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ñThe United States will become a place 

where new HIV infections are rare and when 

they do occur, every person, regardless of 

age, gender, race/ethnicity, sexual 

orientation, gender identity or socio-

economic circumstance, will have unfettered 

access to high quality, life-extending care, 

free from stigma and discrimination.ò 
*Vision of the National HIV/AIDS Strategy, July 2010  
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1. EXECUTIVE SUMMARY  
 

The Pennsylvania HIV Prevention Community Planning Committee, the Community 

Planning Group (CPG) for the Commonwealth of Pennsylvania (not including 

Philadelphia), has been at work since January 2011 developing a Plan Update for 2012. 

The Epidemiology, Evaluation, Interventions and Needs Assessment Subcommittees 

along with the Rural Work Group have met on a regular basis to produce a 

comprehensive HIV Prevention Plan.  

 

Early in his administration President Obama requested the Office of National AIDS 

Policy to develop a national HIV AIDS strategy for the country. The resulting National 

HIV AIDS Strategy (NHAS) was unveiled in June 2010.  In the evolution of HIV 

prevention planning in the Commonwealth of Pennsylvania we are clearly aware of the 

three goals of the NHAS and will be crafting future HIV prevention planning efforts with 

these in the forefront.  

I. Reducing New HIV Infections 

Step 1: Intensify HIV prevention efforts in the communities where HIV is most heavily 

concentrated  

Step 2: Expand targeted efforts to prevent HIV infection using a combination of 

effective, evidence based approaches  

Step 3: Educate all Americans about the threat of HIV and how to prevent it  

 

II. Increasing Access to Care and Improving Health Outcomes for People Living 

with HIV  

Step 1: Establish a seamless system to immediately link people to continuous and 

coordinated quality care when the learn they are infected with HIV 

Step 2: Take deliberate steps to increase the number and diversity of available 

providers to clinical care and related services for people living with HIV  

Step 3: Support people living with HIV with co-occurring health conditions and those 

who have challenges meeting their basic needs, such as housing 

 

III. Reducing HIV-Related Disparities and Health Inequities 

Step 1: Reduce HIV-related mortality in communities at high-risk for HIV infection 

Step 2: Adopt community-level approaches to reduce HIV infection in high-risk 

communities 

Step 3:Reduce stigma and discrimination against people living with HIV 

Achieving a More Coordinated National Response to the HIV Epidemic 

Step 1: Increase the coordination of HIV programs across the federal government and 

between federal agencies and state, territorial, tribal, and local governments 

Step 2: Develop improved mechanisms to monitor and report on progress toward 

achieving national goals 
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1.1. HIV Epidemiology Support for Prevention Planning  

 

Over the past four years of planning cycles, the Epidemiology subcommittee has 

implemented an integrated roundtable review. The roundtable review is intended to 

facilitate increased comprehension of the data-driven linkages between epidemiology of 

HIV and the work of the respective subcommittees and how this contributes to the 

prevention plan and application. The review is conducted annually by the Epidemiology 

Subcommittee in collaboration with other subcommittees, namely needs assessment, 

interventions, and evaluation. Following the orientation meeting in November of the 

preceding year, the annual integrated roundtable review is conducted early in each yearôs 

planning cycle during the first three consecutive full Community Planning Group (CPG) 

meetings (January, March and May). The integrated roundtable review is frontloaded into 

an early stage of the planning cycle to ensure that CPG participants can gain an 

understanding and knowledge of the linkages in each subcommitteeôs response plans 

[including gaps which need to be addressed during subsequent plan development/update 

meetings (May, July & August) in an integrated process involving all subcommittees]. 

This process facilitates cross-committee understanding of linkages across subcommittees, 

integrated plan development and informed CPG member participation in the planning 

process up to and including the culminating point of the concurrence discussion. Further 

details of the roundtable review are presented in the planning cycle/timeline, and in 

subsection 3 of the Section on the Integrated Epidemiologic Profile.  

  

The HIV Epidemiology Section also presents a statement of ñproblems, goals and 

objectivesò identified by Young Adult Roundtable (YART) participants.  (Please see 

section titled YART -Identified Problems, Goals, Objective and Epidemiology 

Clarification and/or Response Plans for Each Objective). This statement relates to 

data needed to facilitate planning for HIV prevention among adolescents and young 

adults. These problems, goals and objectives are quoted from the YART Consensus 

Statement. The Epidemiology Subcommittee offers general clarifications and response 

plans to address the data needs identified by the YART participants, and refers relevant 

aspects for follow-up by the other subcommittees where applicable.   

  

1.1.1. Current Model for Prioritization of Target/Risk Populations for HIV 

Prevention  

 

This section focuses on the process of identifying and ranking a set of target populations 

that require prevention efforts due to high infection rates and high incidence of HIV risk-

related behaviors. The CPG acknowledges the Centers for Disease Control and 

Prevention (CDC) requirement to prioritize HIV-infected persons as the highest priority 

population. Since the introduction of this requirement during the 2003-planning year, the 

CPG completed a new process for refinement and update of the model for prioritization 

of target populations for prevention in collaboration with an ad hoc prioritization 

workgroup of the CPG to work with the Health Department (and its consultant team). A 

report including the objectives, methods, results and recommendations of the 

prioritization process are presented in more details are in the prioritization section of this 

plan, have been reviewed with the CPG during the 2011 planning year, and are also 
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incorporated into the Integrated Epidemiologic Profile of HIV/AIDS in Pennsylvania, 

which is provided through the internet at 
http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profi

le_of_hiv_aids_in_pa/557190, subsections 8.1. and 8.2. Revision of Prioritization Model 

 

1.2. Community Service Assessment 

 

This section describes the prevention needs of populations at risk for HIV infection, 

prevention activities/interventions that currently exist to address needs, and service gaps 

or where needs are not being met.  The Community Services Assessment (CSA) is a 

combination of three products: Needs Assessment completed by the Needs Assessment 

Subcommittee and Resource Inventory and Gap Analysis completed by the Interventions 

Subcommittee. 

 

1.2.1. Needs Assessment 

  

The primary purpose of the needs assessment activities is to provide data for the DOH 

and CPG to support their HIV-prevention planning processes and application to the CDC. 

It is also hoped that local health departments and community agencies can be provided 

with needs assessment findings to assist their prevention activities and that the 

assessments can serve as a model for others working across the U.S. in addition to 

providing information about needs and barriers to HIV prevention to individuals 

nationally.   

 

In 2010-2011, at the direction of the CPG, Pennsylvania Prevention Project staff worked 

on the following projects:  

 Substance use and mental health provider study 

 Needs Assessment Compendium 
 
Reprioritization of target populations is still in process, the needs assessment process will 
not change until the reprioritization plan is finalized.  The Registry project is an ongoing 
collaboration between the Pennsylvania Department of Health and the Pennsylvania 
Prevention Project (PPP) with the goal of establishing a statewide registry of HIV service 
providers.  It is a long-term collaborative effort by the Integrated Planning Council and 
Ryan White funded coalitions to conduct a study on the unmet needs of HIV positive 
men and women.  
 
The Needs Assessment Committee is examining the HIV prevention needs of MSM in 
greater detail in the coming year.  The process will include conducting focus groups on 
specific groups of MSM.  The goals are to examine the kinds of issues that these specific 
groups of MSM report concerning HIV and toward prevention.   
 

1.2.2. Gap Analysis 

The Interventions Subcommittee is anticipating using Geo-Mapping technology in 

conducting gap analysis.  The 2011-2012 major Geo-Mapping analysis will be to identify 

gaps between cases of Persons Diagnosed and Living With HIV/AIDS (PDLWH/A) by 

geographic area and HIV/AIDS secondary preventative services by geographic area.  In 

http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profile_of_hiv_aids_in_pa/557190
http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profile_of_hiv_aids_in_pa/557190
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2011, the Subcommittee particularly looked at PDLWH/A capable of transmitting HIV 

through MSM risk behavior.  This population makes up approximately 41% of the 

PDLWH/A in Pennsylvania. The Interventions Subcommittee is working intensely to 

identify data sources in order to distinguish gaps in interventions for MSM minorities in 

the Southwest HIV Planning Coalition service area between the ages of 13-29.  

 

1.3. Appropriate Science-Based Prevention Activities/Interventions 

 

The Interventions Subcommittee (IS) encourages the various HIV prevention agencies, 

County/Municipal Health Departments, and planning jurisdictions in Pennsylvania to 

assess all HIV interventions being implemented in their region. After meaningful 

evaluation, IS suggests downsizing less effective and costly interventions and 

reallocating those resources into interventions that are effective in their regions.  In 

accordance with research, IS emphasizes the need for ñcombination preventionò 

including evidence-based individual social, behavioral and biomedical interventions to 

create a community level impact on HIV/AIDS.  Approaching HIV prevention from one 

aspect of a single individualôs experiences is an incomplete approach to prevention.  A 

personôs HIV risk behavior does not occur in a vacuum nor is their behavior separate 

from all other persons in their community.  However, IS recognizes that several structural 

barriers exist in achieving various components of ñcombination preventionò, for example, 

Pennsylvaniaôs Paraphernalia Law to statewide syringe exchange programs, various 

school boardsô political motivations to comprehensive HIV/STD education in schools, 

and strict PA laboratory regulations to widespread Rapid HIV Testing.  Despite the 

structural barriers IS recognizes the need to accomplish more services with less 

prevention funds being allocated. 

 

1.4. Rural Work Group  

 

According to the Centers for Disease Control (CDC) and Prevention, Health Status: 

HIV/AIDS summer 2005 publication, ñAIDS rates have increased outside of 

metropolitan statistical areas (MSAs), and the demographic characteristics of people with 

HIV disease in rural populations may differ from those in urban populations.  Compared 

with their urban counterparts, residents of rural areas may face additional barriers to 

accessing HIV testing and care, drug treatment, and mental health counseling.  Such 

barriers include geographic isolation, poverty, unemployment, lack of education, lack of 

childcare services, and attitudinal and cultural factors.  The Appalachian areas have long 

been medically underserved and economically disadvantaged.  However, little 

information is available on the burden of HIV disease, including HIV infection without 

AIDS, in these rural communities.ò 

 

In response, the Pennsylvania CPG has established a rural work group, consisting of 

volunteer committee members, who are applying their efforts outside of regular 

committee meeting time to address the unique and often not well-understood concerns of 

rural areas within our state. 
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The express purpose of the rural work group is to present the special demographic, 

geographic and social/cultural conditions that impact the HIV prevention needs of non-

metropolitan populations in Pennsylvania. These needs must be included in the 

Pennsylvania HIV prevention plan. ñAlthough rural areas are significant sources of the 

stateôs natural resources, and are of primary importance to the economy of Pennsylvania, 

the needs of rural people are often overlooked because of population dispersion and 

inadequate political infrastructuresò (Willits & Luloff, & Higdon 2004). As information 

related to rural needs, and interventions of proven effectiveness are located and 

researched, they will be included in our plan as a means of assisting the non-metropolitan 

populations. 

 

ñThe Rural Work Group also realizes that there are few rural voices taking part in the 

policy discussions, and decision-making processes that shape the public health 

infrastructure.  This is often true at both the state and Federal level. There are several 

factors at work that are responsible for this situation.  One is the changing demographics 

of our communities.  As rural areas continue to lose population relative to the urban and 

suburban areas, there is also a corresponding loss of political power in state legislatures.  

Many state governing bodies used to be dominated by their rural members.  These rural 

voting blocs held great sway in many states, and ensured that rural communities had a 

place at the decision-making table.  As the voting power has shifted toward urban and 

suburban-areas, rural communities have lost political power and, at the same time, there 

has been no effective lobbying organization devoted solely to rural public health.ò (The 

National Advisory Committee on Rural Health, February, 2000) 

 

According to Saltmarsh; ñSince 1981, when New York, San Francisco, Chicago and, of 

course, Philadelphia started to see the birth of the HIV pandemic, big cities have had 

decades to create, establish, and expand medical and support service infrastructures for 

their residents living with HIV.  Most small town and rural areas, however, have not, 

despite statistics that show infection rates increasing proportionally in such places.  

College towns may have a bit of an advantage, as their student health systems must 

address both prevention and treatment in the student population, but what if you live in a 

town where the main industry is farming and ótowniesô work at the grain elevator or the 

box factory or the strip mall on the edge of town? Chances are Doc Smith, whoôs 

delivered all the babies born since the ó60s, is not going to be an HIV specialist.  The 

county hospital may not even have an infectious disease specialist since most of their 

business comes from bar brawls, harvesting accidents, and car crashes, with a smattering 

of cancer, diabetes, and heart disease.  HIV and STI prevention is probably not a high 

priority.  So if you find yourself suddenly in the hospital with pneumonia and an HIV 

diagnosis, where do you go for help?ò 

 

ñMost people find the nearest big city and, though it may be arduous and expensive to get 

there, thatôs where they go for treatment.  Not only are they more likely to find a doctor 

there who specializes in HIV, but itôs also a way to escape the risk of your next door 

neighbor seeing you going into óthat placeô where people go to get tested or see the 

doctor when theyôve ódone something they shouldnôt have.ô As high as the levels of 

ignorance, stigma, discrimination, and plain old religious condemnation may be in the 
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neighborhoods of the big city, itôs a whole ónother country if youôre one of the three 

people living with HIV in a town of 1,200.ò (Positively Aware, January/February 2010, 

Is Anybody Out There? Life with HIV down on the farm or in small town, U.S.A., Sue 

Saltmarsh, p.24) 

 

1.5. Evaluation 

  

The Evaluation Subcommittee has completed the 2011 CPG process evaluation and the 

eighth annual poster presentation. The poster presentation focused on harm reduction 

initiatives for IDUs and prevention for positives. 

 

The Health Department requires all CDC funded prevention programsðincluding local 

health departmentsðto use the PA Uniform Data System (PaUDS) to collect data about 

their activities. These data include the demographic and risk-behaviors of people reached 

by the program and other variables. Once the data are cleaned and summarized, they are 

sent back to the agencies and to the Health Department where they are used to identify 

strengths and weaknesses, and to revise programs to better conform to the Committeeôs 

Plan.  

 

The CPG monitors its planning process by having professional consultants gather data 

through open-ended questions posed to small groups of CPG members. It was felt that 

this method provides greater objectivity and a lack of conflict of interest. The results of 

the November 2010 review of the calendar year 2010 planning process were presented at 

a subsequent CPG meeting. Most findings of this evaluation were immediately 

implemented by the CPG.  

 

The evaluation of the impact of the Plan on interventions is measured using poster 

presentations by agencies throughout the state. Agencies create posters and presentations 

describing their prevention objectives. The Evaluation Subcommittee employs a 

questionnaire to determine the usefulness of our plan in implementing their program 

initiatives. The data are then analyzed and recommendations developed. This innovative 

program also promotes communication and networking between the Committee and 

providers.  

  

The purpose of the Poster Presentations is to elicit an initial dialogue between funded 

agencies/organizations and the CPG.  Any first step in designing a framework for an 

evaluation needs to establish dialogue and capacity. This process provides great insight to 

the local challenges of providing targeted HIV prevention. It informs the CPG in its 

development of a community-based HIV prevention Plan.  

 

A comparison of the 2004- 2011 poster sessions reveals several themes that are universal 

to all sessions. It should be remembered that each group of presenters differed from the 

other, as did the prescribed content of their presentations. The representatives of 

community based organizations involved in HIV prevention activities in 2004 were 

uncomfortable with the process because they thought that they were being evaluated. 

They became much more comfortable once they understood that the purpose was not to 
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evaluate them but to increase communication between providers and the Department of 

Health and the Committee and to have the DOH and Committee better understand the 

work of the providers. Nevertheless, the concerns of the providers may have had an effect 

on what information they were willing to provide. PA Department of Health regional 

staff presented in 2005 on their prevention activities. In 2006 Community-based 

providers of prevention services presented. However, they focused on their experiences 

in conducting the Diffusion of Effective Behavioral Interventions (DEBI). In 2007, local 

county and municipal health departments presented evidence-based HIV prevention 

programs. In 2008, a combination of local, county and municipal health departments 

along with community based providers presented posters describing evidence-based HIV 

prevention programs being delivered in correctional facilities. In 2009, a mix of HIV 

prevention agencies and immigration services agencies described their HIV prevention 

programs.  In 2010, the poster presentation focused on HIV prevention services for at-

risk rural populations.  As a result, this summary is a clear picture of the programming 

available to rural populations.   

 

The 2011Poster Presentation focused on interventions for persons living with HIV/AIDS 

and harm reduction for themselves and their partners. Six organizations provided 

information about their experiences with DEBIs and other public health strategies with 

proven effectiveness. 

 

The Young Adult Roundtable Process Evaluation is administrated annually (November) 

to Planning Committee members.  This survey provides Planning Committee members 

the opportunity (both qualitatively and quantitatively) to comment on the progress of the 

Roundtables during the past year.  The evaluative tool assesses young peopleôs parity, 

inclusion, and representation in the planning process.  Roundtable members use the 

Committeeôs feedback to strengthen the project and Roundtable member involvement in 

the community planning process. 

 

1.6. HIV Prevention Planning 

The current HIV Prevention Community Planning Group (CPG-CDC supported) and the 

HIV Care Integrated Planning Council (IPC-HRSA supported) will be merging HIV 

Prevention and Care into one planning body in 2012.  
 

1.7. Planning Cycle ïSummary 

 

CPG Planning Cycle -Summary 

(Based on 2-year CDC cycle: 2010 - 2011) 

  

PA CPG 

Planning Cycle  

Products to be developed: Due Dates 

2-year bridge program   

2010 

 

2011 

 Plan Update for 2011  

 

 Plan Update for 2012 

 August 20, 2010 - submitted 

 Unknown 

Revised August 2011 
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2010-2011 CPG Meeting Schedule & Work Plan for 2011 Plan Update 
November 2010 ï September 2011 

 

CPG Planning Cycle -Summary 

(Based on 2-year CDC cycle: 2011 - 2012) 

  

PA CPG 

Planning Cycle  

Products to be developed: Due Dates 

2-year bridge 

program 

  

2010 

 

2011 

 Plan Update for 2011  

 

 Plan Update for 2012 

 August 20, 2010 - 

submitted 

 Unknown 

New 5-year 

planning cycle 
  

2012 

 

2013 

2014 

2015 

2016 

 Comprehensive HIV Prevention 

Plan for 2013 

 Plan Update for 2014 

 Plan Update for 2015 

 Plan Update for 2016 

 Plan Update for 2017 

 

Revised February 2011 

 

2010-2011 CPG Meeting Schedule & Work Plan for 2012 Plan Update 
November 2010 ï September 2011 

 

November 17, 2010 (1 day) 

 Objective Subcommittee Comments 

 Welcome new members.  Completed 

 Brief Announcements DOH Completed 

 Icebreaker PPP Completed 

 Special presentations for current 

members (scheduled to occur during 

orientation: 9:30 ï 12:00) by PPP 

(Mack) 
1. YRBS (PPP - Mack);  

2. CDC Consultation on YTGC & 

YMCSM (PPP ï Mack);  

3. Unmet Needs Project Update 

(Benjamin).   

Each presentation will be approximately 45 

minutes.    

 All ñoldò members, not 

including mentors. 

 

Need breakout room to 

accommodate large group. 

 

Completed 

 Orientation of new members (full day) 

1. CPG Guidance 

2. Comprehensive Plan & Key 

Planning Products 

3. Description of subcommittees 

4. Basic Epidemiology 

DOH, PPP & CPG New members (9) & 

Mentors:  

1. Robert Pompa 

2. Deborah Morris 

3. Tracina Cropper 

4. Deb Dean 
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5. CDC Program Announcement -

What is a comprehensive HIV 

prevention program? 

6. Advancing HIV Prevention 

Initiative 

7. Roles & responsibilities 

8. Group process 

9. Evaluation 

5. Marlene Lewis 

6. Nkuchia Môinkanatha 

7. Pam Rorhbach 

8. Krys Sharif 

9. Jeremy Snyder 

 

Completed 

 CPG Process Monitoring (focus 

groups) 

1:00- 3:00 (2-hours) 

All ñoldò members  

By-The-Numbers 

Need 3 break- out rooms 

 

Completed 

 Subcommittees Meet to:   

 Subcommittees will not meet during this 

meeting. 

Epidemiology  

  Needs Assessment  

  Interventions  

  Evaluation  

 Steering Committee Meets to:   

 Review member attendance and 

termination of members not meeting By 

Law requirements for attendance. 

 Completed 

 Comments on preparation for 

Roundtable Review (Mike H. notes) 

 Completed 

 Set agenda for next meeting.  Completed 

 Presentations requested for January: 

 Travel, Lodging & Subsistence 

 Roles & responsibilities group 

activity 

 Partner Services Best Practices 

(Linda Otero) 

  

 

January, 19 & 20, 2011 (2-days) 

 Objective Subcommittee(s) Comments 

 (Day 1)   

 Welcome new members.  Completed 

 YART Report  Completed 

 Presentation of 2010 CPG Process Monitoring 

findings 

Evaluation Completed 

 Presentation of 2010 CPG Survey Part II 

findings.  

Evaluation Completed 

 Completion of CPG Survey Part I All members Completed 

 Introduction to HIV Epidemiology for 

Prevention & Care Planning (75 minutes) 

Epidemiology 

Dr. Muthambi 

Completed 

 Overview of Travel, Lodging & Subsistence 

Guidelines 

DOH Completed 

 Presentation: Planning Process Overview Ken Not scheduled 

 Review of CDC Technical Review of 

IPR/Cost Extension and DOH Technical 

Review response 

DOH Technical Review and 

Response provided to all 

CPG members 
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 HIV 101 Sharita Requested by Steering 

Committee - Completed 

 Subcommittees meet to:  Need breakout rooms. 

 Elect chair & co-chair of each 

subcommittee 

 

All 

subcommittees 

Completed 

? Needs Assessment? 

 Review and finalize the work plan for 2011 All 

subcommittees 

Completed 

 Orient new members to Comprehensive Plan 

key products specific to each subcommittee: 

 Epidemiologic Profile (Epi Subcommittee) 

 Community Services Assessment 

o Resource Inventory (Interventions 

Subcommittee) 

o Needs Assessment (Needs 

Assessment Subcommittee) 

o Gap Analysis (Interventions 

Subcommittee) 

 Prioritize Target Populations 

(Epidemiology Subcommittee) 

 Identify Appropriate Science-based 

Prevention Interventions (Interventions 

Subcommittee) 

 Concurrence (ALL) 

All 

subcommittees 

Review orientation of Epi 

subcommittee ï recap for 

new members. 

Completed 

 Prepare for Integrated Roundtable Review Epidemiology Completed 

  Discuss needs assessment activities 

conducted by PPP. 

 Start thinking about priority populations in 

relation to integrated Roundtable Review. 

Needs 

Assessment 

Completed 

 Review of conference materials Interventions Completed 

 Begin discussion for May Poster Presentation: 

 Floor plan and arrangements ï reserve 

room. 

 Materials and equipment 

 Process 

 Select presenters 

Evaluation  

 Rural Work Group meets from 7:00pm ï 9pm. All welcome!  

 Special evening event: Get Acquainted 

Reception 4:00 ï 6:00 PM.   

Everyone 

welcome! 

 Completed 

 1/22 (Day 2)  Need breakout rooms. 

 Overview of Integrated Roundtable exercise. Epidemiology Completed 

 Epidemiology Subcommittee (Dr. 

Muthambi) provides Epidemiologic 

Overview of 1 transmission group 

(Heterosexual & Perinatal).  

Epidemiology Completed 

 Subcommittees meet to prepare 

presentations for Round table Review 

All   

 Part I - January Meeting: Integrated 

Round-Table Review and Discussion of 

CPG Format and time for 

integrated review for 



 

11 

 

Plans on Each Transmission Group with 

Other Subcommittees (Epi Subcomm; Unmet 

Needs Assessments; Interventions 

Subcommittees; (Outcome) Evaluation): The 

integrated approach adds an integrated review 

mechanism to the current disjointed planning 

done in separate subcommittees and to conduct 

the integrated review in phases as the planning 

year progressed as opposed to waiting until the 

end of the planning cycle. The proposed 

format of input to the integrated review is as 

follows: a) Summary of Epidemiology of HIV 

in each of the 4 main transmission groups (and 

constituent target populations); identification 

of data gaps and plans for obtaining data 

needed; b) Summary of unmet needs 

assessments conducted/planned for each of the 

4 main transmission groups (and constituent 

target populations); identification of data gaps 

and plans for obtaining data needed; c) 

Interventions for each transmission group (and 

constituent target populations) and gaps in 

needed interventions; d) Outcome Evaluation 

Minimum Standards and Guidance for Each 

Category of Interventions; 

Expected Outcome:  

The integrated review approach will enable the 

full committee to: a) be more engaged and 

more informed on the development of plans by 

each subcommittee for each transmission 

group and its constituent target populations; 

and b) establish linkage and continuity of 

plans across subcommittee work. This 

approach is expected to increase understanding 

of the underlying Epidemiology of HIV in 

each transmission group and the prevention 

response plan alleviate the current disjointed 

nature of the planning as done in completely 

separate subcommittee tracks and only 

hurriedly reconciled at the end of the planning 

cycle. 

 

Note:  Department of Health staff will present 

prevention activities process monitoring data 

in conjunction with Evaluation Subcommittee. 

each transmission 

group:  

2 hours integrated review 

is proposed for each of 

the four transmission 

groups: 

-Roundtable 

presentations to full 

committee: 90 min (30 

mins Epi overview on 

transmission group; 30 

mins on Interventions, 

and 15 mins each for 

Unmet Needs 

Assessment and 

Outcome Evaluation);  
-Integrated roundtable 

discussion with full 

committee: 30 min 

 

Timeline:  

Part I-January meeting: 

cover 1 transmission 

group (incl. their 

constituent target 

populations) (4 hrs 

needed).  Heterosexual 

& Perinatal   Completed 

 

Part II-March meeting: 

cover 1 transmission 

group (incl. their 

constituent target 

populations) (4 hrs 

needed). IDU 

 

Part III-May meeting: 

cover 1 transmission 

group (incl. their 

constituent target 

populations) (4 hours 

needed). MSM   

 Steering Committee Meets to:   

 Set agenda for next meeting.  Completed 

 Review of member attendance (Steering 

Committee) 

  

 Requested presentations:   



 

12 

 

 ñWhy Usò presentation 

 Update on Expanded HIV Testing 

 Planning Process Overview 

 CPG Roles & Responsibilities group 

activity 

 DEBI Overview 

 Jurisdictions/models used for prevention 

planning & resource allocation 

 Transgender issues (speaker) 

 Address Technical Review issue of CPG 

costs (review budget & discuss) 

 

 

March 16 & 17, 2011 (2-days) 

 Objective Subcommittee Comments 

 Day 1   

 Overview of Integrated Roundtable 

exercise. 

Complete pre-test 

Epidemiology Implementing 

new evaluation 

technique. 

 Epidemiology Subcommittee (Dr. 

Muthambi) provides Epidemiologic 

Overview of 1 transmission group (IDU).  

Epidemiology  

 Subcommittees meet to prepare 

presentations for Round table Review 

All   

 Part II -March Meeting: Integrated 

Round-Table Review and Discussion of 

Plans on Each Transmission Group 

with Other Subcommittees (Epi 

Subcomm; Unmet Needs Assessments; 

Interventions Subcommittees; (Outcome) 

Evaluation): The integrated approach 

adds an integrated review mechanism to 

the current disjointed planning done in 

separate subcommittees and to conduct 

the integrated review in phases as the 

planning year progressed as opposed to 

waiting until the end of the planning 

cycle. The proposed format of input to the 

integrated review is as follows: a) 

Summary of Epidemiology of HIV in 

each of the 4 main transmission groups 

(and constituent target populations); 

identification of data gaps and plans for 

obtaining data needed; b) Summary of 

unmet needs assessments 

conducted/planned for each of the 4 main 

transmission groups (and constituent 

target populations); identification of data 

gaps and plans for obtaining data needed; 

CPG Format and 

time for 

integrated 

review for 

each 

transmission 

group:  

2 hours 

integrated 

review is 

proposed for 

each of the 

four 

transmission 

groups: 

-Roundtable 

presentations 

to full 

committee: 90 

min (30 mins 

Epi overview 

on 

transmission 

group; 30 
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c) Interventions for each transmission 

group (and constituent target populations) 

and gaps in needed interventions; d) 

Outcome Evaluation Minimum Standards 

and Guidance for Each Category of 

Interventions; 

Expected Outcome:  

The integrated review approach will 

enable the full committee to: a) be more 

engaged and more informed on the 

development of plans by each 

subcommittee for each transmission 

group and its constituent target 

populations; and b) establish linkage and 

continuity of plans across subcommittee 

work. This approach is expected to 

increase understanding of the underlying 

Epidemiology of HIV in each 

transmission group and the prevention 

response plan alleviate the current 

disjointed nature of the planning as done 

in completely separate subcommittee 

tracks and only hurriedly reconciled at the 

end of the planning cycle. 

 

Note:  Department of Health staff will 

present prevention activities process 

monitoring data in conjunction with 

Evaluation Subcommittee. 

mins on 

Interventions, 

and 15 mins 

each for 

Unmet Needs 

Assessment 

and Outcome 

Evaluation);  
-Integrated 

roundtable 

discussion with 

full committee: 

30 min 

 

Timeline:  

Part I I -March 

meeting: cover 

1 transmission 

group (incl. 

their 

constituent 

target 

populations) 

(4 hrs 

needed).  IDU 

 

Part III-May 

meeting: cover 

1 transmission 

group (incl. 

their 

constituent 

target 

populations) (4 

hours needed).  

MSM  

 Conduct post-test Epidemiology  

 Rural Work Group meets from 6pm ï 

8pm. 

All welcome!  

 Day 2   

 Remind CPG members to complete CPG 

survey part I 

Ken (on 

behalf of 

Evaluation) 

 

 YART Report   

 Update on status of May Poster 

Presentations 

 Presenters  

 Questions (request feedback on 

questions from subcommittees) 

Evaluation   

 Subcommittees meet:   
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  Epidemiology  

  Discuss current needs assessment 

activities. 

 Start brainstorming for the new plan 

update. 

Needs 

assessment 

 

  DEBI Grid Update & Redesign 

 Hepatitis C 

Interventions Work w/ HCV 

Coordinator to 

integrate HCV 

co-infection 

into the 

workplan and 

Plan. 

  Final review in preparation for Poster 

Presentation 

 Select presenters 

 Revise letters, methods of data 

collection, directions for presenters 

 Anything else to be done? 

Evaluation  

 Open issues (may be an opportunity to 

meet with other subcommittees on 

potential joint collaborative matters, 

especially Needs Assessment). 

All   

 Update on Expanded HIV Testing 

Initiative 

PSU  

 DEBI Overview PPP  

 Steering Committee Meets to:   

 Set agenda for next meeting.   

 Future presentations requested: 

 ñWhy Usò presentation 

 Update on Expanded HIV Testing 

 Planning Process Overview 

 CPG Roles & Responsibilities group 

activity 

 DEBI Overview 

 Jurisdictions/models used for 

prevention planning & resource 

allocation 

 Transgender issues (speaker) 

 Address Technical Review issue of 

CPG costs (review budget & discuss) 

Requires approx. 2 hrs 
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May 18 & 19, 2011 (2 days) 

 Objective Subcommittee Comments 

   YART 

Executive 

Committee 

Members to 

attend this 

meeting. 

 Day 1   

 Young Adult Roundtables (YART) status report to 

CPG.  YART Executive Committee attends this 

meeting.   

YART  

 MSM Strategic Planning results: 

1. Epi Profile 

2. Community Services Assessment (CSA) 

 

PSU/Benjamin 

PPP 

 

 CPG preparation for Poster Presentations: 

 Distribute Questions to CPG members 

 Count into groups 

Evaluation  

 CPG reconvenes downstairs after lunch for Poster 

Presentations: 

  

 CPG Poster Presentations:  

 Review posters of Department-funded HIV 

Prevention contractors/grantees.   

 Networking with contractors and CPG 

CPG/Evaluation  

 Rural Work Group meets from 6pm ï 8pm. All welcome!  

 Day 2   

 CPG provides feedback on Poster Presentations. CPG  

 Epidemiology Subcommittee provides direction to 

CPG on Integrated Roundtable Review. 

Epidemiology  

 Epidemiology Subcommittee (Dr. Muthambi) 

provides Epidemiologic Overview of 1 transmission 

groups (MSM).  

  

 Subcommittees meet to prepare presentations for 

Round table Review 

All   

 Part II -May Meeting: Integrated Round-Table 

Review and Discussion of Plans on Each 

Transmission Group with Other Subcommittees (Epi 

Subcomm; Unmet Needs Assessments; Interventions 

Subcommittees; (Outcome) Evaluation): The integrated 

approach adds an integrated review mechanism to the 

current disjointed planning done in separate 

subcommittees and to conduct the integrated review in 

phases as the planning year progressed as opposed to 

waiting until the end of the planning cycle. The 

proposed format of input to the integrated review is as 

follows: a) Summary of Epidemiology of HIV in each 

of the 4 main transmission groups (and constituent 

target populations); identification of data gaps and plans 

CPG/Epidemiology Format and 

time for 

integrated 

review for 

each 

transmission 

group:  

2 hours 

integrated 

review is 

proposed for 

each of the 

four 

transmission 
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for obtaining data needed; b) Summary of unmet needs 

assessments conducted/planned for each of the 4 main 

transmission groups (and constituent target 

populations); identification of data gaps and plans for 

obtaining data needed; c) Interventions for each 

transmission group (and constituent target populations) 

and gaps in needed interventions; d) Outcome 

Evaluation Minimum Standards and Guidance for Each 

Category of Interventions; 

Expected Outcome:  

The integrated review approach will enable the full 

committee to: a) be more engaged and more informed 

on the development of plans by each subcommittee for 

each transmission group and its constituent target 

populations; and b) establish linkage and continuity of 

plans across subcommittee work. This approach is 

expected to increase understanding of the underlying 

Epidemiology of HIV in each transmission group and 

the prevention response plan alleviate the current 

disjointed nature of the planning as done in completely 

separate subcommittee tracks and only hurriedly 

reconciled at the end of the planning cycle. 

 

Note:  Department of Health staff will present 

prevention activities process monitoring data in 

conjunction with Evaluation Subcommittee. 

groups: 

-Roundtable 

presentations 

to full 

committee: 

90 min (30 

mins Epi 

overview on 

transmission 

group; 30 

mins on 

Interventions, 

and 15 mins 

each for 

Unmet Needs 

Assessment 

and Outcome 

Evaluation);  
-Integrated 

roundtable 

discussion 

with full 

committee: 30 

min 

 

Part III -May 

meeting: 

cover 1 

transmission 

groups (incl. 

their 

constituent 

target)  

(4 hours 

needed).  

MSM 

 Steering Committee Meets to:   

 Provide feedback on poster presentations and 

Roundtable Review 

  

 Set agenda for next meeting.   

 Future presentations requested: 

 

  

 

July 20 & 21, 2011 (2 day) 

 Objective Subcommittee Comments 

 Day 1   

 CPG feedback on Poster Presentations CPG  

 Report on Highlights of Roundtable Reviews Epidemiology  
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 Report on CPG feedback from Poster Presentations Evaluation  

 Presentation: Results of CPG Survey Part I, and CPG 

membership comparison to Epidemic in Jurisdiction 
Evaluation  

 Discussion & Recruitment for CPG Nominations & 

Recruitment Process 

Ken & N&R Work 

Group 

 

 Subcommittees meet to:   

 Subcommittees to prepare draft Plan Update. All   

 Open issues (may be an opportunity to meet with other 

subcommittees on potential joint collaborative matters, 

especially Needs Assessment). 

Epidemiology & All  

 Continue to draft Plan for review at next meeting. Needs Assessment  

  Geo-Mapping Interventions  

 Continue to draft Plan for review at next meeting. Evaluation  

 Rural Work Group meets from 6pm ï 8pm. All welcome!  

 Day 2   

 Discussion & Motion to Approve CPG Process Monitoring for 

November 

Eval.  

 Project Update: HIV & STD Integration (Co-infection) 

Activities 

STD Program Staff  

 Project Update: MSM Internet Interventions PPP (Ray)  

 Subcommittees meet to:   

 Subcommittees to prepare draft Plan Update. All   

  Epidemiology  

  Needs Assessment  

 Prepare Plan Interventions  

  Evaluation  

 Open issues (may be an opportunity to meet with other 

subcommittees on potential joint collaborative matters, 

especially Needs Assessment). 

All   

 Steering Committee Meets to:   

 Set agenda for next meeting.   

 Future presentations requested: 

 

  

 

August 17 & 18, 2011 (2 days) 

 Objective Subcommittee Comments 

 Day 1: Draft Plan Review     

 YART Report   

 Presentation of draft 2011 Plan Update PPP(Rodger)/CPG  

 Subcommittees meet to review & discuss draft Plan All   

 Subcommittee co-chairs present to CPG 

comments on draft Plan 

Subcommittee co-

chairs 

 

 Open issues (may be an opportunity to meet with 

other subcommittees on potential joint collaborative 

matters, especially Needs Assessment). 

All   

 Agenda can be revised to allow subcommittee to 

meet the remainder of the afternoon to work on 

revisions to the Plan Update as necessary. 
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 Report on results of CPG Survey Part I & CPG 

membership Comparison to Epidemic in 

Jurisdiction 

Evaluation  

 Update on Nominations & Recruitment  N & R Work 

Group 

 

 Update on Changes to PPAs Bob  

 Subcommittees meet to begin to develop work plan 

for 2011. 

  

 Rural Work Group meets from 6pm ï 8pm. All welcome!  

 Day 2: Presentations   

 Presentation: Department of Education ïYRBS 

update 

Department of 

Education 

(Shirley) 

 

 Review of 2009 CDC APR Technical Review & 

DOH response. 

Ken  

 Presentation: Human Sexuality Emilia & Dennie  

 Project Update: Unmet Needs Benjamin  

 Project update: stophiv.con & provider registry PPP  

    

 If necessary - Subcommittees meet to:   

 Subcommittees meet to review & discuss draft Plan 

Update 

All   

 Open issues (may be an opportunity to meet with 

other subcommittees on potential joint collaborative 

matters, especially Needs Assessment). 

All   

 Steering Committee meets to:   

 Finalize Plan Update   

 Set agenda for September meeting.   

 Discuss concurrence process in September   

 Future presentations requested: 

 
  

 

September 21, 2011 (1 day) 

 Objective Subcommittee Comments 

 YART Executive Committee report 

meeting. 

YART YART Executive Committee 

Members to attend this 

meeting. 

 Review of CDC budget and application DOH/Ken  

 Review of CDC-funded services  DOH/Ken  

 ñLinkagesò presentation to CPG DOH/Ken  

 Subcommittees meet to discuss 

concurrence 

All 

subcommittees 

 

 Subcommittee co-chairs present 

comments/concerns regarding 

concurrence to CPG. 

CPG  

 Vote on 

concurrenc/nonconcurrence/concurrence 

with reservations. 

CPG  
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 Conduct CPG Survey Part II CPG  

 Plan & Application due to CDC August 

20th. 

DOH  

 Status report on CPG Process 

Monitoring for November 

Evaluation  

 Update on nomination and recruitment ï 

distribute Nomination Applications 

DOH/Ken  

 Discussion of State HIV Prevention 

Budget 

DOH/Ken  

 Remind subcommittees to submit data 

requests for 2011 ï no later that 

November 2010. 

Epi  

 

 Subcommittees meet to:   

 Review Plan and CDC Application and 

discuss concurrence.  Provide 

comments/concerns to Subcommittee 

Chairs for presentation to full CPG. 

All   

 Develop work plan for 2011 planning 

year. 

All   

  Epidemiology  

  Needs 

Assessment 

 

  Interventions  

  Evaluation  

 Open issues (may be an opportunity to 

meet with other subcommittees on 

potential joint collaborative matters, 

especially Needs Assessment). 

All   

 Steering Committee meets to:   

 Finalize Plan Update   

 Set agenda for November meeting.   

 Future presentations requested: 

 
  

 

November 16, 2011 (1 day) 

 Objective Subcommittee Comments 

 Welcome new members.   

 Report on CPG Concurrence Votes DOH  

    

 Orientation of new members (full day) 

1. CPG Guidance 

2. Comprehensive Plan & Key 

Planning Products 

3. Description of subcommittees 

4. Basic Epidemiology 

5. CDC Program Announcement 

6. What is a comprehensive HIV 

prevention program? 

DOH, PPP & 

CPG 

PPP to 

distribute 

Orientation 

Guide prior to 

meeting. 

 

Mentors should 

attend 

orientation with 
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7. AHP initiative 

8. Roles & responsibilities 

9. Group process 

10. Evaluation 

new members. 

 Breakout Presentations for current 

members (9:30 ï 12:00): 

1. YRBS (45 min.) 

2. CDC Consultation on 

YTGC/YMCSM (45 min) 

3. Unmet Needs Project Update (45 

min) 

1. PPP (Mack) 

2. Benjamin 

 

 CPG Process Monitoring (focus 

groups) 

1:00 ï 3:00 (2-hours) 

All ñoldò 

members  

By-The-

Numbers 

Need 3 break- 

out rooms 

 

 Remind subcommittees to submit data 

requests for 2010 ï due this month. 

  

 Subcommittees Meet to:   

  Epidemiology Subcommittees 

will not meet. 

  Needs 

Assessment 

 

  Interventions  

  Evaluation  

 Open issues (may be an opportunity to 

meet with other subcommittees on 

potential joint collaborative matters, 

especially Needs Assessment). 

All  Ongoing 

 Steering Committee Meets to:   

 Review member attendance and 

termination of members not meeting By 

Law requirements for attendance. 

  

 Set agenda for next meeting.   

 Future presentations requested: 
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2. INTEGRATED EPIDEMIOLOGIC PROFILE OF HIV/AIDS IN 

PENNSYLVANIA  
 

The Integrated Epidemiologic Profile of HIV/AIDS in Pennsylvania (Profile) describes 

the impact of the HIV epidemic in the jurisdiction. This profile provides the 

epidemiologic/scientific basis for prioritization of target populations for HIV prevention 

and pin-pointing target populations to whom prevention interventions need to be focused, 

for identification of gaps in data needed for prevention planning which may be 

supplemented through needs assessments, and for describing population-level outcomes 

of interventions through describing changes in the epidemic. 

 

2.1. Current  Integrated Epidemiologic Profile of HIV/AIDS in Pennsylvania  
 

The current Epidemiologic Profile (for prevention and care) is attached in Epidemiology 

Appendix 1 of this Plan Update application. Various aspects of the Epidemiologic Profile 

are presented to the Committee each year during part 2 of the Epidemiology orientation 

for new CPG members in January and in greater details during 3 roundtable reviews in 

January, March and May of each yearôs planning cycle; i.e. roundtable reviews of the 

linkages between a) the epidemiology/distribution of heterosexual (incl. Perinatal), IDU, 

and MSM reservoirs of persons living with HIV infection (i.e. CDC-mandated top 

priority population for prevention services), and b) needs assessments, interventions and 

outcome evaluation/process monitoring indicators.   

 

2.2. Epidemiologic Profile Update  

 

As a part of the process of updating the Epidemiologic Profile, gaps in the data are 

identified annually (see below). The CPG continues to update the prioritization process to 

refocus attention specifically towards reservoirs of persons who are living with HIV and 

at risk of transmitting HIV to others, in addition to persons at high risk of acquiring HIV.  

2009/10 updates to the prioritization revision of 2007 were presented to the full CPG in 

May 2010.  

 

The Community Planning Group acknowledges that AIDS incidence and prevalence data 

as currently reported no longer accurately reflect the true impact of the HIV epidemic in 

Pennsylvania. The Commonwealth began HIV reporting in October 2002 and began HIV 

incidence and resistance surveillance in 2005-06 (HIV incidence and resistance studies 

were suspended due to CDC surveillance funding reductions in 2007).  

 

The current 2009/10 Integrated Epidemiologic Profile was based on HIV/AIDS cases 

diagnosed through December 31, 2008, reported through June 30, 2009 (to accommodate 

reporting delays), and was presented to the CPG during the 2011 planning year. Several 

supplements (including detailed regional and county mini-profiles and detailed analyses 

for strategic planning of HIV prevention programs for MSM) have been provided with 

the Epidemiological Profile during each successive planning year while the Department 

awaited HIV reporting data. In-between the major updates, interim abridged updates that 

are produced based on AIDS cases consist of the following supplements to the Integrated 
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Epidemiologic Profile of HIV/AIDS in Pennsylvania (both of which have been posted 

online at  http://www.health.state.pa.us/hivepi-profile): a) twice yearly publications of the 
HIV/AIDS Surveillance Annual Summary along with the featured abstract series of 

incisive special analyses on key target populations; b) detailed regional and county-level 

AIDS prevalence and incidence mini-profiles published once every two years; and c) 

other special supplementary analyses that may be needed to support prioritization or other 

planning-related purposes..  

 

2.3. Integrated Roundtable Review of Linkages between the Epidemiology of HIV 

and Other Aspects of the Prevention Plan (i.e. Needs Assessments, Interventions and 

Evaluation) 
 

Over the past four planning year cycles, the Epidemiology Subcommittee has 

implemented an integrated roundtable review.  This roundtable review is intended to 

facilitate increased comprehension of the data-driven linkages between epidemiology of 

HIV and the work of the respective sub committees and how this contributes to the 

prevention plan and application.  The review is conducted annually by the Epidemiology 

Subcommittee in collaboration with other subcommittees, i.e. needs assessment, 

interventions, and evaluation. Following the orientation meeting November of the 

preceding year, the annual integrated roundtable review is conducted early in each yearôs 

planning cycle during the first three consecutive full CPG meetings (January, March and 

May). The integrated roundtable review is frontloaded into an early stage of the planning 

cycle to ensure that CPG participants can gain an understanding and knowledge of the 

linkages in each subcommitteeôs response plans including gaps in linkages which need to 

be addressed during subsequent plan development meetings (May, July and August). This 

process facilitates cross-committee understanding of linkages across subcommittees, 

integrated plan development and informed CPG member participation in the planning 

process up to and including the culmination point of the concurrence discussion.   

 

The review begins with detailed input on the epidemiology of HIV highlighting each of 

the main transmission risk groups (i.e. injection drug use (IDU), heterosexual contact, 

men who have sex with men (MSM), MSM-IDU, and Perinatal transmission) followed 

by input and discussion of each subcommitteeôs presentation of its response plans (and 

potential gaps in response plans) addressing the issues raised by epidemiology input on 

each of the main risk groups, and finally closing with a full CPG roundtable review of 

each of the subcommitteeôs inputs. Gaps in response plans are noted as items to be 

addressed by each subcommittee in updates of its component of the prevention plan. A 

pre- and post-roundtable evaluation is conducted to examine the impact of the roundtable 

review on knowledge of response plans or gaps in response plans, and attitudes and 

perceptions of committee members regarding the prevention plan.  Feedback on the 

results of the evaluation is discussed with the subcommittee and translated into action 

plans for the next roundtable review and for each subcommittee to follow-up, and 

discussions of recommended updates to the plan that are flowing from the roundtables are 

incorporated into the relevant parts of the Prevention Plan. Further details of the 

roundtable review are presented in the planning cycle/timeline. 
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2.4. Written Process for CPG Subcommittees to Submit Data Requests/ 

Recommendations for New Data Sources/Analyses to the DOH Bureau of 

Epidemiology 

 

A written process has been in place by which CPG Subcommittees may 

request/contribute/suggest additional data (guidance for recommending additional local, 

regional or statewide data sources/analyses for use in the planning process and the 

development of the Profile) by the submission of a form that is available online at 
http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profi

le_of_hiv_aids_in_pa/557190, (subsection 1.2. Planning Committees Input Mechanism)  

 

Outline of Guidance for Requesting/Recommending Additional Local, Regional or 

Statewide Data Sources/Analyses for Use in the Planning Process and the Development 

of the Integrated Epidemiologic Profile of HIV/AIDS (for Prevention and Care) 

 

(Note: Proposed data source/analyses abstract/summary should be no more than one page 

in length and typed in >=10 pt font) 

1. Outline the main statewide or specialized planning questions/objectives that you 

propose to answer with the proposed data source/study data/analyses. 

2. Clarify how the proposed data source/study data/analyses addresses the main planning 

objectives/questions outlined in #1 above. 

a. Describe the study/objectives/purpose of the study/data collection/source/analyses 

proposed. 

b. Describe the study population/setting, sample size, representativeness of study and 

generalizability/applicability of findings of study/data source from which the data to be 

analyzed is derived. 

c. Describe the study methods and procedures (attach data collection forms used to 

collect the data to be analyzed where applicable). 

d. Describe the public health applicability/recommendations possible/anticipated or 

already established from study findings. 

3. Summarize the public health inference for planning that is possible/anticipated from 

the use of findings/data from the proposed data source/study data. 

 

[Recommendation to CPG members submitting requests: To ensure that data requests 

truly reflect the data needs and are relevant to the CPG planning process, the HIV 

Epidemiology Subcommittee recommends that CPG members request the above details 

in an abstract formatted according to the above guidelines from the researchers and 

investigators of all data sources/analyses that are recommended for use in the planning 

process. Most scientific studies and many formal data collection processes that are likely 

to be useful for this purpose already have abstracts/summaries of project descriptions 

formatted in the standardized Health & Human Services (HHS)/National Institutes of 

Health (NIH) format described above under items 1 & 2 above]. 

http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profile_of_hiv_aids_in_pa/557190
http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profile_of_hiv_aids_in_pa/557190
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2.5. Update on Implementation of Guidance  
 

Members of the Epidemiology Subcommittee are available to assist other CPG sub- 

committees and provide training to reiterate the process of requesting data from the 

Bureau of Epidemiology. Each year, the Epidemiology Subcommittee reminds the CPG 

membership (ideally in September) that data requests must be submitted by November to 

be included in the following yearôs planning process.  In addition, the Epidemiology 

Subcommittee continues to work with other subcommittees on coordinating data needs 

with the care planning process and to ensure that epidemiology methods used in data 

collection processes assure representativeness, generalizability and standardization of 

studies commissioned by the planning committee. Several data requests that have been 

received have been reformatted in accordance with the guidance and are currently being 

followed up. 

 

2.6. Young Adult Roundtable (YART) Input on Epidemiology Data Needs and the 

Epidemiology Subcommittee Clarification(s) and Response Plan(s) 
 

This section presents the Young Adult Roundtable (YART) consensus statement on 

Epidemiology data that they consider necessary to facilitate planning for prevention of 

HIV among young adults. The subsection subtitled ñYoung Adult Roundtable Consensus 

Statement on Epidemiology Data Needs and Epidemiology Clarification(s) and/or 

Response Plan(s)ò presents the statements of problems, goals and objectives identified by 

the YART. These statements are quoted verbatim from the YART consensus statement. 

Epidemiology Clarifications and/or Response Plans appear next to each objective.  A new 

YART consensus statement was released to the CPG in June 2010 and the Epidemiology 

subcommittee provides preliminary responses below.  Final responses to the 2010 YART 

Consensus statement will be included in the next major plan update 

 

2.6.1. Consensus Statement Introduction  

 

This Consensus Statement describes which statistics should be looked at when 

developing a view of HIV/AIDS infection among young people in Pennsylvania. Some of 

the information needed for accurate targeting of young people is not currently being 

collected in Pennsylvania. The Roundtables recognize this as a particularly severe 

problem and asks the question, ñHow can programs and interventions be effectively 

targeted if no epidemiologic data are available to support the targeting of these 

programs?ò Effective HIV prevention programs for young people in Pennsylvania cannot 

be developed and targeted without accurate and sufficient epidemiologic data. Although 

we know that half of all new HIV infections in the U.S. are among individuals under the 

age of 25, and half of these are among individuals under the age of 22, we do not know 

HIV incidence and prevalence data for young people in Pennsylvania. 

Å What information (data) should be used to help paint the most accurate picture that 

reflects the HIV epidemic among youth (13-24 years of age) in Pennsylvania? 

Å How much of this information is already available? How much is not known? Why is 

this information not known? How should all of this information (data) be gathered from 

youth? 
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2.6.2. Epidemiology Clarifications and/or Response Plans 

 

Introduction and Clarifications: The Consensus Statement on Epidemiology Data Needs 

from the YART is a well-done and detailed effort with an outline of specific data needs 

for planning of HIV prevention for adolescents and young adults.  A new YART 

consensus statement was released to the CPG in June 2010 and reviewed by the 

Epidemiology subcommittee at the July 2010 CPG meeting.  The HIV Epidemiology 

subcommittee offers the following preliminary clarifications and response plans to 

address the data needs identified.  Further responses will be provided as the new 

Epidemiologic profile is reviewed by the subcommittee during the next planning cycle 

and final responses to the 2010 YART Consensus statement will be included in the next 

major plan update. 

          

Preliminary clarifications and response plans to address the data needs identified by 

the 2010 YART Consensus Statement 

 

HIV Incidence and Prevalence Surveillance: HIV incidence and prevalence data 

constitute the key epidemiologic data needed to support HIV prevention planning, 

including prioritization and targeting of prevention services for adolescents and young 

adults. . The Pennsylvania (PA) Department of Health (DOH) recognized the increasing 

limitations on the usefulness of AIDS incidence data to estimate HIV incidence and 

prevalence trends since the introduction of highly active antiretroviral therapy (HAART) 

in 1996/1997. In response, the Department began a process to make HIV reportable in 

PA. HIV case reporting began in October 2002 and HIV reporting data is now available 

in the 2010 Epidemiologic profile. 

 

Interim Bridging Solution & Data Sources:  A variety of data sources are currently being 

analyzed to provide indicators of HIV risk in the general population including 

adolescents and young adults, and  these data have been available in the Epidemiologic 

Profiles published since 2005. Relevant findings from additional updates and 

supplemental analyses are presented during the roundtable reviews. The data sources 

being utilized for these analyses include surrogate data on Sexually Transmitted 

Infections (STI), teenage pregnancy rates, abortions, etc. The 2010 Integrated HIV 

Epidemiologic Profile addresses some of the data needs to be raised by the YART and 

will be the basis for an update of the model for prioritization of target populations. 

Behavioral Surveillance: The YRBS (Youth Risk Behavioral Survey) has been resumed 

in selected regions of PA.  As data becomes available from this survey it will be made 

available to the CPG and YART.  

 

Providing Guidance on Recommending Additional Data Sources to the CPG, including 

Representatives of the YART: The Epidemiology Subcommittee provides the planning 

committee with a list of a variety of data sources that are currently being analyzed 

(summarized in the Epidemiologic profile), provides guidance on how to recommend 

additional data sources, and also solicits input for analyses to support various aspects of 

prevention planning. The Planning Committee (including YART and other 

subcommittees) continues to work closely with the Epidemiology Subcommittee to 
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enable them to follow the data request guidelines for additional analyses as per 

established process. 

 

Bridging the gap of knowledge at the planning level regarding HIV Epidemiology work 

in progress:  The Prevention Planning Committee is provided annually with an 

orientation which includes an update of ongoing HIV Epidemiology work during the 

planning year. 

 

Coordination of consultations on HIV Epidemiology and other studies in progress   or 

planned: This activity has been in progress within the Department and at the Planning 

Committee level since 2007 with the goal of eliciting further input on specific issues that 

need to be taken into account or modified in the data collection processes for HIV 

Epidemiology studies in progress or planned. 

 

2.6.3. YART-Identified Goals, Objectives and Epidemiology Clarifications and/or 

Response Plans for Each Objective 

 

This subsection presents the Young Adult Roundtable (YART) consensus statements of 

problems, goals, and objectives identified by the YART quoted verbatim from the YART 

Consensus Statement along with preliminary Epidemiology Clarifications and/or 

Response Plans that appear next to each objective. It is meant to address the lack of data 

regarding the prevalence of HIV among young people in Pennsylvania.   Final responses 

will be included in the next major plan update. 

 

Goal #1: Gather quarterly statistics to determine the demographics of young people who 

are being infected/re-infected by HIV and the modes of transmission by which infection 

occurred. 

 

Objective #1: The age groups identified by this data should be subdivided as 

follows: 13-15, 16-17, 18-20, and 21-24 year olds. This breakdown reflects social 

factors, such as driving and legal drinking age, that influence behavior. 

 

Epidemiology Clarification(s) and/or Response Plan(s): The breakdown of age 

groups is adjusted where statistically feasible, taking into account sample sizes 

available for analyses of meaningful trends, and national standardization used for 

comparisons with other reference data and census data. 

 

Objective #2: HIV data should be used to establish target populations (and 

interventions) in Pennsylvania. Data have proven that young African American, 

young Latinos/Latinas, young men who have sex with men (YMSM), and young 

women are at a particularly high risk of HIV infection in the United States.   

Epidemiology Clarification(s) and/or Response Plan(s): HIV reporting data is 

available in the 2010 Epidemiologic Profile and will be used to inform the next 

planning cycle. 
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Objective #3: HIV reporting has only recently been implemented and has not yet 

been made available.  Sufficient data are urgently needed in order to reevaluate 

target populations of youth. 

Epidemiology Clarification(s) and/or Response Plan(s): HIV reporting data is 

available in the 2010 Epidemiologic Profile and will be used to inform the next 

planning cycle. 

 

Objective #3b: It is imperative to determine the number of youth who are 

accessing HIV testing services, and in addition those who return for test results. 

Data currently being collected at testing sites is not specific to youth. 

Epidemiology Clarification(s) and/or Response Plan(s): Data currently collected 

by the Counseling and Testing program include age of service recipients and can 

be analyzed by age group to show the number of young people who are accessing 

HIV testing services and those who return for test results.  Requests for data 

analyses are to be submitted (using the ñGuidanceò and form referenced in 

Section 4 above) to the Epidemiology Subcommittee by November each year 

indicating what data each subcommittee needs for planning work during the 

following year.  The Epidemiology Subcommittee can assist the Young Adult 

Roundtable in submitting this data request. 

 

Objective #4:  Initiate a data collection process targeting needle exchange 

programs to estimate demographic and specific drug-behavior data about young 

users in Pennsylvania. 

Epidemiology Clarification(s) and/or Response Plan(s): The Department of 

Health is not currently involved in needle exchange intervention or research 

programs since Pennsylvania law does not permit public funding of needle 

exchange activities. However, it is possible for the Department to collect data 

on/among needle exchange users through commissioning supplemental 

observational studies such as needs assessments and surveys in this risk group or 

service users. This request has been referred to the Needs Assessment 

Subcommittee for collaborative/joint review and possible follow-up with the 

Epidemiology Subcommittee.  We also suggest that this request be taken to the 

Steering Committee to discuss facilitation of this data collection. 

 

Objective #5:  Collect statistics regarding income, household size, geographic 

location, religion and sexual orientation among youth receiving HIV testing. 

Epidemiology Clarification(s) and/or Response Plan(s): The Department of 

Health collects some of the recommended information from the general 

population including subpopulations at risk for HIV through the population 

census.   Analyses of such data are reported in the 2010 Integrated HIV 

Epidemiologic Profile. Surrogate data elements, such as insurance status at time 

of testing and census tract of residence (which may reflect income level), is 

collected from individuals receiving HIV testing at Counseling and Testing sites 

and can be requested using the Data request process outlined above.  In addition, 

supplemental data not currently being collected (such as precise income, 

household size and religion) can also be collected through commissioning 
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supplemental observational studies such as needs assessments and surveys in 

samples of at risk populations. This request has been referred to the Needs 

Assessment Subcommittee for collaborative/joint review and possible follow-up 

with the Epidemiology Subcommittee. 

 

Goal #2: Gather statistics to determine the demographics of youth who are living with 

AIDS. 

 

Objective #1: Share data on the number of youth who are living with AIDS, in 

relation to the total number of people living with AIDS in Pennsylvania with the 

Interventions subcommittee to better target youth for prevention with positives. 

Epidemiology Clarification(s) and/or Response Plan(s): Demographic data on 

AIDS cases is available in the Epidemiologic profile and can be shared with the 

Interventions Subcommittee to facilitate targeting of youth for prevention with 

positives. 

 

Objective #2: Collect statistics regarding income, household size, geographic 

location, religion, and sexual orientation among youth receiving AIDS diagnoses. 

Epidemiology Clarification(s) and/or Response Plan(s):  

Surrogate data elements, such as insurance status and census tract data is collected 

and reported at time of AIDS diagnosis and can be requested using the data 

request process outlined above. Supplemental data not currently being collected 

(such as precise income, household size and religion) could be collected through 

commissioning supplemental observational studies such as needs assessments. 

This request has been referred to the Needs Assessment Subcommittee for 

collaborative/joint review and possible follow-up with the Epidemiology 

Subcommittee. 

In addition, the intake assessment of the new generation Unmet Needs Project 

will be collecting some of this data and is scheduled to commence in late 2010. 

These data will be included in updates to the Integrated Epidemiologic Profile 

when they are available. 

 

Goal #3: Data needs to be collected to identify the specific HIV risk (sexual and drug 

using) behaviors of youth in Pennsylvania, in order to aid intervention planning. 

 

Objective #1: The Young Adult Roundtables support the continued expansion of 

the Youth Risk Behavior Survey (YRSB) to survey HIV risk (sexual and drug 

using) behaviors.  Questions should include what substances are being used, 

including crystal meth, fentanyl patches, and heroin.  Previously, the 

Commonwealth of Pennsylvania participated in the nationwide, CDC-sponsored 

YRBS.  This survey collected information from high school students on a variety 

of risk behaviors including drug use and sexual practices.  When these data are 

available it will allow for effective preventative measures. 

 

Epidemiology Clarification(s) and/or Response Plan(s): Departments of 

Education are the State partner agencies that CDCôs Division of Adolescent and 
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School Health (DASH) has designated to collaborate with on projects such as the 

Youth Risk Behavior Surveillance System as these surveys are aimed at a 

population best reached through the school systems.  The YRBS (Youth Risk 

Behavioral Survey) has been resumed in selected regions of PA.  As data becomes 

available from this survey it will be made available to the CPG and YART. 

Recommendations of data analyses or studies are to be submitted (using the 

ñGuidanceò and form referenced in Section 4 above) to the Epidemiology 

Subcommittee by November each year indicating what data each subcommittee 

needs for planning work during the following year. Upon receipt of the relevant 

data needs and study recommendations, the HIV Epidemiology Section has 

referred this request to the Department of Education through the Division of 

Community Epidemiology in the Department of Health. The YART is thus 

invited to submit any other relevant recommendations with the relevant 

information indicated on the recommendation form for review and follow-up with 

the Epidemiology Subcommittee and CPG. 

 

Objective #1a: Determine other risk behaviors of youth not covered by the 

YRBS, such as STIs, pregnancies, abortions, IDU, dating websites, and 

emergency contraceptive use.  Statistics that have yet to be collected include: 

frequency of protected and unprotected anal and oral sex; the age of first sexual 

encounter; and the number of partners per year.  

 

Epidemiology Clarification(s) and/or Response Plan(s): This data could be 

collected through commissioning supplemental observational studies such as 

needs assessments and surveys in samples of at risk populations. This request 

should be referred to the Needs Assessment Subcommittee for collaborative/joint 

review and possible follow-up with the Epidemiology Subcommittee. 

 

Objective #1b: Youth risk behavior data should be specific to demographics: 

race, gender, income, household size, religion, geographic location, and sexual 

orientation. 

 

Epidemiology Clarification(s) and/or Response Plan(s): Data currently collected 

by the Departmentôs HIV/AIDS Case reporting system (for HIV-positive 

individuals) include demographics, sex, geographic location and probable mode 

of transmission. The current Epidemiologic Profile already analyzes data on 

adolescents and young adults by demographics (age and race/ethnicity, sex, 

geographic location, and probable mode of transmission). This approach is 

continued in the analyses for the new Integrated HIV Epidemiologic Profile. The 

recommended supplemental data on sexual orientation and gender (Note: gender 

is used in this context to denote part of an individualôs self-perception of sexual 

identity, which is not necessarily biological sex at birth) may not be currently 

feasible to collect through the HIV/AIDS case reporting system. However, the 

Department of Health can collect the recommended supplemental data through 

commissioning supplemental observational studies such as needs assessments and 

surveys in representative samples of the target populations of interest. This 
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request has been referred to the Needs Assessment Subcommittee for 

collaborative/joint review and possible follow-up with the Epidemiology 

Subcommittee. 

 

Data on youth risk behavior for HIV negative individuals or those unaware of 

their status could be collected through commissioning supplemental observational 

studies such as needs assessments and surveys in samples of at risk populations. 

This request should be referred to the Needs Assessment Subcommittee for 

collaborative/joint review and possible follow-up with the Epidemiology 

Subcommittee. 

 

2.7. Tentative Integrated Timeline of Updates of Epidemiologic and Data Support   

Work -Products for CDC- and HRSA-Funded Activities to be done jointly by the    

 Prevention Community Planning Group and the Integrated Care Planning 

 Council 

 

2.7.1. Updates of Comprehensive Needs Assessment (Including the Integrated 

Epidemiologic Profile of HIV/AIDS and various other data products) 
 

The Comprehensive Needs Assessment should be updated regularly. Certain aspects need 

to be updated annually while other aspects need to be updated every two years. The 

Prevention Committee and Care Planning Council will develop the Integrated Timeline 

jointly.  

 

2.7.2. Timing of Updates of Each Component of the Comprehensive Needs    

Assessment  

 

The updates of each component will be done based on Academy of Educational 

Development (AED)/Health Resources & Services Agency (HRSA) guidance for unmet 

needs assessments. Updates will be performed based on the following timeline:  

 Integrated Epidemiologic Profile of HIV/AIDS in Pennsylvania 

o Major updates will occur every second year 

o Interim updates/supplements include the óAnnual Summary,ô and the 

óFeatured Abstracts Seriesô twice-yearly  

 The Resource Inventory is currently being updated for this year, but will be 

converted to the ñHIV/AIDS Service Provider Registryò (HASP) to better identify 

services and gaps to services and will be made available as soon as the project is 

fully operational 

 The Resource Inventory will be updated every one to two years 

 The Profile of Provider Capacity and Capability will be updated every two years 

 The estimation and assessment of Unmet Needs - A Comprehensive update will 

occur every two years (reconciling unmet needs and service gaps). Estimation of 

unmet needs will be updated every second year 

 The assessment of service needs among affected populations (including service 

gap analyses and surveys of needs and barriers) will also be updated every second 

year 
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List of Epidemiology & Prioritization Appendices 

(Attached to Plan/Application Submission) 

 

Epidemiology & Prioritization Appendix 1: 2009/2010 Integrated Epidemiologic Profile 

of HIV/AIDS in Pennsylvania; 
http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profi

le_of_hiv_aids_in_pa/557190   (including updates and supplements through 2010) 

 

Epidemiology & Prioritization Appendix 2(Attached PDF): Step 1 Abstract/Summary of 

Steps 1 - 4 of the Refined Modelôs Interim Methods & Results for Statewide 

Prioritization of Regional HIV Prevention Service Areas in Pennsylvania. 

http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profile_of_hiv_aids_in_pa/557190
http://www.portal.state.pa.us/portal/server.pt/community/hiv___aids/14241/integrated_epidemiologic_profile_of_hiv_aids_in_pa/557190
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3. EPIDEMIOLOGY & PRIORITIZATION OF TARGET 

POPULATIONS  

(SECTION UPDATED IN 2009) 
 

This section focuses on identifying and ranking a set of target populations that require 

prevention efforts due to high infection rates and high incidence of risky behavior. The 

CPG established the current model (under revision) to rank-prioritize target populations/ 

transmission groups at the statewide level to ensure that priority setting is fair. In pursuit 

of this goal, the CPG and the state Department of Health HIV/AIDS Epidemiologist 

developed an empirical/evidence-based objective process to set priorities as opposed to a 

method that relies on subjective perceptions. This model continues to undergo peer 

review and refinement. 

 

This section also focuses on the process of identifying and ranking those target 

populations with high infection rates and high incidence of risky behavior. The CPG 

acknowledges the CDC requirement to prioritize HIV-infected persons as the highest 

priority population. This requirement was introduced late in the 2003 plan year and is 

reflected in the 2009/10 updated report on prioritization which was completed and 

presented to the CPG in 2010. The inception of this refinement and update of priority 

target populations was done by the CPGôs ad hoc prioritization workgroup in 

collaboration with the Department of Healthôs HIV Epidemiologist and a consultant 

team.  The objectives, methods, results and conclusions/recommendations for 

prioritization are presented in the next sections.  

 

3.1. Current Model for Prioritization of Target/Risk Populations for HIV  

Prevention in Pennsylvania 

 

3.1.1. Review of CDC Mandate and Recommendations 

 

 The CDC has mandated that the HIV-positive population in each state be 

given first priority in the prioritization process.  Since the current state model 

for prioritizing risk populations was designed with HIV-negative high-risk 

populations in mind, the current model will need to be adjusted/refined to 

consider the particular prevention needs of those who are HIV-positive.  It 

would be too resource and time consuming to fully integrate this model to 

consider HIV-positive and HIV-negative populations together in exactly the 

same process.  Therefore, we recommend that two separate processes be 

conducted for the HIV-positive and HIV-negative populations.  The same 

model will be used for each process, but with adjustments to the weight given 

to different types of data based on differing circumstances and quality of data 

per each of these two populations. 

 (See Appendix 2) 

 

 The CDCôs mandate to include the HIV-positive population in prioritization 

raises a further issue: It begs the question of whether the HIV-population 

should be considered as one large priority population, or whether sub-
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populations among those who are HIV positive should be considered in 

prioritization.  The team agreed to recommend that sub-populations among 

HIV-positive be prioritized, as this is a more valid approach since sub-

populations among HIV-positive also do not have a uniform likelihood of 

HIV transmission, barriers, and so forth. 

 

3.1.2 Review of Literature and Other Statesô Practices 

   

 Through a contract with the University of Pittsburghôs Pennsylvania 
Prevention 

 

 Project (PPP), the Department of Health commissioned a review of the stateôs 
process for prioritizing HIV Risk Populations.  Investigators reviewed the 

literature on prevention needs of populations at high risk of HIV to learn 

whether updated needs assessment was needed in Pennsylvania.  Also, the 

same investigators reviewed other stateôs processes for prioritizing risk 

populations.  The results of both of these processes were discussed with 

members of the State Department of Health and PPP (the group reviewing 

needs assessment and prioritization processes will hereinafter be referred to as 

ñthe prioritization teamò). Based on these discussions and consultations, the 

recommendations in the next section were developed.   

 

3.1.3 Summary of Recommendations 

 

 Literature Review for Current Information of Relevance to Needs 

Assessments and Interventions. Three areas arose from the literature review as 

possible areas with need for further attention.  Two of these areas appear to be 

currently addressed by the Needs Assessment Subcommittee of the PA HIV 

Prevention Community Planning Committee.  Namely, this subcommittee is 

addressing the primary and secondary prevention needs of HIV-positive MSM 

on antiretroviral treatment and needs of minority women at heterosexual risk.  

A third area concerned the Internet as a context for prevention interventions 

among MSM.  More details on each of these areas appear in the full report 

(see Appendix 2).  Therefore, the only recommendations stemming from the 

review of  prevention needs literature are: 

 

 The Needs Assessment Subcommittee read and incorporated into their current 

needs assessments, the attached reportôs discussions on (a) HIV-positive men 

who have sex with men (MSM) taking antiretroviral drugs; and, (b) minority 

women. 

 The Interventions Subcommittee read and incorporated into their 

recommendations on interventions this reportôs discussion on the use of the 

Internet as a context.  

  

 The implications of this process are:  
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 The focus of prioritization is shifted to the regional/service area level where 

the actual prioritized target populations assume more meaning and have 

application. In each region, this method will generate two lists of priority 

populations in Pennsylvania:  one for prevention among HIV-positives and 

one for HIV-negative populations. 

 

 The statewide lists of target populations are recognized to be of no practical 

application, given the diversity of the epidemic in PA, hence the statewide 

composite lists will only be produced to give an indication of the statewide 

distribution.  Other recommendations for possible attention are also addressed 

in the full report attached and are not included in this summary because the 

issues addressed are beyond the scope of this project. These additional 

recommendations are provided (see Appendix 2) for whatever benefit they 

might be to the Committee and its work. 

 

3.2 2009/10 Update on Refined Objectives, Background/Rationale, Methods, 

Results, and Recommendations for Prioritization  of Target Populations for 

Prevention: 

  

Pursuant to the Community Planning Groupôs adoption of a regional prioritization 

framework along HIV prevention regions/service areas funded by the Department (ten 

County/municipal Health Departments and six Health District areas), the refinement 

project was completed and is presented in the next section.   

 

3.2.1 Technical Abstract:  
 

Overall Objectives:  
The overall objectives are to establish an empirical process for prioritization of target populations 

for HIV prevention in Pennsylvania. The specific objectives of the state-commissioned 

refinement of the model for prioritization of target populations for HIV prevention were to:  

i) Introduce a mechanism within the revised plan/model for refocusing the main target 

population within each population-transmission group to firstly identify HIV infected 

persons most likely to transmit HIV to others and secondly uninfected populations most 

at risk of acquiring HIV infection;  

ii)  Introduce a mechanism within the revised plan/model for changing the current statewide 

paradigm of one set of statewide priority target populations to include regional priority 

target populations that are more relevant to the epidemic in each region;  

iii)  In addition to the above-outlined primary/ñmacro prioritizationò, further consultations 

with the CPG Ad-hoc Prioritization Workgroup and consultants will develop a 

mechanism and guidelines to be used for secondary/ñmicro prioritizationò within each 

prioritized regional population-transmission group; 

 

Background and Significance: 

 The CPG in PA has commissioned the prioritization of target populations in order to ensure that 

priority setting is fair. In pursuit of this goal the CPG has committed itself to an empirically 

determined objective process as opposed to the previous method that relied on subjective 

perceptions of committee members to set priorities. The field of prioritization of target 
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populations for HIV prevention is still in relative infancy and is yet to be rigorously peer-

reviewed, hence the difficulty in finding relevant literature.  

 

Methods: The Priority Setting Model to Identify Target Populations and Analyses: 

To achieve the objectives for refinement of prioritization of target populations, the methods were 

organized into a 4-step process as illustrated in Methods Diagram 1. 

Step 1: This step entailed developing a model/formula for regional distribution of HIV 

prevention resources to Pennsylvaniaôs 15 HIV prevention service areas (excl. Philadelphia). 

Step 2: Within each HIV prevention service area, this step entailed prioritization of resources into 

two main target populations of: a) persons living with HIV and b) HIV negative persons at risk of 

acquiring HIV infection within each service area/region.  

Step 3: This step entailed prioritization within each of these two main target populations in each 

HIV prevention service area/region, so as to generate two (2) sets of target populations for HIV 

prevention (within each region) based on probable modes of transmission/behavioral risks (i.e., 

MSM, IDU, MSM/IDU, and heterosexual risks) stratified by race/ethnicity, sex/gender, and age 

within each of the two main populations. The prioritization process applied to each of the two 

main populations within this step entailed the following: a) Transmission categories and factors 

by which the target populations for prevention would be ranked were established based on the 

CPGôs previous priority target groups that were based on the main modes of transmission and 

races/ethnicities across the state; b) Potential factors for prioritizing the target populations that 

were identified were mainly of three types:  i) factors related to transmission potential of probable 

mode of transmission (Predominant mode/risk behavior); ii) factors indicative of incidence, with 

a likelihood of new infections, and prevalence of HIV (Estimated live HIV cases in transmission 

category as proportion of total living with HIV in Pennsylvania and estimated unadjusted relative 

risk or likelihood of death as an indicator of relative survival time for transmission category 

which is in turn an indicator of relative likelihood of increase/decrease in the prevalent pool of 

infected persons, assuming there is no decline in other contributing factors); and iii) factors that 

may impede or enhance access to prevention and care (Barriers to prevention and resources 

currently distributed to each target population)]; more specifically, the factors for prioritization of 

target populations used included the following: predominant mode/risk behavior; estimated live 

HIV cases in transmission category as proportion of total living with HIV in Pennsylvania; 

estimated unadjusted relative risk or likelihood of death as an indicator of relative survival time 

for transmission category which is in turn an indicator of relative likelihood of increase/decrease 

in prevalent pool of infected persons (assuming no decline in other contributing factors); barriers 

to prevention; resources currently distributed to each target population; etc); c) Data needed for 

each factor and target population were gathered if it existed, new data collection and analyses 

were performed and made available, and data not readily available that needed to be collected 

were identified and plans are continuously under review to collect the needed data; d) The target 

population factors were assigned weights from 0-10, giving the most important or reliable greater 

weight, and the least important or reliable lesser weight; e) Categories within each factor were 

ranked and each factor assigned a relative weight compared to other factors in the model; f) The 

available data were inputted into the model (Table 1, Appendix I) and the rank for each factor 

was multiplied by the weight associated with the factor, resulting in a product score for that factor 

corresponding with the appropriate transmission category; g) The product for each factor by 

transmission category was then entered into the respective cell in the transmission category 

column as shown in Table 1 (for example, Table1 for South East (SE) district is shown); h) The 

totals for each transmission category column were calculated; based on the sum of scores of the 

transmission category column, the percentage for each transmission category were calculated and 

entered on Table 1; i) Each transmission category was stratified by race/ethnicity to establish 

population-transmission categories; j) Each transmission category sum of scores was thus 

stratified by race/ethnicity according to the relative percentage of prevalent HIV cases (diagnosed 
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in more recent year, 2007) in each transmission category by race/ethnicity; k) The population-

transmission group cross-tabulation yielded population-transmission groups that were ranked 

according to the percentage share of the total score for all population-transmission groups as 

shown in Table 2 [as an example, Table 2 for South East (SE) district is shown in the body of this 

report].  The model is designed to permit each region to further extend the prioritization process 

to take into account local prioritization ñmicroò factors within each target population in each 

region/service area (i.e. factors such as the local variations in occurrence of homelessness and 

other socioeconomic factors, gay identified vs. non-gay identified MSM, transmission mode-

related risk factors such as MSM or IDU through sharing of injection paraphernalia for 

transgender, sex work, etc).  As part of the supplement for strategic planning on MSM, the model 

described above was extended to generate priority target populations among MSM population-

transmission groups. 

Step 4: Develop a composite list of statewide target populations for HIV prevention based on the 

sums of the scores of the same target population across regions, i.e. to show a statewide picture of 

the rank of each target population within each of the two main populations of a) persons living 

with HIV and b) HIV negative persons at risk of acquiring HIV infection at the statewide level. 

For example, the average of the sum of scores of white MSM target populations within the main 

population living with HIV in each region is calculated and used as the statewide composite 

measure for the white MSM target population within the statewide main population living with 

HIV. These results of the population-transmission groups in each region were summarized and 

the statewide composite results were calculated and entered in Table 3 in the full report in 

Appendix 2.  

 

Figure 3.1 Methods Diagram: Overall Steps for Refinement of Prioritization 
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Interim Results:  

The interim results of the implementation of the prioritization model at this point in the 

progression of the prioritization process shows the following major results: A) statewide priority 

ranking of 15 CDC-funded HIV prevention service areas (excl. Philadelphia) for resource 

allocations (as shown in Figure 1): 1) Southeast (17.48%); 2) South-central (15.1%); 3) 

Allegheny. (13.27%); 4) Northeast (8.42%); 5) Southwest (7.89%); 6) North-central (6.36%); 7) 

York City (5.89%); 8) Montgomery (5%); 9) Allentown (4.41%); 10) Northwest (4.12%); 11) 

Bucks (3.63%); 12) Chester (1.5%); 13) Erie (1.99%); 14) Bethlehem (1.99%); 15) Wilkes-Barre 

(1.31%); and B) a set of priority target populations-transmission groups among the main target 

populations of a. HIV positive and b. at risk persons in each service area (Please see Figure 2 

showing an example of the priority target populations in the Southeast region); the regional 

priority target populations were also summed up into a composite statewide set of target 

populations (as shown in Table 1 and Figure 3): 1) white MSM (30.0%); 2) black IDU (11.0%); 

3) white IDU (11.0%); 4) white hetero (10.0%);  5) black hetero (9.0%); 6) Hispanic IDU (9.0%); 

7) black MSM (7.0%);  8) Hispanic hetero (5.0%); 9) white MSM/IDU (3.0%); 10) Hispanic 

MSM (2.04%); 11) black MSM/IDU (2.0%); 12) Hispanic MSM/IDU (1.0%)..  

The above results, for the state (excluding Philadelphia) and for each HIV prevention service 

area/region by population-transmission category (including a composite of MSM population-

transmission categories) are presented by means of pie-charts (see additional figures in Appendix 

2 of the prevention plan). 

 

 
 

 Figure 3.2 [step 1]: Results of Interim Sub-Model for Resource Distribution to HIV 

 Prevention Service Areas in Pennsylvania 
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 Figure 3.3 [Steps 2 & 3] Southeast Health DistrictðExample of Distribution of 

 WithinðRegion Resources for HIV+ [infected] and HIV [at risk] Populations 


