We do not see these in areas 

that are not Gay identified venues.  So for men that are on the down-low (DL), married, and 

closeted will not have access to these campaigns.  If men don’t frequent the sexual social site; 

Adam 4 Adam, BGC Live, Jack’d, etc. they will not get exposed to these type campaigns.    

b. A better question is not what are the best campaigns, but where can the campaigns be accessed. 

2. If you had to create a campaign what would you like or what would be the message?   

a. The “And” Campaign – The concept is in an era where people are and can be “Gay and …” a series 

of photos of men with various slogans, but all positive messages.  I am gay and married, Black and 

Gay, I am a father and gay, etc.  Kind of an ID system.  To address the use of labels.    

b. More affirming tone to address, the division between kids that went to school and the club kids.  

There seems to be a separation between the two groups.   

c. There is an assumption that students automatically aware of the sexual risks.  We may need to do 

some or more work on college and university campuses.   

d. More saturated than…parties that are catered to the Black and Gay community. There are others 

that do not fit into the club kids or college student category.  There are individuals that are in our 

communities that we still need to address. Private parties, clubs that are rented out for a party, 

etc.  If our focus is only on the clubs, then we are missing a larger population.   

e. Funders often request that the organizations do outreach and activities with the clubs and 

colleges and universities.  Clubs may be over saturated.  Maybe there needs to be an intervention 

that is around motivating the individual outside of HIV; personal health. 

f. Flash HIV messages at the club on the many screens.  The messages give the individual the 

opportunity to manage their own risk, responsibility and sexual health. 

 

3. How do identity, sex, self-esteem and social media fit together? 

a. We try to determine where we fit and then how we identify in the community.  But, we may not 

always observe how others fit in the communities.   For example, how Gay mothers and Fathers 

are identified.   

b. How do you engage the popular people in the community; Drag Queens, party Hosts, people who 

throw parties.  Why aren’t we engaging this population?  Have the Gay Mothers and Fathers 
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involved with inviting their gay children to some of our HIV/AIDS health education events.  Utilize 

the Popular Opinion Leader model. 

c. Find organizations interested in reducing infection rates and increasing healthcare access.  

Consider agencies that may not have a MSM component, but they are interested in reducing HIV 

infection in all communities.   

d. Do information on a Public Access television station.  We need to use our advocacy to help people 

outside of our networks and in turn help those within our networks, as well. 

e. The Black Gay male culture has infiltrated the mainstream in some ways; Fashion Queens, Tamar 

acts like a Black gay man.  We should capitalize on the influence we possess. 

f. The feeling of belonging is important to people - The Gay Greek type organizations are one 

example.   

g. There is territorialism existing for agencies doing similar work.  There are opportunities for them 

to collaborate, but funding and funders tend to pit agencies against each other and the 

competition does not allow for collaboration and networking.  Territorialism puts barriers in the 

way of how we could be able to work together to stop the spread of HIV infection in our 

communities. 

h. The idea of identity through social media, Facebook, A4A, BGClive, etc.  Create a social media 

page to put out messages.  Utilize methods that have worked online with for profit organizations.  

Use shock and Awe methods to get people to follow or watch certain pages.  Use humor to get 

the attention of younger people. 

i. Create a video – A gay web series to address issues and get your life and get a good laugh.  Also 

including messaging about HIV/AIDS prevention.  Element of surprise.    

Health Department Relationships 

Health departments serve as information resource hubs for many service providers within their cities. They 

disseminate funds, provide incidence and prevalence information, link diagnosed individuals to care as well as 

track them throughout the continuum of care. Most health departments also offer testing services. The health 

department reputation among local agencies and community members can either bolster or hinder efforts. 

This section provides information about individual experiences with local health departments. 

1. What can DIS or health departments do to gain your trust and assure you that they have a genuine 

interest in your health? 
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a. To assure people that it is not the government tracking you down.  Give people a better 

understanding of what services the DIS provide.  Teach counselors/testers to accurately describe 

information about DIS so people don’t see DIS as Big Brother watching.   

b. Have DIS be clear about why they are at your home. The DIS role is stop the spread of HIV and 

other STD in the community.  To get the individual into care so they will not infect other people. 

c. Our community does not trust health care providers.  DIS does cold calling, not letting people 

know about why the DIS is at your home.  Respecting the privacy of the individual.  How to make 

the approach kinder and gentler.   

d. People in general do not understand some of the terminology used by the DIS and other 

healthcare providers.   

e. Information needs to be relatable to the individuals. Having people that are from the community, 

Black gay people addressing Black Gay people.   

f. Empower people to get tested for themselves and not for the agency or for someone else. 

g. Empower people to know more about the realities of living with HIV.  Give people real images of 

people living with HIV/AIDS.  Have images that are from the perspective of what does a DIS look 

like, a friendly doctor looks like, receptions look likes, etc.   

h. Positive Healthcare messages - What is care – Defining legal service, support groups, medication, 

mental health care services, etc. 

i. Give people more information about some of the free health care services available in our 

communities. 

Linkage to Care 

 Linkage to care and retention in care have become top priorities for the HIV workforce. According to the 

Treatment Cascade, for every 100 individuals living with HIV in the United States, there are an estimated 80 

individuals who know their status, 62 who have been linked to care, 41 who remain in care, 36 who get 

Antiretroviral Therapy (ART) and 28 who reach viral suppression. 

In the following section we explore beliefs and attitude about why Black MSM do not access or remain in care 

services. 

4. Where do Black gay men go to access healthcare information/services/HIV testing? 

a. Night clubs – the place where people congregate; where people are free to be gay 

b. Community Base Organizations/Agency’s 

c.  Internet – Google, other search engines  

a. How is the internet accessed by 18-29 years olds 

i. School 
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ii. Smart phones – Texting application where you can ask random questions about 

HIV/AIDS prevention, testing locations, condom drop locations, etc.  Create an 

application that can be utilized on music, Grindr or Jack’d with a picture of a condom 

or other item of interest to give access information about condom locations, HIV 

testing sites, health care locations, etc.  Integrate a social media application into sites 

the target population uses.  Utilize stores where the target populations shop, H&M 

and Express Men to partner to disseminate HIV prevention education information. 

Placing information in shopping bags.  Make use of the social sex sites; Adam 4 Adam, 

BGC Live to use their forums, message boards to have discussions about the impact of 

HIV/AIDS on our communities.       

d. Word of mouth – Friends, walking billboards (T-Shirts, baseball caps) 

e. Urgent Care and Emergency Rooms are accessed by this population for healthcare services. The 

downside to this is the fact that many do not have private insurance.   

f. STD clinic – Universities and colleges for students. 

g. What needs to happen to ensure that gay men access services with these providers? 

 

a. A complete overhaul of all or most organizations; from record keeping, confidentiality, 

providing good referrals, best services for client center services.   

 

h. Why do you feel black gay men in your community are not accessing services, staying in care and 

supporting each other in care? 

a. A big thing is the approach is over incentivized, $40 for a test.   

b. We have not empowered people to get tested for themselves.  People need to do the things 

for themselves and not the incentives. 

c.  Relationships – some people may get tested or go to appointments because a friend ask you 

about doing it.   

d. Testing and doctors appointments should be about you and not an incentive.  They do these 

things for themselves.  Knowing your status is important you the individual. 

e. Keep people in care by changing the way we provide customer service.  Engagement is the 

hospitality is how we keep people engaged.  We service our friends.   

f. The biggest incentive for people should be they are navigating through their own life which 

should be the most important aspect of what we need to impart to our clients.  We need to 

assure the buy in is more about the service and not the personal relationship. 
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g. Everyone’s experience will be different when accessing services from different agencies.  

There needs to be a dose of reality.  The training needs to give the counselors/testers the 

reality that they will come in contact with many different types of people; genders, sexual 

orientations, socio-economics, educational levels, etc.   

h. More holistic approach to working and engaging Black Gay men.   

HIV Education and Engagement 

This section explores ways in which Black gay men can increase their involvement with local programs and re-

ignite an urgent response to HIV/AIDS as well as discuss personal perceptions of HIV within Black gay 

communities.  

 

1. Reflecting on all the existing programs, campaigns, projects, and efforts that have attempted to address 

HIV in our community, in your opinion, what has to happen next? 

a. Build relationships with the community.  Empower individuals to share information about 

condom use.   

b. Build relationships with local businesses.  To approach these businesses with materials that is 

more palatable to their establishment.  Local businesses will respond if approached with the right 

material for their establishment.  (Under the tree, barber shops, hair salons, corner store, etc.) 

c. Build relationships with gatekeepers to assure the right people and information is disseminated.  

Peers informing peers. 

d. Managing personal relationships.    

e. Delivering the message in a non-overate manner. 

f. We have attachment styles in MSM relationships.  I like the more holistic approach to providing 

services.  Healing or story circles.  Something more therapeutic; to build some self-efficacy, self-

worth, self-esteem.  These type activities would provide a ripple type effect in our community.  

 

 

1. What do you think needs to happen to re-motivate gay men to become more involved in HIV-related 

programs? 

a. Beneficial to intact more with non-people of color.  We have to include the men of color and their 

partner that may not be of color.  Create a large scale effort to address concerns to other people 

who are not of color.  Create a more sense of community. 
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b. Giving people a voice…this activity is giving people the opportunity to voice their opinions about 

issues.  Give people an opportunity to do something.  Give people a task to something that gives 

back to the community. 

c.  Look at collaborating with other groups that target youth, not specifically Black gay youth.  

d.  Recruit from the transgender community; recruit a house mother or father to conduct some type 

of recruitment with their gay children.  The house mother or father receives 150 gift card to buy 

groceries for their house.  Now we have recruited and train a larger number of foot soldiers to 

tackle the community and address HIV issues from a different vantage point.  Make the event 

something that makes it special or elitist the house has had a party or event around the HIV/AIDS 

messaging. 

2. What do you think are the main reasons for the spread of HIV among black gay men in your community?  

a. Empathy and the invincibility of MSM 

b. Not practicing safer sex 

c. It can’t happen to me 

d. Access to information or how information is disseminated.  Lack of knowledge about HIV/AIDS.  

Interest in learning more about HIV/AIDS.   

e. Stigma is a factor in how people are becoming infected.  Stigma is not addressed enough. 

f. What risk means to people.  Risk is individually defined.   

g. Shame and depressions is still associated with HIV/AIDS 

h. Some MSM feel they are immune from HIV/AIDS   

i. Low or lack of HIV literacy 

j. Even when people are knowledgeable about HIV/AIDS some still contend they just would not feel 

comfortable around people who are HIV/AIDS positive 

k. One man questioned whether it was a cultural issue 

l. HIV/AIDS is not respected in communities as Breast cancer receives 

m.  We need to show the good side of HIV/AIDS 

n. Young people do not have a good knowledge of how their bodies work or the terminology of their 

bodies.  We need to teach people to use the proper terms for body parts.  Teach how the male 

reproductive system works.  There needs to be more education about the male body, especially 

anal health for gay men. 
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Baton Rouge, Louisiana 

Social Media 

Social media is a widely used and popular mechanism for engagement and interaction among Black gay men.  

Social Marketing has attempted to capitalize on this mechanism by blitzing social networks with information, 

slogans, and updates. 

The following discussion sheds light on the potential success of existing media campaigns as well as offers insight 

around the methods of messaging that resonate with the men in attendance. 

1. If you had to create a campaign what would you like or what would be the message?  

 

a. Greater than AIDS does a good job. Testing makes us stronger.  

 

2. Reflecting on all the existing programs, campaigns, projects and efforts that have attempted to address 

HIV in our community, in your opinion, what has to happen next? 

a. No campaign…just a feeling I had that I needed to get tested.  Some of the statistical data.  No 

messages would make me test (HIV).  The point of not knowing your status alone should make 

you want to know.  Why would a person not want to get tested and know their status?  You 

should and need to know your status.   

i. Do images have an impact on you relating to the message?  The image of a strong Black 

man getting tested challenges the individual to get tested.  If I can do it you can do it. 

3. How do identity, sex, self-esteem and social media fit together? 

a. Images need to be relatable to the target audience.  If you see images that are not like you feel 

that service or message is not for you.  Messages should reflect the target audience.  Messages 

should show a broad spectrum of people.   

Health Department Relationships 

Health departments serve as information resource hubs for many service providers within their cities. 

They disseminate funds, provide incidence and prevalence information, link diagnosed individuals to care 

as well as track them throughout the continuum of care. Most health departments also offer testing 

services. The health department reputation among local agencies and community members can either 

bolster or hinder efforts. 

 

This section provides information about individual’s experiences with local health departments. 

 

1. What can DIS or health departments do to gain your trust and assure you that they have a genuine 

interest in your health? 
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g. Afraid it is going to get out; confidentiality. 

h. Take it to the middle and high schools; they are having sexual experiences, getting pregnant, etc.  

i. HIV information should be shared with children 

j. Use popular people to address issues, getting tested and staying in and getting into care. 

 

 

 

 

Linkage to Care 

 Linkage to care and retention in care have become top priorities for the HIV workforce. According to the 

Treatment Cascade, for every 100 individuals living with HIV in the United States, there are an estimated 80 

individuals who know their status, 62 who have been linked to care, 41 who remain in care, 36 who get 

Antiretroviral Therapy (ART) and 28 who reach viral suppression. 

In the following section we explore beliefs and attitude about why Black MSM do not access or remain in care 

services. 

1. Where do black gay men go to access healthcare information/services/HIV testing? 

a. Free of breached confidentially when going to many organizations. I did not disclose my sexual 

orientation even with my lip gloss and eye liner still did not acknowledge being gay because of 

many reasons; religion, family.  Fear of outcomes results.  

b. Black gay men will pay to go to a clinic as opposed to going to a facility that might identify them as 

a gay person.  

c. Experiences that would make me to advise a friend to go to this location (Metro Health).  The 

personal relationship was the reason more so than the center itself.  AHF is amazing such a 

comfortable atmosphere.  Baton Rouge is a small city compared to so other places.  The Gay 

community is small.  Only two healthcare facilities were mentioned for  local Black Gay men to 

access services. PIC received a less positive reaction from some Black Gay men. Unpleasant would 

be on word to describe the PIC experience.   

i. Why is an HIV positive friend not in care?  Embarrassed by their status.  Feel there are 

going to die anyway why bother.   

ii. What do you think needs to happen in this current healthcare system for Black Gay men 

to start accessing services? Correct type of promotion and service promotion;  Change the 
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approach; Stop being afraid of what services are available; Make people feel more 

comfortable.; Do not continue to focus on club outreach.  

iii. The use of the term Black Gay man or Gay Black man what is the difference?  The group 

felt there was no difference between the two.   Black Gay men identify with the Black 

culture first then their sexual orientation, by choosing Black first is it a challenge or 

support. The group was split on their view. 

iv. According to a report from the University of Alabama at Birmingham addressed the issues 

around adherence.  The report asserted Black gay men involved with the faith community 

were less adherent to their medication and were more likely to be sick.  Why do think this 

happens? Religion was an issue for some.  Can’t be Black and gay and go to church.  Some 

black gay men do not feel comfortable in their faith institutions.  Some people get the 

disapproving looks from other congregants.  Some gay men are not detectable. Others 

twirl into church without regards to their appearance or acceptance of their sexual 

orientation.  They do not receive the welcome that other congregants receive; which 

makes them feel unwanted.  Feeling unwanted correlates to why some do not adhere to 

their medical treatment and medication.   

 

HIV Education and Engagement 

This section explores ways in which Black gay men can increase their involvement with local programs and re-

ignite an urgent response to HIV/AIDS as well as discuss personal perceptions of HIV within Black gay 

communities.  

1. Does Baton Rouge have a Black Gay community or is it more like a cliques?  

More so cliques inside of cliques. 

Within the Baton Rouge Cliques…the distinguishing factor for the cliques 

supporting or not supporting each other in reference to HIV/AIDS infection 

relates to the overall image of the clique.  When you are a member of a clique, 

your actions reflect the clique and not just you.  So, if you have to be very mindful 

when it comes to representation of the clique.   

  

Community gay organizations have an impact the mindset of the clique in 

reference to whether they are supportive.  They also give individuals a sense of 

belonging.  
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2. If a Black Gay man moved to Baton Rouge how would you get to know people or 

the Black community?  There seems to be a difficulty in learning the Black gay 

community.   Does that contribute to Black gay men not getting tested or getting 

into care because they did not have any connection or contact in the Black 

community?  yes it does.  

3. Some Black Gay men have influential (Black) women in their lives who support 

their healthcare and their sexual orientation.  However, some of these same 

women may use derogatory and homophobic terms to degrade their gay friend in 

time of conflict.   

a. These women play a role in Black Gay men accessing care, if you look up 

to them or care about them you will do it for yourself, but also for them. 

They want you to be in tiptop shape and care about your well-being.  

ii. The group felt that there has not been overkill in our conversation with Black Gay men 

about HIV.  There needs to be more discussions not centered on  HIV might give Black Gay 

men an opportunity to come together with it the HIV agenda.     

iii. What is PREP?  

1. Get prepared for something. 

2. I don’t know 

iv. What is PEP? 

1. Post Exposure Prophylaxis – Participants indicated they would Google PEP to find 

out more information.  (The facilitator informed the group what PREP (Pre 

Exposure Prophylaxis). 

v. Participants would use BING and other search engines to learn more about medications. 

vi. Participants do not like the term MSM (men who have sex with men) and would not know 

the terms definition if they did not work in the field.  By the MSM term it is stigmatizing to 

some Black Gay Men.   

vii. The one thing, service or support that could be offered to you to reach viral 

suppression…what would be needed? Support of family and friends; Acceptance removes 

all the barriers;  I would love community support;  I would rely on myself empowerment; 

strength from within;  My own inner strength.        

 


