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Introduction 
 

The Illinois Department of Public Health (the Department) was created in 1877 to regulate 

medical practitioners and to promote sanitation.  Today, the Department is responsible for 

protecting the state’s 12.8 million residents, as well as countless visitors, through the prevention 

and control of disease and injury.  The Department’s nearly 200 programs touch virtually every 

age, aspect and cycle of life.   

 

In 1986, the Illinois General Assembly acted on a request from the Department, granting $2.3 

million for the establishment of the AIDS Section.  On February 1, 1987, the AIDS Activity 

Section was formed to coordinate the state’s response to this new disease.  The program focused 

efforts on disease surveillance, prevention and establishing HIV counseling and testing sites.  

AIDS prevention and education efforts were aimed at health care providers and the general 

public.  In 1995, for the first time since 1981 when Illinois’ first AIDS case was recorded, the 

annual number of reported cases of AIDS declined.  Initially 2,186 cases were reported in 1995, 

down 28 percent from the previous year.  At that time, the state’s cumulative total of AIDS cases 

stood at 16,375, the sixth highest state total in the United States.  Illinois’ cumulative cases at the 

end of 2007 were 35,312. 

 

The Ryan White Comprehensive AIDS Resource Emergency (CARE) Act was enacted by 

Congress in 1990, and reauthorized in 1996, 2000, 2006, and 2009.  The Ryan White HIV/AIDS 

Program is a federal program administered by the Division of Service Systems (DSS), 

HIV/AIDS Bureau (HAB), Health Resources and Services Administration (HRSA) and 

Department of Health and Human Services (DHHS).  The Ryan White HIV/AIDS Program has 

five parts.  The Department’s HIV/AIDS Section, is responsible for the administration of Part B 

of the CARE Act in Illinois.  The Illinois Direct Service Unit (DSU) provides assistance to 

improve the quality of health care and supportive services for individuals and families with HIV 

disease.   

 

In order to be a part of the program, you must be a resident of Illinois, have proof of HIV 

infection, and meet program income requirements.  Once the criteria is met, clients are able to 

receive services which include oral health care, outpatient medical care, mental health care, 

transportation assistance, and emergency assistance with utilities and rent.  Clients also have the 

option to use the AIDS Drug Assistance Program (ADAP).  This program will cover drugs at 

100 percent from a specific formulary (see Appendix A) and according to specific prescribing 

guidelines (Appendix B).   

 

Illinois received $41.7 million for the period of April 1, 2011, through March 31, 2012, for care, 

Minority AIDS Initiative (MAI), and ADAP services.  Drug rebates also are received from 

pharmaceutical companies to fund the ADAP.  

 

As of December 31, 2011, the program serves 3,043 (9.17 percent) of the 33,175 people living 

with HIV/AIDS(PLWH/A) in Illinois.  The majority of clients are male.  The highest risk factors 

for clients include 48 percent men who have sex with men (MSM), injecting drug use (IDU) at 

14 percent, and 14 percent heterosexual contact.  Following behind was 5 percent MSM/IDU, 

and 1 percent, perinatal transmission.  Looking at the current ages of PLWH/A, the largest 
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proportion of persons are aged 40 to 49 years (34 percent); however, there is also a large 

proportion aged 50 to 59 years (25 percent); about 20 percent of PLWH/A are 30 to 39 years old.  

When examining the current ages of PLWA we find that a slightly higher proportion fall into the 

40 to 49 and 50 to 59 age categories (37 percent and 30 percent, respectively), compared to 

PLWH.    

 

The Department has long been responsible for administering Ryan White HIV/AIDS Program 

funds in Illinois in conjunction with several other programs related to surveillance, prevention, 

and treatment of HIV/AIDS.  The Illinois Statewide Coordinated Statement of Need (SCSN) and 

the Illinois Comprehensive Plan (ICP) were developed to document the significant issues related 

to the needs of PLWH/A and the strategic approach that Illinois will take to address the 

significant issues and provide medical care and supportive services to PLWH/A in Illinois.  The 

development of this document was coordinated by the Department’s HIV/AIDS Section, and was 

made possible through a collaborative effort of collective input from grantees of all parts of the 

Ryan White HIV/AIDS Program, as well as representatives from HIV prevention providers, 

community advocates, PLWH/A, and other public agencies. 
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I. Development of the Statewide Coordinated Statement of Need 
and Comprehensive Plan 

 

Some of the sources of information utilized in this plan included the preceding SCSN and ICP 

created in fiscal year 2009, the 2012 Part B grant application, data from the St. Louis 

Transitional Grant Area (TGA), and data from the Chicago Eligible Metropolitan Area (EMA).  

The DSU developed the plan.   

 

The SCSN was developed through a multi step process.  Client satisfaction surveys, community 

forums, workgroups, epidemiological data, and needs assessment information were gathered to 

develop this statement.   

 

The HIV/AIDS Section updated the epidemiological profile and service utilization data to 

determine epidemiological trends and unmet need in the state. 

 

All Illinois HIV Care Connect regional lead agencies annually administer a client satisfaction 

survey to determine satisfaction with services, needs, service gaps, and problems.  The survey 

tool is reviewed annually by the Part B advisory group, which includes project directors, case 

managers, client representatives, and Department staff, and by regional advisory boards, and 

client representatives.  The survey is distributed to all HIV-positive clients in Illinois that have 

received a Part B service in the previous 12 months.   

 

Data and results from the survey are utilized to improve the system and target specific needs of 

clients.  Improvements may include adding new providers, investigating new services, and 

creating new policies.  Lead agencies target the top or top two needs found from regional survey 

results to conduct an in-depth needs assessment.  Statewide and regional results are compared 

across years to assure progress and determine trends. 

 

The survey asks client to rate their satisfaction on services received through Ryan White Part B 

and identify the need for services.  Clients also were asked to rate their knowledge of HIVAIDS, 

STDs, Hepatitis screening/vaccinations, tuberculosis screening, prevention services, and partner 

services.  The needs assessment also asked clients for any assistance or referrals needed for 

employment, job training, budgets, financial matters, housing services, or other housing referrals.  

The information from the client satisfaction survey needs assessment helps guide services 

provided, contracted providers, identify gaps and barriers, and case management services.   

 

The DSU added prevention questions to their annual client satisfaction survey, which typically 

produces a 30 to 40 percent response rate.  The new questions assessed the awareness, 

knowledge, utilization, current risk behaviors, and need for prevention services (including 

partner services) among PLWHA.  The survey also assesses utilization of care services, which is 

seen as a prevention measure.  Some highlights from the responses included the following:   

 

1. 94.3 percent of respondents had seen a doctor in the last six months. 

2. 97.3 percent of respondents had had a CD4 t-cell test and 96.9 percent had had a viral 

load in the last six months. 
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3. 84 percent of the respondents stated that their case manager has asked them about their 

partners needing notification and possible testing. 

4. 89.8 percent of the respondents felt comfortable talking to their case manager about their 

sex life and alcohol/drug use. 

5. 95.2 percent of the respondents stated they were currently on HIV medications and 99.1 

percent of those stated they were taking the medications as prescribed. 

6. 90.6 percent of respondents know they should be screened annually for STDs, but only 

76.9 percent reported having received screening in the past year. 

7. 40.8 percent of respondents stated they would like more information about safer sex and 

injecting behaviors. 

8. 26.6 percent of respondents would like more support groups, 24.2 percent more free 

condoms, 15.1 percent hepatitis A, B, and C screening, and 13.3 percent hepatitis A and 

B vaccination. 

 

A summary of needs assessments is available in Appendix C.  
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II.  Ryan White HIV/AIDS Programs in Illinois  
 

The Department is responsible for administering Part B of the Ryan White HIV/AIDS Program.  

The Department utilizes Part B funds, augmented with state general revenue funds, to support the 

ADAP, the Continuation of Health Insurance Coverage (CHIC) program, and the provision of 

core and supportive services for PLWH/A.  Eight regional administrative offices encompass the 

102 counties in Illinois, (Figure 1).  Focusing on core services as defined by Health Resources 

and Services Administration (HRSA), Illinois strives to provide a comprehensive continuum of 

medical care and supportive services for persons with HIV/AIDS.  Regional project directors 

coordinate services, manage local programs, and convene local advisory boards to assist with 

assessing service needs and identifying gaps in services.  
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Figure 1.  Illinois Care/Prevention Regional Map 
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Illinois includes the entire Chicago Part A eligible metropolitan area (EMA) and a portion of the 

St. Louis, MO transitional grant area (TGA) (Figure 2).  The Chicago EMA includes the Illinois 

counties of Cook, DeKalb, DuPage, Grundy, Kane, Kendall, Lake, McHenry, and Will.  The St. 

Louis TGA includes the Illinois counties of Clinton, Jersey, Madison, Monroe, and St. Clair.  

The Chicago Department of Public Health and the St. Louis City Health Department, 

respectively, administer and coordinate Part A services.  The Part B lead agencies coordinate 

Ryan White Part B Program funded services in counties within the EMA and TGA.  
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Figure 2.  Illinois Eligible Metropolitan/Transitional Grant Areas 
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In addition to the EMA and TGA, Illinois has multiple Ryan White HIV/AIDS Program Part C 

and D providers throughout the state (Figure 3).  Illinois has 14 Part C grantees providing 

primary medical care, and other clinical diagnostic services.  Ten grantees are located in 

Chicago: Access Community Health Network, Chicago Department of Public Health, Erie 

Family Health Center Inc., Heartland Health Outreach Inc., Hektoen Institute for Medical 

Research/CORE Center, Howard Brown Health Center, Lawndale Christian Health Center, Near 

North Health Service Corporation, Christian Community Health Center, and University of 

Illinois at Chicago.  Four Part C grantees are located in downstate Illinois: Crusader Central 

Clinic Association in Rockford serves western Illinois; Heart of Illinois HIV/AIDS Center at 

UIC College of Medicine in Peoria serves central Illinois; Open Door Clinic in Elgin serves 

northeastern Illinois; and Southern Illinois Healthcare Foundation in Centreville serves central 

and southern Illinois.  Heartland Cares Inc. in Paducah, Ky. provides services to clients living in 

southern Illinois, Community Health Care Inc. /Quad Cities Regional Virology Center in 

Davenport, Iowa provides services to Illinois clients living on the western border of Illinois, and 

St. Louis Connect Care and Washington University provide services to Illinois clients living in 

the St. Louis TGA. 
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Figure 3.  Illinois Ryan White HIV/AIDS Program Providers 
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Four Ryan White Part D providers are located in Chicago: Access Community Health Network, 

Hektoen Institute-Division of Adolescent HIV Program, Hektoen Institute for Medical Research 

at The Stroger Hospital of Cook County, and Howard Brown Health Center.  Washington 

University in St. Louis also provides Part D services to clients in the St. Louis TGA. 

 

The Midwest AIDS Training and Education Center (MATEC) at the University of Illinois at 

Chicago is the regional AIDS Education and Training Center (AETC) funded through Part F.  

MATEC conducts HIV/AIDS provider training to primary care, social services, and other 

interested clinicians throughout Illinois.  
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III. Statewide Coordinated Statement of Need 

A. Profile of Illinois  

 
In 2010, the U. S. Census Bureau estimated the total population of Illinois at 12.8 million 

persons, a 3.3 percent increase since the 2000 U.S. Census.  Chicago is the largest city in the 

state, with a population of 2.7 million persons, a 6.9 percent decrease since 2000.  Chicago is 

home to 21 percent of the state’s total population.  It is located in the state’s most populated 

county – Cook County.  Cook County, excluding Chicago, has a population of 2.5 million.  The 

five counties bordering Cook County (often referred to as “collar counties” include DuPage, 

Kane, Lake, McHenry and Will) all rank within the top seven most populated counties in Illinois.  

 

According to the 2010 U.S. Census data, the racial and ethnic composition data estimated the 

Illinois population as 71.5 percent white, 14.5 percent black, 4.6 percent Asian, 0.3 percent 

American Indian and Alaskan Native, 0.0 percent Native Hawaiian and other Pacific Islander, 

and 2.3 percent identified as two or more races.  Persons of Hispanic origin comprise an 

estimated 15.8 percent of the total population. 

 

In 2010, the median age of Illinois residents was 36.6.  Twenty-seven percent of the 

population was younger than 20 years of age; 12.5 percent of the population were 65 years or 

older.  The proportion of females in the overall population was and continues to be slightly 

higher than the proportion of males (51 percent vs. 49 percent).  

1. Epidemiological Profile 

 

According to Kaiser Family Foundation State Health Facts, Illinois ranked fifth nationally for 

cumulative AIDS cases in 2010.  California, New York, Florida, and Texas have more AIDS 

cases.  Since the beginning of the epidemic, approximately 38,000 Illinoisans have been reported 

with an AIDS diagnosis. 

 

The HIV/AIDS epidemic has affected persons in all sex, age, and racial/ethnic groups and in 

all regions in Illinois.  This effect, however, has not been the same for all groups.  In the 

beginning of the epidemic, the number of AIDS cases increased most sharply among white 

men who have sex with men (MSM).  Although the epidemic disproportionately affects white 

MSM, recent trends suggest a shift in the HIV/AIDS epidemic toward blacks, white and 

Hispanic women, and high-risk adults.  More recently, there has been a shift in the epidemic 

toward persons ages 13-29.   

 

Planning for HIV prevention and care and allocating limited resources is a challenge.  The 

epidemic continues to change, and the number of PLWH/A continues to grow, so it is extremely 

important to identify those populations most affected and most at risk for HIV infection. 

2. HIV/AIDS Cases and Trends 

 

This section provides a brief description of demographics, risk characteristics of HIV-positive 

persons, and trends from 1980 to 2010 in the statewide epidemic.  More detailed information is 
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provided for the period between 2005 and 2010.  Unless otherwise noted, all data come from the 

HIV/AIDS reporting system as reported and entered through December 31, 2011.  

New cases of HIV (including those case reported initially as an AIDS case) steadily declined 

between 1991 and 1998, with an average of 2,228 cases reported each year.  A sharp increase in 

the number of new cases was experienced between 1998 and 1999, coinciding with the 

implementation of rules requiring all HIV cases diagnosed on or after July 1, 1999, be reported 

using a Patient Code Number (PCN) (Figure 4).  Name-based reporting was implemented in 

January 2006.  The number of new HIV diagnoses continued to increase until 2001, when 2,731 

cases were diagnosed.  Since 2001, the number of new HIV diagnoses has steadily declined.  In 

2010, there were 1,708 new HIV diagnoses – a 37 percent decrease from 2001.   

 

Figure 4.  Statewide Incidence of HIV Disease by Year of Diagnosis, Pre-1990-2010 

 

 

 

New diagnoses of AIDS have fluctuated since 1998 (Figure 5).  Between 2002 and 2007, new 

diagnoses of AIDS decreased 34 percent.  The number of new diagnoses increased 11 percent 

between 2007 and 2008; however, since 2008, new diagnoses have decreased by 13 percent.   
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Figure 5.  Statewide Incidence of AIDS Cases by Year of Diagnosis, Pre-1990-2010 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6 displays a comparison of HIV incidence by year of diagnosis, HIV (non-AIDS) and 

AIDS prevalence by year, and mortality among persons diagnosed with HIV disease by year of 

death.  The total number of persons living with HIV disease through 2010 was 32,698 – up 28 

percent from 25,568 in 2005 and up 89 percent from 17,345 in 2000.  The total number of 

persons living with AIDS through 2010 was 17,676 – up 20 percent from 14,129 in 2005 and up 

42 percent from 10,243 in 2000. 

 

Mortality among persons diagnosed with HIV/AIDS peaked in 1995 and declined through 1999.  

Mortality increased slightly between 2000 and 2002, after which time mortality increased and 

stabilized until 2005.  Between 2005 and 2006, HIV/AIDS mortality increased slightly; however, 

significantly fewer deaths were reported between 2007 and 2008.  This increase in survival can 

be attributed to the introduction of highly active antiretroviral therapy (HAART) in 2006.  

Mortality data for 2009 and 2010 are provisional and subject to change due to delays in reporting 

of deaths among persons diagnosed with HIV/AIDS.       
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Figure 6.  HIV/AIDS Incidence, Prevalence, and Mortality, 1990-2010 

 

 

 

  

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Overall, the number of new HIV diagnoses declined between 2005 and 2010; however these 

declines were not experienced among males and females equally.  HIV diagnoses among males 

decreased 16 percent, from 1,646 males in 2005 to 1,390 males in 2010.  Female diagnoses 

decreased 36 percent, from 497 females in 2005 to 318 females in 2010 (Figure 7). 

 

In 2005, males accounted for 77 percent of new HIV diagnoses; females accounted for 23 

percent.  In 2010, males accounted for 81 percent of new HIV diagnoses; females accounted for 

19 percent. 
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Figure 7.  HIV Trends in Gender by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Between 2005 and 2009, each age category, with the exception of 13 to 19-year-olds and 20 to 

29-year-olds, experienced a decrease in HIV diagnoses (Figure 8).  From 2005 to 2009, 

diagnoses among 13 to 19-year-olds increased 45 percent, from 76 persons in 2005 to 110 

persons in 2010.  Diagnoses in 20 to 29-year-olds increased 26 percent, from 503 persons in 

2005 to 635 persons in 2009.  Diagnoses in 30 to 39-year-olds decreased 32 percent, from 668 

persons in 2005 to 452 persons in 2009.  Diagnoses in 40 to 49-year-olds decreased 25 percent, 

from 581 persons in 2005 to 438 persons in 2009.  Diagnoses in individuals older than 49 years 

of age decreased 14 percent, from 303 persons in 2005 to 260 persons in 2009.  Diagnoses in 

children younger than the age of five and those aged 5 to 12 years remained relatively unchanged 

with 10 and two cases diagnosed in 2009, respectively (compared to 11 cases and one case 

diagnosed in 2005, respectively).  Each age category experienced a significant decrease in HIV 

diagnoses between 2009 and 2010.  The largest decrease was reported among 13 to 19-year-olds 

(19 percent); the smallest decrease was reported among 30 to 39-year-olds (3 percent).  

 

In 2005, 20 to 29-year-olds accounted for 23 percent of all new HIV diagnoses.  By 2010, 20 to 

29-year-olds accounted for 32 percent of new HIV diagnoses.  In 2005, 30 to 39-year-olds 

accounted for 31 percent of all new HIV diagnoses.  By 2010, 30 to 39-year-olds accounted for 

26 percent of new HIV diagnoses.  The percent of new HIV diagnoses among 40 to 49-year-olds 

decreased from 27 to 22 percent between 2005 and 2010, while the percent of new HIV 

diagnoses among persons older than the age of 49 remained the same at 14 percent.   

 

Children between the ages of 0 and 12 accounted for less than 1 percent of new diagnoses 

between 2005 and 2010.  Adolescents ages 13 to 19 accounted for 4 percent of new HIV 

diagnoses in 2005 and 5 percent of new HIV diagnoses in 2010.     
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Figure 8.  Incidence of HIV Disease by Age and Year of Diagnosis, 2005-2010 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Incidence of HIV disease decreased overall between 2005 and 2010.  White non-Hispanics 

experienced the largest decrease during this period – 30 percent (Figure 9).  Diagnoses among 

black non-Hispanics declined 22 percent and diagnoses among Hispanics declined 19 percent.    

 

The proportion of HIV cases in each racial/ethnic category (black, white, Hispanic, and other) 

remained relatively unchanged between 2005 and 2010.  White, non-Hispanics accounted for 

roughly 27 percent of new HIV diagnoses between 2005 and 2010; black, non-Hispanics 

accounted for roughly 53 percent.  Hispanics accounted for roughly 16 percent of new HIV 

diagnoses between 2005 and 2010. 

 

The data show that there are significantly more cases reported in 2009 and 2010 with missing 

race compared to cases reported in 2005 through 2008.  Over time, after follow-up investigations 

are completed, race is ascertained for the majority of cases initially reported without this 

information.  
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Figure 9.  HIV Trends in Race/Ethnicity by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Diagnoses among MSM decreased 12 percent, from 984 persons in 2005 to 867 persons in 2010 

(Figure 10).  Diagnoses attributed to heterosexual exposure decreased 40 percent, from 346 

persons in 2005 to 208 persons in 2010.  Diagnoses among IDU decreased 50 percent, from 215 

persons in 2005 to 107 persons in 2010.  Diagnoses for MSM/IDUs decreased 63 percent, from 

75 persons in 2005 to 28 persons in 2010.  Diagnoses attributed to perinatal exposure decreased 

75 percent, from 12 persons in 2005 to three infants in 2010.   

 

Figure 10.  HIV Trends in Risk by Year of Diagnosis 
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In 2005, MSM accounted for 60 percent of new HIV diagnoses.  By 2010, MSM accounted for 

71 percent of new diagnoses.  In 2005, heterosexual exposure accounted for 21 percent of new 

HIV diagnoses.  By 2010, heterosexual exposure accounted for 17 percent of new diagnoses.  

IDUs accounted for 13 percent of new HIV diagnoses in 2005.  By 2010, IDUs accounted for 9 

percent of new HIV diagnoses.  The percentage of all new HIV cases attributed to MSM/IDUs 

declined from 5 percent in 2005 to 2 percent in 2010.  Between 2005 and 2010, the percentage of 

all new HIV cases attributed to perinatal exposure was less than 1 percent.  The percentage of all 

new cases with no risk reported increased steadily from 23 percent in 2005 to 34 percent in 2009.  

In 2011, HIV Surveillance Program staff implemented a series of new strategies in an effort to 

reduce the number of cases reported in 2010 without risk information.  As a result, the 

percentage of HIV cases diagnosed in 2010 with no risk reported declined to 29 percent. 

 

An analysis of cross tabulations of HIV diagnoses among heterosexual females revealed that 

black, non-Hispanics experienced the largest decrease in new infections between 2005 and 2010 

(Figure 11).  Black, non-Hispanic heterosexual female diagnoses decreased 46 percent, from 153 

persons in 2005 to 82 persons in 2010.  White, non-Hispanic heterosexual female diagnoses 

decreased 43 percent, from 35 persons in 2005 to 20 persons in 2010.  Hispanic heterosexual 

female diagnoses decreased by 36 percent, from 36 persons in 2005 to 23 persons in 2010. 

 

Figure 11.  HIV Trends for Heterosexual Females by Race/Ethnicity by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In 2005, black, non-Hispanic females accounted for 67 percent of all HIV diagnoses attributed to 

heterosexual exposure among women.  By 2010, this number decreased to 63 percent of all such 

diagnoses.  In 2005, white, non-Hispanic females accounted for 15 percent of all HIV diagnoses 

attributed to heterosexual exposure among women.  By 2009, this number increased to 18 

percent; however, by 2010 white, non-Hispanic females accounted for 15 percent of all such 

diagnoses.  
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An analysis of cross tabulations of HIV diagnoses among MSMs revealed that the only 

racial/ethnic category to experience an increase in new HIV infections between 2005 and 2010 

were black, non-Hispanics (Figure 12).  Black, non-Hispanic MSM diagnoses increased 14 

percent, from 339 persons in 2005 to 368 persons in 2010.  White, non-Hispanic MSM diagnoses 

decreased by 30 percent, from 442 persons in 2005 to 308 persons in 2010.  Hispanic MSM 

diagnoses decreased 11 percent, from 157 persons in 2005 to 140 persons in 2010.   

 

In 2005, black, non-Hispanic males accounted for 35 percent of all HIV diagnoses attributed to 

MSM.  By 2010, this number increased to 43 percent of all such diagnoses.  In 2005, white, non-

Hispanic males accounted for 45 percent of all HIV diagnoses attributed to MSM.  By 2010, this 

number decreased to 36 percent of all such diagnoses.  Between 2005 and 2010, the percentage 

of new diagnoses among Hispanics remained relatively unchanged; Hispanic accounted for 

roughly 17 percent of cases during this period.   

 

Figure 12.  HIV Trends for MSM by Race/Ethnicity by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Black, non-Hispanic heterosexual male diagnoses decreased 42 percent, from 77 persons in 2005 

to 45 persons in 2010 (Figure 13).  White, non-Hispanic heterosexual male diagnoses decreased 

14 percent, from 14 persons in 2005 to 12 persons in 2010.  Hispanic heterosexual male 

diagnoses decreased 39 percent, from 23 persons in 2005 to 14 persons in 2010.   

 

In 2005, white, non-Hispanic males accounted for 12 percent of all HIV diagnoses attributed to 

heterosexual exposure among men.  By 2010, this number increased to 16 percent of all such 

diagnoses.  In 2005, black, non-Hispanic males accounted for 66 percent of all HIV diagnoses 

attributed to heterosexual exposure among men.  By 2010, this number decreased to 58 percent 
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of all such diagnoses.  The percentage of new diagnoses among Hispanics fluctuated between 

2005 and 2010; Hispanic accounted for roughly 20 percent of cases during this period.   

 

Figure 13.  HIV Trends for Heterosexual Males by Race/Ethnicity by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3. AIDS Cases and Trends 

 

Overall, the number of new AIDS diagnoses decreased 30 percent between 2005 and 2010 

(Figure 2).  Diagnoses among males declined 30 percent, from 1,118 males in 2005 to 783 males 

in 2007 (Figure 14).  Similarly, diagnoses among females decreased 30 percent, from 317 in 

2005 to 223 in 2010. 

 

In 2005, males accounted for 77 percent of new AIDS diagnoses; females accounted for 23 

percent.  These figures fluctuated moderately between 2005 and 2010; however, by 2010, males 

again accounted for 77 percent of new AIDS diagnoses; females accounted for 23 percent. 
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Figure 14.  AIDS Trends in Gender by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Between 2005 and 2009, each age category, with the exception of 13 to 19-year-olds and 20 to 

29-year-olds, experienced a decrease in AIDS diagnoses (Figure 15).  From 2005 to 2009, 

diagnoses among 13 to 19-year-olds increased 125 percent, from 12 persons in 2005 to 27 

persons in 2010.  Diagnoses in 20 to 29-year-olds increased 16 percent, from 207 persons in 

2005 to 241 persons in 2009.  Diagnoses in 30 to 39-year-olds decreased 38 percent, from 442 

persons in 2005 to 273 persons in 2009.  Diagnoses in 40 to 49-year-olds decreased 27 percent, 

from 468 persons in 2005 to 344 persons in 2009.  Diagnoses in individuals older than 49 years 

of age decreased 15 percent, from 257 persons in 2005 to 218 persons in 2009.  Diagnoses in 

children younger than the age of 5 and those aged 5 to 12 years remained relatively unchanged 

with zero cases diagnosed in 2009 in either age category (compared to one and zero cases 

diagnosed in 2005, respectively).   

 

With the exception of 30 to 39-year-olds, each age category experienced a significant decrease in 

AIDS diagnoses between 2009 and 2010.  The largest decrease was reported among 13 to 19-

year-olds (37 percent); the smallest decrease was reported among 40 to 49-year-olds (14 

percent).  There was a slight increase (1 percent) in the number of AIDS cases reported among 

30 to 39-year-olds.     

 

In 2005, 20 to 29-year-olds accounted for 15 percent of all new AIDS diagnoses.  By 2010, 20 to 

29-year-olds accounted for 21 percent of new AIDS diagnoses.  In 2005, 30 to 39-year-olds 

accounted for 32 percent of all new AIDS diagnoses.  By 2010, 30 to 39-year-olds accounted for 

28 percent of new AIDS diagnoses.  The percent of new AIDS diagnoses among 40 to 49-year-

olds decreased from 34 to 30 percent between 2005 and 2010, while the percent of new HIV 

diagnoses among persons older than the age of 49 remained the same at 18 percent.   
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Children between the ages of 0 and 4 accounted for less than 1 percent of new diagnoses 

between 2005 and 2010.  Adolescents ages 13 to 19 accounted for 1 percent of new HIV 

diagnoses in 2005 and 2 percent of new HIV diagnoses in 2010.  No AIDS diagnoses were 

reported among 5 to 12-year-olds between 2005 and 2010.     

 

Figure 15.  AIDS Trends in Age by Year of Diagnosis  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Incidence of AIDS diagnoses decreased in general between 2005 and 2010.  White non-

Hispanics experienced the largest decrease during this period – 39 percent (Figure 16).  

Diagnoses among black, non-Hispanics declined 30 percent; diagnoses among Hispanics 

declined 31 percent.    

 

The proportion of AIDS cases in each racial/ethnic category fluctuated between 2005 and 2010.  

Black, non-Hispanics accounted for roughly 53 percent of new AIDS diagnoses in 2005 and 55 

percent of new diagnoses in 2010.  White, non-Hispanics accounted for roughly 27 percent of 

new AIDS diagnoses in 2005 and 24 percent in 2010.  Hispanics accounted for roughly 16 

percent of new AIDS diagnoses between 2005 and 2010.  
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Figure 16.  AIDS Trends in Race/Ethnicity by Year of Diagnosis 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AIDS diagnoses among MSM decreased 30 percent, from 601 persons in 2005 to 422 persons in 

2010 (Figure 17).  Diagnoses attributed to heterosexual exposure decreased 35 percent, from 242 

persons in 2005 to 157 persons in 2010.  Diagnoses among IDU decreased 51 percent, from 208 

persons in 2005 to 102 persons in 2010.  Diagnoses for MSM/IDUs decreased 49 percent, from 

68 persons in 2005 to 35 persons in 2010.  AIDS diagnoses among infants perinatally exposed to 

HIV fluctuated between 2005 and 2010.  An average of 2.5 cases was reported each year during 

this period.   

 

In 2005, MSM accounted for 53 percent of new AIDS diagnoses.  By 2010, MSM accounted for 

59 percent of new diagnoses.  In 2005, heterosexual exposure accounted for 21 percent of new 

AIDS diagnoses.  By 2010, heterosexual exposure accounted for 22 percent of new diagnoses.  

IDUs accounted for 18 percent of new AIDS diagnoses in 2005 and 9 percent by 2010.  The 

percentage of all new AIDS cases attributed to MSM/IDUs declined from 6 percent in 2005 to 5 

percent in 2010.  Between 2005 and 2010, the percentage of all new HIV cases attributed to 

perinatal exposure was less than 1 percent.  The percentage of all new AIDS cases with no risk 

reported increased steadily from 19 percent in 2005 to 26 percent in 2010.   
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Figure 17.  AIDS Trends in Risk by Year of Diagnosis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In 2008, the most recent year for which these data are available, HIV/AIDS was the seventh 

leading cause of death among 25 to 44-year-olds and the twelfth leading cause of death among 

45 to 64-year-olds in Illinois.   

4. Unmet Need Estimate 2010 

 

The HIV Surveillance Unit performed a quantitative estimate of unmet need in Illinois.  The 

Department consulted the HRSA recommended document, A Practical Guide to Measuring 

Unmet Need for HIV-related Primary Medical Care: Using the Unmet Need Framework, 

developed by the Institute for Health Policy Studies at the University of California at San 

Francisco.  The framework used to estimate unmet need in Illinois appears in Attachment 6.  

This framework does not include an adjustment for the proportion of persons with private 

medical insurance because the source of this information (HCUP) did not produce an estimate 

specifically for Illinois.  Further, the possession of private medical insurance by an individual 

does not guarantee that his or her need was met for a particular time period.   

 

The unmet need framework has operational definitions for unmet and met need for HIV primary 

medical care.  An individual with HIV or AIDS is considered to have an unmet need for care 

(out of care) when there is no evidence that he or she received any of the following three 

components of HIV primary care during a defined 12-month period: viral load (VL) testing, CD4 

count, or provision of anti-retroviral therapy (ART).  A person is considered to have met need (or 

to be in care) when there is evidence of any one of the aforementioned components in a 12-

month period. 
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The data sources used to determine care patterns include state data sources – Enhanced 

HIV/AIDS Reporting System (eHARS), ADAP and Medicare databases, and data from large 

Part C and Part D providers serving Illinois clients – CORE Center, Erie Family Health Center, 

Heartland Alliance, Howard Brown Health Center, Austin Health Center, Regional Care 

Associates, Jackson Park Hospital, University of Illinois at Peoria (Heart of Illinois HIV/AIDS 

Center), Decatur Memorial Hospital, Springfield Clinic, and Heartland Cares in Paducah, 

Kentucky.  Southern Illinois Healthcare Foundation (SIHF) submitted incomplete data for that 

facility and the Washington University (WU) School of Medicine in St. Louis; therefore data for 

SIHF and WU School of Medicine are not included in this analysis.     

 

In 2010, Illinois state law required the mandatory reporting of all detectible viral loads and CD4 

counts below 200 or 14 percent.  eHARS is the most comprehensive database of viral load and 

CD4 count testing among PLWH/A.  Because a significant proportion of PLWH/A receive 

antiretroviral medications through the state’s ADAP, the ADAP database is considered another 

critical care pattern source.  The Illinois ADAP served more than 6,620 clients in 2010.  

Additionally, the Illinois Medicaid program served more than 10,500 clients during the same 

period.  The CORE Center, located in Chicago, is one of the largest providers of comprehensive 

HIV outpatient care in Illinois.  More than 5,000 HIV positive clients were served at the CORE 

Center in 2010.  Howard Brown Health Center, also located in Chicago, is another large Part C 

entity that provided care to more than 1,700 HIV positive clients in 2010.  Combined, these 

databases provided information on viral load testing, CD4 counts, and antiretroviral therapy.   

 

Information entered into eHARS, which contains all HIV/AIDS cases reported and diagnosed in 

Illinois, was used to determine the population size of PLWH and PLWA in 2010, which is the 

most recent, complete year of HIV/AIDS case reports.  Data do not reflect people that have 

tested positive anonymously or people who are HIV positive and unaware of their HIV status.   

 

As of December 31, 2010, there were 32,482 PLWH/A in Illinois (18,026 PLWA and 14,456 

PLWH).  Each record in the data sets from the other data sources was assigned a PCN in order to 

match up these records with eHARS.  The datasets included demographic information, such as 

race, gender date of birth, ZIP code, HIV status, as well as three fields to denote whether the 

client had a CD4, viral load, or provision of antiretroviral therapy within the specified timeframe.  

Once all the data sets were collected, they were imported separately into a database.  The 

datasets were then matched, one by one, to the eHARS database using the PCN.  If the record 

from the dataset matched with a record from the eHARS database, the record was copied to the 

main dataset that would be used for the unmet need calculation.  If the record did not match any 

record in eHARS, the record was excluded from the main dataset 
 

An analysis was performed to identify duplicate records (PCNs) in the main dataset.  Once the 

duplicate PCNs were removed, what remained was one dataset containing unique PCNs.  Unmet 

need was then calculated on this dataset using several programs and queries to determine how 

many clients had CD4, viral load, and antiretroviral therapy provided based on HRSA’s 

definition of met need. 

 

In 2010, the quantified estimate of unmet need for Illinois is 15,251, or 47.0 percent; down 2.7 

percent from 2009.  The following tables show the demographic and geographic characteristics 

of those with unmet need.   



 

 
I l l i n o i s  D e p a r t m e n t  o f  P u b l i c  H e a l t h  

 
Page 29 

 

Nearly 80 percent (12,094 out of 15,251) of people with unmet need were men and 20 percent 

(3,155 out of 15,251) were women.  These data are consistent with the proportion of HIV/AIDS 

cases overall.  Men living with HIV or AIDS were less likely to receive care than women living 

with HIV or AIDS (47.7 percent unmet need for men versus 44.3 percent for women).  Of the 

32,482 PLWH/A, 15,751 or 48.5 percent were non-Hispanic blacks, 9,994 or 30.8 percent were 

non-Hispanic whites, and 5,029 or 15.5 percent were Hispanic.  Among non-Hispanic whites, 

48.7 percent (4,865) had unmet need, compared to 47.4 percent (7,462) of non-Hispanic blacks, 

and 45.7 percent (2,299) of Hispanics with unmet need.  [Note:  2010 marks the second 

consecutive year in which the proportion of non-Hispanic whites with unmet need were greater 

than the proportion among non-Hispanic blacks.  The 2008 unmet needs analysis indicated non-

Hispanic blacks living with HIV or AIDS were less likely to receive care than non-Hispanic 

whites living with HIV or AIDS (48.9 percent unmet need versus 47.1 percent, respectively).] 

 

Persons aged 50 years and older account for the largest proportion (34.0 percent) of all cases 

with unmet need followed by persons aged 40 to 49 years (34.2 percent).  These data are 

consistent with the proportion of HIV/AIDS cases overall.  [Note:  Persons aged 30 to 39 years 

accounted for the largest proportion of cases with unmet need in the 2008 analysis indicated 

(37.0 percent).]  In terms of age differences, 50.7 percent (5,659/11,168) of PLWH/A aged 50 

years and older had unmet need; 45.9 percent (5,109/11,137) of PLWH/A aged 40 to 49 years 

had unmet need; 45.6 percent (2,881/6,312) of PLWH/A aged 30 to 39 years had unmet need.  

Nearly 47 percent (40/86) of children aged 5 to 12 and 67 percent (28/42) of children aged 0 to 4 

years had unmet need based on the criteria outlined in the HRSA recommended document.  The 

age categories with the smallest proportion of cases with unmet need were 13 to 19 and 20 to 29 

years (33.2 and 41.8 percent unmet need, respectively).   

 

The most notable difference between the unmet need population and the overall PLWH/A 

population exists among risk categories.  MSM account for 48.1 percent of PLWH/A followed 

by high-risk heterosexuals (HRH) (14.5 percent) IDU (13.9 percent).  Perinatal exposure cases 

account for 1 percent of all PLWH/A.  When examining unmet need by risk group, 51.1 percent 

(2,271/4,445) of IDUs has unmet need compared to 45.3 percent (7,078/15,629) of MSMs and 

43.5 percent (2,046/4,706) of HRHs.  In 2010, 42.8 percent (145/339) of perinatal exposure cases 

had unmet, compared to 34.5 percent in 2009, 40.0 percent in 2008 and 72.7 percent in 2007.   

 

HIV Care regions with the largest proportion of cases with unmet need are: Sangamon (58.0 

percent; up 1.7 percent from 2009), St. Clair (56.3 percent; up 8.3 percent from 2009), 

Champaign (54.8 percent; up 6 percent from 2009), and Jackson (54.1 percent; up 4.4 percent 

from 2009).  The following counties experienced a decrease in the proportion of case with unmet 

need between 2009 and 2010: Peoria (42.4 percent; down 8.1 percent from 2009), Winnebago 

(46.1 percent; down 4.4 percent from 2010), Cook (46.2 percent; down 3.9 percent from 2009), 

and Collar (45.1 percent; down 0.7 percent from 2009). 

 

The estimate of PLWH/A with unmet need has declined more than 8 percent since 2004.  This 

decrease can be attributed to the decline in the number of AIDS cases with unmet need.  Nearly 

two-thirds of PLWA in 2004 had unmet need compared to 47 percent by 2010.  In 2007, 48 

percent of male HIV/AIDS cases had unmet need compared to 52.5 percent among females.  The 
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proportion of non-Hispanic blacks with unmet need was higher compared to all other race 

categories in 2007 and 2008 (51.1 and 45.2 on average, respectively); however, the portion of 

non-Hispanic whites with unmet need surpassed that of non-Hispanic blacks in 2009 and 2010 

(50.7 and 47.9 on average, respectively).  In terms of age, the proportion of persons aged 50 and 

older with unmet need has consistently been higher (52.0 percent on average) compared to those 

in all other age categories with the exception of children ages 0-4. 

 

Since that time the proportion of cases with unmet need has been greatest among men (49.1 

percent on average among males and 45.1 percent on average among women).  In 2004, the 

proportion of cases with unmet need was highest among MSMs (56.9 percent).  Since 2007, 

IDUs have ranked first in terms of the proportion of cases with unmet need by risk category 

(54.1 percent on average). 

 

Since 2004, Sangamon County has ranked number one in terms of proportion of HIV/AIDS 

cases with unmet need (56.4 percent on average).    
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Table 10.  Unmet Need Estimate Framework  

Input Value Data Source 
Population Sizes 

A. Number of persons living with AIDS (PLWA), 
2010 

18,026 2011 eHARS 

B. Number of persons living with HIV (PLWH 
non-AIDS/aware), 2010 

14,456 2011 eHARS 

Care Patterns 

C. Number/percent of PLWA who received the 
specified primary medical care services in 12-
month period 

10,318/57.2

% 

2010 VL + CD4 Lab Reports + Linked 

Service Providers 

D. Number/percent of PLWH (aware, non-AIDS) 
who received the specified primary medical care 
services in 12-month period 

6,913/47.8% 2010 VL + CD4 Lab Reports + Linked 

Service Providers 

Calculated Results Value Calculation 

E. Number of PLWA who did not receive primary 
medical services 

7,708 18,026–10,318 

F. Number of PLWH (non-AIDS, aware) who did 
not receive primary medical services. 

7,543 14,456– 6,913 

G. Total HIV+/aware not receiving specified 
primary medical care services (quantified 
estimate of unmet need) 

15,251 15,251 out of 32,482 or 47.0% with unmet 

need 

 

Table 11.  Unmet Need Estimate by Sex 

 

Sex   Total Met Need 
(eHARS + 

Linked 
Providers) 

Unmet 
Need 

(eHARS + 
Linked 

Providers) 

Percent 
Unmet 
Need 

PLWA  Male 14,357 7,991 6,366 44.3% 

Female 3,668 2,326 1,342 36.6% 

Total 18,026 10,318 7,708 42.8% 

        

PLWH Male 10,996 5,268 5,728 52.1% 

Female 3,456 1,643 1,813 52.5% 

Unknown 3 1 2 66.7% 

Total  14,456 6,913 7,543 52.2% 

        

PLWA+PLWH Male 25,353 13,259  12,094  47.7%  

Female 7,124 3,969 3,155 44.3% 

Unknown 4 2 2 50.0% 

Total 32,482 17,231 15,251 47.0% 
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Table 12.  Unmet Need Estimate by Race/Ethnicity 

 

Race/Ethnicity Total Met Need 
(eHARS + 

Linked 
Providers) 

Unmet 
Need 

(eHARS + 
Linked 

Providers) 

Percent 
Unmet 
Need 

PLWA  Non-Hispanic White 5,333 2,789 2,544 47.7% 

Non-Hispanic Black 8,850 5,230 3,620 40.9% 

Hispanic 3,028 1,690 1,338 44.2% 

Non-Hispanic Asian 203 118 85 41.9% 

Non-Hispanic American Indian/Alaskan Native 21 7 14 66.7% 

Non-Hispanic Native Hawaiian/PI 13 5 8 61.5% 

Non-Hispanic Multi-Race 516 428 88 17.1% 

Unknown/Missing 62 51 11 17.7% 

Total 18,026 10,318 7,708 42.8% 

        

PLWH Non-Hispanic White 4,661 2,340 2,321 49.8% 

Non-Hispanic Black 6,901 3,059 3,842 55.7% 

Hispanic 2,001 1,040 961 48.0% 

Non-Hispanic Asian 161 85 76 47.2% 

Non-Hispanic American Indian/Alaskan Native 27 8 19 70.4% 

Non-Hispanic Native Hawaiian/PI 20 13 7 35.0% 

Non-Hispanic Multi-Race 320 231 89 27.8% 

Unknown/Missing 365 137 228 62.5% 

Total 14,456 6,913 7,543 52.2% 

        

PLWA+
PLWH 

Non-Hispanic White 9,994 5,129 4,865 48.7% 

Non-Hispanic Black 15,751 8,289 7,462 47.4% 

Hispanic 5,029 2,730 2,299 45.7% 

Non-Hispanic Asian 364 203 161 44.2% 

Non-Hispanic American Indian/Alaskan Native 48 15 33 68.8% 

Non-Hispanic Native Hawaiian/PI 33 18 15 45.5% 

Non-Hispanic Multi-Race 836 659 177 21.2% 

Unknown/Missing 427 188 239 56.0% 

Total 32,482 17,231 15,251 47.0% 
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Table 13.  Unmet Need Estimate by Age Group 

 

Age Group Total Met Need 
(eHARS + 

Linked 
Providers) 

Unmet Need 
(eHARS + 

Linked 
Providers) 

Percent 
Unmet 
Need 

PLWA  0-4 2 2 0 0 

5-12 9 6 3 33.3% 

13-19 110 73 37 33.6% 

20-29 1,037 750 287 27.7% 

30-39 2,935 1,859 1,076 36.7% 

40-49 6,583 3,825 2,758 41.9% 

50 and older 7,349 3,803 3,546 48.3% 

Unknown 1 0 1 100% 

Total 18,026 10,318 7,708 42.8% 

        

PLWH 0-4 40 12 28 70.0% 

5-12 77 40 37 48.1% 

13-19 209 140 69 33.0% 

20-29 2,380 1,240 1,140 47.9% 

30-39 3,377 1,572 1,805 53.4% 

40-49 4,554 2,203 2,351 51.6% 

50 and older 3,819 1,706 2,113 55.3% 

Total 14,456 6,913 7,543 52.2% 

        

PLWA+
PLWH 

0-4 42 14 28 66.7% 

5-12 86 46 40 46.5% 

13-19 319 213 106 33.2% 

20-29 3,417 1,990 1,427 41.8% 

30-39 6,312 3,431 2,881 45.6% 

40-49 11,137 6,028 5,109 45.9% 

50 and older 11,168 5,509 5,659 50.7% 

Unknown 1 0 1 100% 

Total 32,482 17,231 15,251 47.0% 
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Table 14.  Unmet Need Estimate by Risk Group 

 

Risk   Total Met Need 
(eHARS + 

Linked 
Providers) 

Unmet 
Need 

(eHARS + 
Linked 

Providers) 

Percent 
Unmet 
Need 

PLWA  MSM 8,538 4,801 3,737 43.8% 

Injection Drug Use (IDU) 2,959 1,618 1,341 45.3% 

MSM+IDU 1,179 684 495 42.0% 

Transfusion/Hemophilia 103 55 48 46.6% 

Heterosexual 2,726 1,654 1,072 39.3% 

Mother with, or at risk for HIV infection 130 79 51 39.2% 

Other 1,569 1,146 423 27.0% 

Risk not reported/Unknown 2,822 281 541 65.9% 

Total 18,026 10,318 7,708 42.7% 

        

PLWH MSM 7,091 3,750 3,341 47.1% 

Injection Drug Use (IDU) 1,486 556 930 62.6% 

MSM+IDU 452 232 220 48.7% 

Transfusion/Hemophilia 28 10 18 64.3% 

Heterosexual 1,980 1,006 974 49.2% 

Mother with, or at risk for HIV infection 209 115 94 45.0% 

Other 1,631 869 762 46.7% 

Risk not reported/Unknown 1,579 375 1,204 76.3% 

Total 14,456 6,913 7,543 52.2% 

        

PLWA+
PLWH 

MSM 15,629 8,551 7,078 45.3% 

Injection Drug Use (IDU) 4,445 2,174 2,271 51.1% 

MSM+IDU 1,631 916 715 43.8% 

Transfusion/Hemophilia 131 65 66 50.4% 

Heterosexual 4,706 2,660 2,046 43.5% 

Mother with, or at risk for HIV infection 339 194 145 42.8% 

Other 3,200 2,015 1,185 37.0% 

Risk not reported/Unknown 2,401 656 1,745 72.7% 

Total 32,482 17,231 15,251 47.0% 
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Table 15.  Unmet Need Estimate by Care Connect Region of Diagnosis 

 

Region   Total Met Need 
(eHARS + 

Linked 
Providers) 

Unmet 
Need 

(eHARS + 
Linked 

Providers) 

Percent 
Unmet 
Need 

PLWA  Champaign Region 521 283 238 45.7% 

Collar Region 1,406 821 585 41.6% 

Cook Region 13,463 7,795 5,668 42.1% 

Jackson Region 202 106 96 47.5% 

Peoria Region 409 262 147 35.9% 

Sangamon Region 433 199 234 54.0% 

St. Clair Region 461 233 228 49.5% 

Winnebago Region 479 283 196 40.9% 

Unknown 652 336 316 48.5% 

Total 18,026 10,318 7,708 42.8% 

        

PLWH Champaign Region 389 128 261 67.1% 

Collar Region 940 466 474 50.4% 

Cook Region 11,116 5,437 5,679 51.1% 

Jackson Region 205 81 124 60.5% 

Peoria Region 324 160 164 50.6% 

Sangamon Region 381 143 238 62.5% 

St. Clair Region 393 140 253 64.4% 

Winnebago Region 356 167 189 53.1% 

Unknown 352 191 161 45.7% 

Total 14,456 6,913 7,543 52.2% 

        

PLWA+
PLWH 

Champaign Region 910 411 499 54.8% 

Collar Region 2,346 1,287 1,059 45.1% 

Cook Region 24,579 13,232 11,347 46.2% 

Jackson Region 407 187 220 54.1% 

Peoria Region 733 422 311 42.4% 

Sangamon Region 814 342 472 58.0% 

St. Clair Region 854 373 481 56.3% 

Winnebago Region 835 450 385 46.1% 

Unknown 1,004 527 477 47.5% 

Total 32,482 17,231 15,251 47.0% 
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Table 16.  Unmet Need Estimate, 2004 and 2007-2010 

 

Unmet Need Estimate  2010 
 

14 Facilities 
Reporting 

Data 

2009 
 

22 
Facilities 

Reporting 
Data 

2008 
 

15 
Facilities 

Reporting 
Data 

2007 
 

12 
Facilities 

Reporting 
Data 

2004 
 

12 
Facilities 

Reporting 
Data 

PLWA 42.8% 46.7% 45.5% 55.3% 65.2% 

PLWH 52.2% 53.3% 51.2% 43.1% 55.3% 

PLWA+PLWH 47.0% 49.7% 48.0% 49.0% 55.3% 

 

5. Early Identification of Individuals with HIV/AIDS 

 

Estimates of living HIV positive individuals who were unaware of their status as of 

December 31, 2009: 

 

National proportion undiagnosed HIV (21 percent) = p 

Number of individuals diagnosed with HIV and living as of December 31, 2009 =33,291 

Local undiagnosed =      p       X   N 

                   (1-p)        

Number of undiagnosed in Illinois: 8,849 undiagnosed 

National proportion undiagnosed = 21 percent 

   .21       X   33,291 (diagnosed living) = 8,849 (undiagnosed) 

 (.79)          

Number of undiagnosed in city of Chicago: 5,496 undiagnosed 

National proportion undiagnosed = 21 percent 

   .21       X   20,676 (diagnosed living) = 5,496 (undiagnosed) 

 (.79)       

 



 

 
I l l i n o i s  D e p a r t m e n t  o f  P u b l i c  H e a l t h  

 
Page 37 

B. Obstructions to Accessing Care 

 

Surveillance data, assessment data, and participation in public meetings have provided quality 

input regarding emerging trends and cross-cutting issues.  This section describes trends noted 

statewide and regionally that impact the HIV/AIDS epidemic in Illinois.   

 

Access and Retention in Care 

Level federal funding is in essence decreased funding.  The cost of treatment for the newly 

diagnosed and sustaining treatment for those already infected will place undue burden on limited 

resources.  While there is much discussion concerning publicly funded health care, federal 

resources are not increasing.  There is concern that local providers will not have adequate 

funding to provide services to an increased client base.  Fewer services will be available for more 

people.  Some issues noted as obstructions to accessing care include: 

 Mental health issues 

 Substance abuse 

 Lack of symptoms or feeling bad 

 Transportation issues 

 Costs (co-pays and out-of-pocket) 

 Not aware of the importance of early 

treatment and compliance 

 Confidentiality 

 Disclosure of personal information 

 Poor and disenfranchised 

populations 

 Communication issues 

 Provider dissatisfaction 

 Too many appointments 

 Transient population 

 Individuals have higher priority 

concerns, i.e. food, housing, family, 

etc. 

 

Between June and October 2010, a telephone interview survey of 412 HIV-positive individuals 

assessed general health and treatment questions, treatment beliefs, and antiretroviral treatment 

adherence, HIV disclosure among family and friends, HIV-related stigma, substance use, mental 

health, and service needs.  All callers were asked three questions about their beliefs about 

medications:  31 percent “strongly agree” or “agree” that “doctors prescribe too many 

medications,” 33 percent that “doctors place too much trust in medications,” and 16 percent that 

“medications do more harm than good.”  African Americans were significantly more likely to 

have negative attitudes and beliefs about medications.  African Americans also reported being 

nearly twice as likely to “avoid getting treatment because someone might find out” compared to 

Whites (19.7 percent vs.10.6 percent).  For clients not taking HIV medications, African 

Americans were significantly more likely to “never want to take HIV medications.”   

 

Significant differences were found between African Americans and women in rates of HIV 

disclosure, social support, beliefs about medications and self-reported stigma.  These findings are 

consistent with other studies that suggest these factors may impact access and retention in 

linkage to care.   

 

Mental Illness, Substance Abuse, and other Co-infections 

A need identified in the statewide SCSN meeting in October 2011 is the significant number of 

persons living with HIV/AIDS that also are living with other mental and/or medical conditions 

that make HIV disease management more challenging and often require more services.  Co-

infections of Hepatitis C, tuberculosis, and others STDs are more common.  Multiple diagnoses 
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such as mental illness or substance abuse are common.  Proactive and coordinated case 

management and communication are required to meet these challenges.  Scarcity of resources 

(providers, funding, and expertise) must be considered when planning services for clients with 

multiple diagnoses.  Multiple diagnoses of mental health and substance abuse can lead to issues 

such as: 

 Non-compliant with medical 

appointments 

 Not understanding the importance of 

early treatment 

 Not adherent to medications 

 Continued or increased substance 

abuse, i.e. self-medicating, can lead 

to additional co-infections 

 Housing instability 

 Criminal problems 

 

Housing 

Housing continues to be among the top needs among PLWH/A.  The state is struggling to meet 

the gap in services.  PLWH/A are more affected by the poor economy and shelter services are 

limited.  The solutions that would be considered to address the limiting of funds (i.e., returning to 

work) are affected by the slow economy.   

 

Lack of available housing and decreasing financial support to sustain housing negatively affects 

the medical outcomes of PLWH/A.  Funding cuts are occurring despite the increased need for 

housing.  The clients that need housing assistance are most often the poorest, sickest clients and 

have no method to address the financial shortfall.  These individuals may not be concerned about 

treatment adherence or medical care when they cannot pay their rent or may be on the verge of 

becoming homeless.  Most local housing authorities have wait lists for public housing and 

Section 8 or wait lists that are closed.  Clients living on disability income often cannot afford fair 

market rent.  A lack of housing options may increase participation in illegal activities.  State and 

federal budgets are not sufficient to adequately address housing needs.  Limited community 

resources make it a challenge for clients to maintain affordable housing including utilities.   

 

The other housing program, Housing Opportunities for Persons with AIDS (HOPWA), also is a 

limited resource and is currently used for emergency assistance.  HOPWA assistance is based on 

client eligibility and the type of need experienced by the client.  Many of our clients are on very 

limited incomes, such as Social Security Disability Income, and experience perpetual poverty.  

Perpetual poverty is not classified as an emergency need and not eligible for HOPWA assistance. 

 

Underserved Populations 

People of color continue to be disproportionately impacted; diagnosis of the very young (teens 

and young adults) and those older than 50 is rising.  Monitoring of the disease rate in the 

transgender population is required to accurately determine the prevention and care needs of this 

population.  The need to identify emerging groups in Illinois, such as undocumented individuals 

and the impact these groups have on service provision is a must.  Clients of color report a lack of 

access to health care and a mistrust of health care providers.  Undocumented individuals may 

experience limited access to service due to lack of identification and fear of exposure.  The 

transgender population has traditionally been included in the epidemiological data of MSM.  The 

unique needs of this population require that accurate data be collected to develop effective 

prevention and care services. 
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African Americans account for half of all prevalent cases in the state, even though this 

population is only 14 percent of the states’ total population.  Of every 100,000 African 

Americans in Illinois, 910 are living with HIV.  Hispanics/Latinos account for 15 percent of all 

prevalent cases; they represent 15 percent of the population, and have a prevalence rate of 250 

per 100,000 persons.  Whites account for 64 percent of the population, 30 percent of all prevalent 

cases and have a prevalence rate of 130 per 100,000 persons.  

 

An alarming trend of HIV and syphilis co-infection has been occurring in Illinois, and such cases 

are disproportionately happening among MSM populations throughout the state.  A particular 

concern is the high percentage of cases that have been identified among young African American 

MSM in the age group of 20-29.   

 

During 2010, in Illinois, there were 1,405 cases of early syphilis reported:  1,208 (86 percent) 

were male and 197 (14 percent) were female.  Among these early syphilis cases, 362 of 1,405 

(26 percent) were white and 830 of 1,405 (59 percent) were African American.   

 

Additional demographic and risk analysis of these 1,405 early syphilis cases shows that 663 or 

47 percent of the cases were among MSM.  A further review of the 663 MSM early syphilis 

cases shows that 384 or 58 percent also were co-infected with HIV.  Among MSM cases, white 

MSM comprised 131 (or 55 percent) of 237 cases of syphilis/HIV co-infection; African 

American MSM comprised 192 (or 62 percent) of 309 cases of syphilis/HIV co-infection.  The 

age group with the highest percentage of co-infection was in the range of 20-29 years old.  While 

75 percent of these reported cases were identified in the City of Chicago, this trend has been 

similar in small and large communities across Illinois, even in parts of the state where the 

African American population is small.  

 

The 12 counties accounting for 91 percent of all HIV prevalence in the state also account for 77 

percent of the Illinoisans living in poverty.  According to the 2010 Illinois Report on Poverty, in 

2008, there were 1,529,235 Illinoisans living in poverty (less than $22,350 annual income for a 

family of four); and 1,172,918 of those individuals lived within the 12 counties hardest hit by 

HIV.    

 

Poverty creates complex barriers and challenges for HIV prevention, including access to 

services.  However, poverty also includes lack of opportunities, such as access to quality 

education and health care; safe and affordable housing; safe communities; affordable and 

nutritious food; programs for positive youth development; and opportunities for vocational 

training and employment.  

 

Disclosure and Stigma 

Fear of disclosure is still a barrier to accessing care.  The stigma has created the need for 

tightened confidentiality, which in turn has created increased fear of disclosure and stigma.  

Clients experience anxiety and fear when case managers discuss the release of client information 

to the state.  Tension increases between expectations and needs of data with fear of disclosure.  

HIV stigma is related to other stigmas such as substance abuse and sexual orientation.  
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Transportation 

Transportation is an essential service for our clients.  Available community resources for 

transportation are limited, especially in rural areas.  Without transportation, individuals are not 

able to access medical, case management, mental health, oral health, or substance abuse services.  

The unavailability of infectious disease doctors in rural areas creates more transportation 

problems since rural clients must travel great distances to access care.  Many rural clients may 

not have cars or family members available for transportation.  Public transportation is virtually 

non-existent in rural communities.  Illinois will be conducting a provider profile to determine the 

availability of other local resources in all areas of the state.  Where public transportation is not 

available, there may be other transportation resources that are not aware of the need and are 

willing to work with program.  This is one step in addressing the ongoing gap in transportation.   

 

Description of Priorities  

Allocations will continue to fund mental health and substance use services, with medical case 

management encouraging the use of these services to clients who present or identify a potential 

need.  The DSU and its lead agencies continue to prioritize oral health services and continually 

research additional oral health providers to meet this constantly growing need. 

 

The services and allocations will focus on the early identification of individuals with HIV/AIDS.  

A portion of this will involve greater collaboration and coordination with prevention partners to 

provide partner services to partners and family members of current HIV-positive clients.  Early 

intervention services will be utilized to fund previously unfunded and underfunded services, such 

as for HIV-positive formerly incarcerated persons that have significant clinical issues negatively 

impacting the ability to engage in HIV medical care.  Early intervention services also will 

provide counseling on HIV/AIDS, referrals, and other therapeutic measures to PLWH/A lost to 

care, pregnant, newly diagnosed with significant clinical issues impacting their ability to engage 

in HIV medical care, or partners or family members of current HIV-positive clients through 

Illinois’ statewide peer program.   

C. Needs of Individuals Aware of HIV Status But Not in Care 

 

During the regional SCSN meetings held in February 2012, the workgroups identified issues of 

individuals aware of HIV-positive status but not in care.   

 Did not feel sick 

 Fear of being seen at an HIV 

treatment center 

 Transportation issues and the 

location of medical or other service 

providers 

 Dissatisfaction with medical 

providers 

 Denial 

 Communication issues 

 Not knowing where to go 

 Domestic violence 

 Stigma 

 Mental health 

 Program requirements for enrolling 

in Ryan White 

 Co-pays/Insurance costs 

 Scared 

 Confidentiality 

 Poor and disenfranchised 

populations 

 Do not want to know status 

 Religion 

 Age 

 Undocumented individuals 
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D. Needs of Individuals Unaware of HIV Status 

 

During the regional SCSN meetings held in February 2012, the workgroups identified issues of 

individuals unaware of HIV-positive status.   

 Lack of routine testing 

implementation 

 Lack of HIV testing sites 

 Poverty 

 Lack of education 

 Distrust of healthcare systems and 

government institutions 

 Knowledge about the importance of 

HIV testing 

 Unaware of self-risk 

 Motivation to seek testing 

 Fear of results 

 Fear of losing partner 

 Fear of violence 

 Addictions and mental health issues 

 Apathy 

 Socioeconomic circumstances (i.e. 

limited employment and housing 

options) 

 Prioritizing needs such as shelter, 

food, and income over HIV testing 

 Lack of testing in jails and prisons 

 Stigma 

 Transient populations 

 Lack of local health department 

disease intervention services (DIS) 

 

E. Needs of Special Populations 

 

Formerly Incarcerated 

Challenges for this group also include disproportionately higher rates of poverty, lack of 

education, and distrust of healthcare systems and government institutions.  These factors reduce 

both access to knowledge about the importance of HIV testing and motivation to seek testing.  

The recently incarcerated population often returns to high risk behaviors due to socioeconomic 

circumstances (i.e. limited employment and housing options).  Immediate needs such as shelter, 

food, and income take precedence over activities of long-term benefit such as HIV testing.  In 

addition, many are dealing with substance abuse and mental health issues that make them less 

likely to take in important public health messages and access settings where HIV testing occurs. 

 

Homeless 

According to a July 2010 CDC press release, “New CDC Analysis Reveals Strong Link Between 

Poverty and HIV Infection,” poverty and HIV are linked.  The analysis also shows that poverty is 

the single most important demographic factor associated with HIV infection among inner-city 

heterosexuals.  Households that pay more than 30 percent of their income for housing are 

considered to have a housing cost burden.  This is not uncommon in Illinois, where half of all 

renters are unable to afford a two-bedroom apartment at fair market rates (FMR).  About 44 

percent of renters and 63 percent of working poor families spend more that 30 percent of their 

income on rent.  Illinois is one of the least affordable states for renters in the Midwest, according 

to the affordability index, which measures severely burdened renter households, renter maker 

affordability, and median gross rent.   

 



 

 
I l l i n o i s  D e p a r t m e n t  o f  P u b l i c  H e a l t h  

 
Page 42 

A high need exists for increased formalized linkages with housing in various areas of the HIV 

Care Connect Region, as few housing options are offered and there is usually a waiting list for 

subsidize housing.  

 

Stable housing for PLWH/A has been shown to have a direct positive effect on treatment 

adherence, which in turn leads to a lower viral load and decreased risk of transmitting HIV.  In 

addition, there is an increased likelihood that individuals experiencing homelessness or unstable 

housing will engage in behaviors that put them at risk for contracting or transmitting HIV, 

including sex exchange, unprotected sex, sharing of syringes for injection drug use, and the use 

of “harder” drugs.  

 

Lack of available housing and decreasing financial support to sustain housing negatively affects 

the medical outcomes of PLWH/A.  Funding cuts are occurring despite the increased need for 

housing.  The clients that need housing assistance are most often the poorest, sickest clients and 

have no method to address the financial shortfall.  These individuals may not be concerned about 

treatment adherence or medical care when they cannot pay their rent or may be on the verge of 

becoming homeless.  Most local housing authorities have wait lists for public housing and 

Section 8 or wait lists that are closed.  Clients living on disability income often cannot afford fair 

market rent.  A lack of housing options may increase participation in illegal activities.  State and 

federal budgets are not sufficient to adequately address housing needs.  Limited community 

resources make it a challenge for clients to maintain affordable housing including utilities.  

Illinois has begun work with the Social Security Administration and local programs to raise 

awareness about “return-to-work” programs as one approach to the issue.  Continued 

collaboration with community partners is necessary to lessen the gap in housing needs. 

 

Alcohol and Substance Abuse 

Even with great success, substance abuse still remains a moderate risk factor for HIV infection in 

Illinois.  Diagnoses among IDU decreased 50 percent, from 215 persons in 2005 to 107 persons 

in 2010.  Diagnoses for MSM/IDUs decreased 63 percent, from 75 persons in 2005 to 28 persons 

in 2010.  For the Ryan White FY2011, there were 16,593 total tests reported from Division of 

Alcoholism and Substance Abuse (DASA) sites with a 99.4 percent return rate.  Out of the total 

tests reported, there were five positive test results with a positivity rate of 0.03 percent.  Only one 

individual accepted a referral into case management. 

F. Shortfalls in Healthcare Workforce 

 

A shortage of available medical and support resources, specifically oral health care, exists 

throughout the state and specifically a shortage in some areas of providers that are willing to 

serve HIV positive clients.  In some clinics, clients will see a different physician each time 

they come for an appointment.  Physicians accepting Medicaid or new Medicaid clients are 

becoming far and few between.  The HRSA monitoring standards requirement that all 

providers must be Medicaid certified for all services that are Medicaid eligible, regardless of 

the Medicaid eligibility of the client, has further limited the number of providers.  A lack of 

access to sub-specialty services like neurology and cardiology further reduces the number of 

providers.   
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Clients noted a shortage of female medical providers.  A comprehensive continuum of women 

focused HIV services is needed.  This is because women have such gender-specific needs that 

the current male model of HIV care does not adequately address.  Transgender population also 

expresses the need for better culturally sensitive providers that can relate to their unique 

needs. 

 

Many variables factor into access to treatment.  The availability, capacity, and knowledge of 

medical providers, case managers and other providers were highlighted by the workgroup 

participants.  At each forum, participants noted a lack of specialty providers, educational 

opportunities for providers, and the perception that some providers lack a working knowledge of 

treatment recommendations for PLWH/A.  Additionally, participants recommended that the 

focus be placed on HIV specific curriculum and programs, incentives for providers that work in 

the field of HIV prevention and care, and ways to reduce provider turn-over rates in the field.   

 

The HRSA monitoring standards require that Medicaid eligible services must be provided by 

Medicaid certified providers.  This has resulted in a decrease in the number of healthcare 

providers willing to serve Ryan White clients.  In addition, the low Medicaid reimbursement rate 

and the lateness of reimbursements have caused many healthcare providers to discontinue 

Medicaid certification or refuse to take new clients. 

G. Input in Development  

 

The Department’s HIV/AIDS Section, assembled one statewide workgroup and four regional 

community forums to gather input from service providers, Ryan White grantees, PLWH/A, and 

public agency representatives in preparation of the SCSN and ICP.   

 

The two-day workgroup meeting was attended by 51 representatives from the Department’s 

Ryan White HIV/AIDS Program, Part B staff, Part A, Part C, Part D, Part F, AETC, PLWH/A, 

service providers, community-based organizations, and public agency representatives (see 

Appendix D).  During the meeting, Part B program staff shared a review of the 2009 SCSN and 

ICP, updated epidemiological data, client satisfaction survey results, and needs assessment 

results to the workgroup.  This information guided the discussion of the impact, issues, and 

solutions for emerging trends, gaps, and service barriers.  The group also identified additional 

trends, gaps, and barriers.  Participants were grouped randomly in order to discuss the 

information presented.  Each group developed recommendations to address identified service 

gaps, barriers, and trends.  Each group presented a summary of the group’s discussion and sought 

further input from the whole group.  

 

Due to the contrast between rural, suburban, and urban communities throughout Illinois, four 

regional community forums were conducted to gather local input on the issues affecting service 

delivery and address the needs of those affected by HIV/AIDS (see Appendix E).  All Ryan 

White Parts in and serving Illinois, local service providers, PLWH/A, and community-based 

organization representatives attended one-day meetings and discussed the following five issues:  

1) barriers to testing and factors related to unknown HIV status, 2) local unmet needs, 3) 

prioritization of regional needs, 4) overlaps in services/coordination of needs, and 5) barriers to 

retention in care and strategies. 
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IV. Illinois Comprehensive Plan 
 

A. Description of HIV/AIDS Epidemic 

 

See epidemiological profile, unmet needs, and EIIHA estimates above in SCSN. 

B. Current Continuum of Care 

1. Ryan White Funded 

 

Focusing on core services as defined by HRSA, the Department strives to provide a 

comprehensive continuum of medical care and supportive services for PLWH/A.  Regional lead 

agencies provide services through the coordination of local providers and assist local advisory 

boards in assessing service needs and identifying gaps in services.  The ADAP policies allow for 

a maximum of one-month supply of drug to assist a client who is relocating to another state, 

transitioning to Medicare Part D with wrap-around benefits or while applying for COBRA 

continuation, if there is no other payer source for accessing prescription drugs.  See Appendix F 

for a table of providers for the 2011 grant year.  The following table shows the history of service 

allocations in Illinois from 2009 to 2011. 

 

Table 17.  Service Allocations for 2009, 2010, and 2011 (Federal funds only) 

 

  FY2009 FY2010 FY2011 
Core Medical Services       

ADAP $29,665,239  $33,437,021  $30,820,471  

Early Intervention Services $0  $65,203  $0  

Health Insurance  $819,999  $820,000  $1,080,000  

Outpatient /Ambulatory Health Services $1,280,180  $1,290,512  $1,048,085  

Oral Health Care $448,748  $464,261  $151,285  

Mental Health Services $350,014  $301,274  $283,155  

Medical Nutrition Therapy $29,140  $36,363  $3,000  

Medical Case Management $1,837,209  $2,460,182  $2,883,188  

Substance Abuse Services–Outpatient $158,017  $145,023  $135,923  

Support Services       

Case Management (non-Medical)  $459,130  $0  $0  

Emergency Financial Assistance $352,218  $312,206  $132,244  

Food Bank/Home-Delivered Meals $675,964  $702,852  $483,407  

Housing Services $526,741  $443,596  $213,181  

Legal Services $83,742  $97,942  $88,408  

Linguistic 1167 $602  $1,000  

Medical Transportation Services $154,440  $188,389  $166,208  

Outreach Services $203,775  $132,551  $110,458  

Psychosocial Support Services $157,391  $14,592  $44,630  

Treatment Adherence Counseling $0  $0  $105,232  

Total Services $37,203,114  $40,912,569  $37,749,875  

FY2009 and FY2010 are based on final expenditures.  FY2011 is allocations at the start of the year. 
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2. Non-Ryan White Funded 

 

Care is coordinated at the regional level in coordination with non-Ryan White funded agencies 

including job service, Goodwill, and housing agencies.  Ryan White case management utilizes 

resource directories developed by an outside consultant, Test Positive Aware Network (TPAN), 

and other local/regional resources.   

3. Ryan White and Non-Ryan White Services Interaction 

 

Illinois implemented a medical case management system in FY2009, which has a much greater 

focus on medical care and treatment adherence.  The DSU has continued to enhance the medical 

case management system to identify emerging needs, while tracking health outcomes.  The 

coordinated medical case management system is the central access point for client to receiving 

needed core medical and supportive services through RW funds or non-Ryan White funded 

services.  Medical case management (MCM) is provided in each region of the state.  The purpose 

of MCM is to ensure ongoing participation in medical care and supportive services.  Each case 

manager has a resource list of organizations and services outside of the Ryan White program to 

refer clients to as needed. 

4. Impact of State and Local Funding 

The stressed economic conditions in Illinois could potentially have a significant impact to the 

Ryan White program in SFY13.  To date, there have been reductions in funding across all state 

agencies, and in particular the following Ryan White Programs have experienced fiscal cutbacks: 

housing, corrections, prevention programming, and other services supported with general 

revenue funds (GRF).  The state’s fiscal situation limits its ability to fund state programs at 

previously funded levels. Currently, the GRF dollars appropriate to the Ryan White Program are 

being used to support administrative costs and cannot be absorbed through federal funds. These 

fiscal cut backs may lead to Ryan White Lead Agencies to make difficult decision in how 

services are offered and through what mechanisms. The larger fear at this time is a reduction in 

the full time employee (FTE) headcount for case managers in the field providing eligibility 

certification, service plan assessment, and linkage to care. In turn these fiscal limitations will 

lead to increased case loads dramatically and reduce services to clients.   

 

The following is an example of one region’s scenario of the impact a reduction in GRF dollars 

would have on Care Connect programs.   

“The GRF portion of our Ryan White Part B funding is 23 percent.  Therefore, as you 

can imagine, trying to balance a budget with the possibility of a 23 percent reduction 

would be significant to our program and to the delivery of client services.  The following 

services would be impacted if there ongoing reductions or total collapse of GRF dollars 

to our program: 

 All support services would be removed from our program (client transportation, 

support group, food bank). 

 Mental Health services would also be eliminated. 

 Support staff would be reduced by 40 percent. 

 Treatment Adherence support would be reduced in its‟ entirety. 
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 We would reduce our medical case managers by 1 FTE, and case load would rise 

from 45 clients to 68 clients per medical case manager. 

 The above change of medical case managers, would not allow for a significant 

case load increase.  In the last 6 months our region has seen a significant 

increase of newly diagnosed HIV cases.  Therefore, the reduction of medical case 

management staff is not a timely option for our region. 

 

Although our program would continue to provide case management services, oral health 

and medical assistance, nearly all other services would be significantly.  This program 

would be a „bare-bones‟ program.  I believe that many clients would fall out of care, 

being unable to justify the requirements of this program vs. the services they would be 

receiving.” 

 

The following is another region’s statement regarding how reduction of GRF dollars would 

impact case management caseload and quality. 

 

“Our region currently has six case management positions for approximately 300 clients.  

Two of those positions are currently vacant, but we have just hired two new employees.  

If State GRF is cut or reduced, we might have to rescind the employment offer.  If the 

region operates with only four case managers, it will give each case manager a caseload 

of approximately 75 clients.  This large of a caseload would be extremely difficult for a 

case manager to handle and provide the necessary medical coordination of services.  

Case managers would probably only be able to provide the bare minimum of case 

management and react to emergencies, rather than acting proactively.  The caseload 

does not take into consideration any increase in caseload due to new clients.” 

 

These are just two of the eight regional sites throughout the state.  All are looking at service cuts 

due to limitations in the state’s ability to appropriate level funding in GRF money. 

 

On July 14, 2012, legislation was signed that decreased Illinois Medicaid programs 

(http://www2.illinois.gov/hfs/agency/Pages/Budget.aspx).  The General Assembly and governor 

cut spending for the Medicaid and All Kids programs by about 10 percent beginning July 1, 

2012, and reduces or eliminates the following benefits 

(http://www2.illinois.gov/hfs/SiteCollectionDocuments/MedicaidPackageFactSheet.pdf).  

 Reduced eligibility for adults in the FamilyCare program to 133 percent federal poverty 

level (FPL). 

 Eliminated Illinois Cares Rx, the State program that provided medication assistance to 

low-income senior citizens and persons with disabilities. 

 Eliminated some optional services, such as  

1) Hospice  

2) Intermediate care in nursing facilities  

3) Adult pharmaceuticals  

4) Adult chiropractic  

5) Adult dental:  limited to emergencies only.  Emergency care has been defined as 

extractions. 

6) Adult occupational therapy services  

http://www2.illinois.gov/hfs/agency/Pages/Budget.aspx
http://www2.illinois.gov/hfs/SiteCollectionDocuments/MedicaidPackageFactSheet.pdf
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7) Adult physical therapy services  

8) Adult podiatric services  

9) Adult speech, hearing, language therapy services  

10) Adult durable medical services/supplies  

11) Adult transplants  

12) Adult eyeglasses limits  

 

The number of clients estimated to be affected by these changes and proposed program savings 

are as follows (http://www2.illinois.gov/hfs/agency/Documents/Medicaid101.pdf): 

 Reduced eligibility for children (All Kids) from 300 percent FPL to 200 percent FPL – 

savings of $21.7 million 

 Reduce eligibility for parents/caregiver adults (FamilyCare) from 185 percent FPL to 133 

percent FPL – savings of $49.9 million  

 Eliminate eligibility for state-funded programs – a savings of $188 million. 

 General Assistance adults – 9,160 clients  

 Undocumented children – 50,700 clients  

 Illinois Cares Rx – 177,000 clients (have Medicare Part D)  

 Kids with insurance (rebate) – 3,250 clients  

 Illinois Breast and Cervical Cancer Program uninsured women, in treatment – 

more than 250 percent FPL – 380 clients  

 Torture victims – 60 clients  

 State Sexual Assault Program – 1,000 clients  

 State Renal Dialysis Program – 270 clients  

 State Hemophilia Program – 250 clients  

 State Non-Citizens Renal Dialysis Program – 700 clients  

C. Description of Need 

 

See SCSN above for the description of need and capacity development. 

D. Description of Priorities for Allocation of Funds 

 

Funds are allocated to eight regions across Illinois based upon historical average client costs for 

a 12-month period that were previously served by the Ryan White Part B Program.  The 

epidemiological data previously discussed is included in the funding allocations as trends or 

populations shift.   

 

Needs of individuals are determined at a regional level based on needs of clients served in that 

region.  Regional project directors coordinate services, manage local programs, and convene 

local advisory boards to assist with assessing service needs and identifying gaps in services.  The 

purpose of the regional advisory boards is to: 

 Identify gaps in the continuum of services and to prevent the unnecessary duplication of 

services; 

 Provide input regarding needs assessment, prioritization of services and quality of 

services;  

 Evaluate ongoing program efforts; and 

http://www2.illinois.gov/hfs/agency/Documents/Medicaid101.pdf
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 Provide input into policy decisions. 

 

The regional advisory boards are comprised of representatives of agencies and community-based 

organizations with a record of providing local, accessible service to populations with HIV 

disease.  The advisory boards include representation for every county within its service area.  At 

least one advisory board member in each region is also a representative from a local HIV 

prevention body or organization.   

E. Description of Gaps in Care 

 

See SCSN above for complete description of gaps in care. 

F. Description of Prevention and Service Needs 

 

The Department is in the process of developing a multiyear Jurisdictional HIV Prevention Plan 

that is in alignment with the goals of the National HIV/AIDS Strategy and the Illinois HIV/AIDS 

Strategy, which are to: 1. Reduce new infections in hardest hit areas and populations; 2. 

Increase/facilitate linkage and access to care and improve health outcomes; 3. Reduce stigma and 

discrimination against people living with HIV; 4. Achieve a more coordinated response to HIV 

by engaging key community stakeholders and increase collaboration and coordination among 

HIV programs; and 5. Reduce HIV-related health disparities and inequities.  

 

Needs Assessment Activities 

The results of the 2009-2010 Illinois Behavioral Risk Youth Survey presented to the Prevention 

Community Planning Group (PCPG) this year emphasized not only the need for more HIV 

education in the schools but also more education about the higher rate of risk behaviors, mental 

health issues, and bullying among gay, lesbian, and bisexual youth.  

 

In 2012, the PCPG Prevention Provider Survey focused on assessment of the knowledge, skills, 

and need for training of regionally-funded prevention providers on prevention for positives 

interventions and Partner Services programs.  The responses indicated the following:  

 

1. There remains a need to increase providers’ capacity/capability to provide basic HIV 

skills and prevention services such as condom education, demonstration, and distribution.  

Refresher courses and competency training were recommended.   

2. Training for Partner services, CRCS, ARTAS, and harm reduction was identified as those 

most needed by staff.     

 

In 2012, the PCPG worked with the HIV/AIDS Section DSU to develop and conduct a joint 

survey of Ryan White Part B client to assess care, treatment, and prevention needs and gaps.  

The DSU agreed to add prevention questions to their annual client satisfaction survey, which 

typically produces a 30 percent to 40 percent response rate.  The new questions assessed the 

awareness, knowledge, utilization, current risk behaviors, and need for prevention services 

(including partner services) among people living with HIV.  The survey also assesses utilization 

of Care services, which is seen as a prevention measure.  Some highlights from the responses 

included the following:   
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1. 94.3 percent of respondents had seen a doctor in the last six months. 

2. 97.3 percent of respondents had had a CD4 and 96.9 percent had had a viral load in the 

last six months. 

3. 84 percent of the respondents stated that their case manager has asked them about their 

partners needing notification and possible testing. 

4. 89.8 percent of the respondents felt comfortable talking to their case manager about their 

sex life and alcohol/drug use. 

5. 95.2 percent of the respondents stated they were currently on HIV medications and 99.1 

percent of those stated they were taking the medications as prescribed. 

6. 90.6 percent of respondents know they should be screened annually for STDs, but only 

76.9 percent reported having received screening in the past year. 

7. 40.8 percent of respondents stated they would like more information about safer sex and 

injecting behaviors. 

8. 26.6 percent of respondents would like more support groups, 24.2 percent more free 

condoms, 15.1 percent hepatitis A, B, and C screening, and 13.3 percent hepatitis A and 

B vaccination 

 

The PCPG will continue to collaborate with the DSU and other key stakeholders to determine 

other community services/needs assessments to conduct in 2012 and upcoming years.  This 

might include hosting additional community forums, facilitating focus groups, conducting key 

informant interviews, or conducting more detailed and targeted surveys.  Whatever decision is 

made, it will be a collaborative effort with representatives from prevention and care included in 

the planning, execution, recruitment, and evaluation of the activities.   

G. Description of Barriers to Care 

 

See SCSN above for description of barriers to care. 

H. Evaluation of 2009 Comprehensive Plan 

1. Successes and Challenges 

 

The current ICP identified six priority categories:  

 

1. Reduce unmet need by March 31, 2012. 

2. Improve medical outcomes by March 31, 2012. 

3. Improve collaboration with the Illinois Department of Corrections (IDOC). 

4. Improve collaboration between prevention and care programs. 

5. Enhance HIV care and services education of medical providers. 

6. Address health disparities and barriers to care. 

 

The DSU and prevention units have been collaborating on linkage to care and the tracking of 

data.  In addition, DSU and prevention have been working on a partner services program for 

Ryan White case managers to offer partner services to all Ryan White clients.  Training for case 

managers should occur before the end of FY2012.  These on-going initiatives have served to 
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address the priorities outlined in the ICP.  Listed below are the specific goals with successes and 

challenges listed for each. 

 

Reduce unmet need by March 31, 2012. 

In 2010, the quantified estimate of unmet need for Illinois was 15,251, or 47.0 percent; down 2.7 

percent from 2009.  The estimate of PLWH/A with unmet need has declined more than 8 percent 

since 2004.   

 

Improve medical outcomes by March 31, 2012. 

A recent client satisfaction survey indicated that approximately 97 percent of clients responding 

to the questionnaire reported having a CD4 within the last six months and 99 percent in the last 

year.  In addition, more than 94 percent have had at least one physician appointment in the last 

six months.   

 

Improve collaboration with IDOC. 

Great advances have been made in collaboration with IDOC including increased participation 

with the Summit of Hope program, which was initially developed by a Department grant to 

Jackson County Health Department and the southern parole district of the IDOC.  Since then the 

program has grown to all parts of the state, including the city of Chicago.   

 

The Prison to Community Transition Project (PCTP) began as a pilot project funded by the 

Department in 2009.  The PCTP is a program developed in an effort to reach the recently 

released population of men and women returning to Illinois communities with HIV prevention, 

testing, and care referrals.  PCTP ensures those that are HIV-positive be connected with services, 

while those of unknown HIV status receive a test.  The development of local partnerships with 

such groups as community re-entry group, regional parole officers, and correctional facility 

counselors are the key to the success of this program.  Two of the core elements of PCTP are re-

entry summits and Summit of Hope.  Re-entry summits are offered twice a year at each 

correctional facility to provide HIV Care Connect linkage and other social service referrals to 

individuals that are within six months of being released.  Summit of Hope programs are offered 

in coordination with regional parole agents to offer mandatory drug screening, HIV Care 

Connect linkage, and HIV testing services to ex-offenders.   

 

Effective February 2012, the IDOC has a new educational tool to use in its efforts to help 

offenders understand the importance of HIV/AIDS education.  IDOC has teamed up with AIDS 

Foundation Chicago to produce a new video featuring former offenders in the quest to educate 

other inmates about the importance of HIV/AIDS testing, education and treatment.   

 

The Department has developed a correction and re-entry population plan in the Illinois 

HIV/AIDS Strategic Plan.  The Department has assessed current status of how local jails deal 

with HIV testing and education and developed a plan for connecting with care upon release.   

 

The Ryan White program has been working with IDOC to ensure compliance of state and federal 

laws associated with HIV, and have worked with IDOC HIV coordinator and discharge planners 

to ensure smooth transition from prison to HIV care.   
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The Department has provided and coordinated training needs for regional case managers and 

IDOC discharge managers and medical staff concerning the unique needs HIV-positive ex-

offenders.  The training has been done in three different regions, and for the first time 

community based organizations, local health departments, and IDOC staff are working together 

in this training.   

 

Currently both the Department and IDOC are working on implementing interagency policies, 

standards, and guidelines for linkage from IDOC to care.  Data and quarterly reports are used to 

analyze case manager’s link to care and services provided.    

 

The Department also worked with IDOC on the Summit of Hope to develop it statewide.  This 

coordinates IDOC and inmate needs to include job training, housing opportunities, educational 

needs, HIV status, and education.  The Summit of Hope has been growing across Illinois.  

Currently there are 25 programs Statewide.  In Peoria, Springfield, East St. Louis, Rock Island, 

and Chicago, more than 10,000 ex-offenders have participated and more than 5,000 HIV tests 

have been provided.  

 

The HIV Section also has submitted a second chance grant to the U.S. Department of Justice to 

help improve our re-entry group in the areas of jobs, education, and mental and substance abuse, 

which is the hardest area for HIV positive ex-offenders.  

 

Improve collaboration between prevention and care programs. 

The HIV/AIDS Section’s prevention and care programs have worked together to develop a 

strategy to address the identification of persons unaware of their HIV status.  This has helped the 

HIV/AIDS Section to identify subpopulations and outline key activities to address this issue.  

The State also has developed a “State HIV/AIDS Strategy” based on the national plan that 

includes increasing the positivity rate (identification), increasing those receiving results 

(informing), assuring referrals to care for positive clients (referring), and confirming care 

services are provided (linkage).  Decreasing anonymous testing at funded testing sites will 

increase the number of known clients that could be re-tested at certain intervals due to risk 

behaviors, followed up by providing partner services and referring positives to care.  In addition, 

the program has developed a process of how a person, who is seen in a funded sexually 

transmitted disease (STD) clinic, is reported, provided partner services, and referring to care.  

The section also is working closely with the Department of Corrections to assure that those 

testing positive are referred to a Care Connect office (www.HIVCareConnect.com). 

 

The Department’s prevention program and Ryan White program are now using the same client 

level database software (Provide®) that will help increase those testing positive entering care.  

The program also plans on reviewing surveillance data on cases reported versus the number 

entering into care.   

 

The Ryan White program also plans to coordinate with the prevention program to  identify new 

infections through partner services.  The Department has a mechanism in place utilizing local 

health department STD clinics that will conduct HIV testing as well as partner services including 

partner elicitation and notification.  The STD clinics are located in most counties in Illinois.   

 

http://www.hivcareconnect.com/
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The Ryan White program also has supported HIV testing as a routine part of medical care to 

identify individuals unaware of their HIV status.  The Department has an ongoing program 

making care services more accessible to positive individuals.  This program also will assist us in 

educating providers in the importance of routine testing.   

 

The Ryan White program has recently trained a number of case managers in HIV testing.  By 

increasing the number of Ryan White case managers trained in HIV testing, the Department will 

be able to identify new positives earlier and get them the appropriate care needed.  This is most 

important with partners of clients seen in the program.  By routinely testing the partners and 

educating them on prevention measures, the Department can hopefully prevent additional cases 

or enroll partners who test positive into care. 

 

Enhance HIV care and services education of medical providers. 

ADAP has contracted with the Midwest AIDS Training and Education Center (MATEC) to audit 

clinical charts of HIV patients who are enrolled in ADAP in Illinois.  These audits are conducted 

in support of the quality improvement efforts of ADAP in Illinois and to identify training and 

technical assistance needs to improve HIV care in the state.  The main focus of the audits is to 

assess the extent to which HIV antiretroviral regimens for clients enrolled in ADAP in Illinois 

meet the standards of care as defined by the Department of Health and Human Services (DHHS) 

Guidelines for the Use of Antiretroviral Agents in HIV-Infected Adults and Adolescents.  During 

FFY2010 MATEC conducted eight clinic site reviews of client’s charts.  The focus of this year’s 

audits shifted to concentrate on: (1) HIV antiretroviral (ARV) regimen(s) prescribed and its 

duration (2) Lab parameters pertinent to the prescription of each ARV regimen (i.e., CD4 counts, 

viral load measurements and use of resistance testing); and (3) Sequencing of ARV regimens.  

The chart review was performed by a team of three nurses highly experienced in HIV care.   

 

If during MATEC’s clinic site review there are deficiencies detected, then MATEC 

representatives provide educational trainings for the facility addressing how to institute 

enhancements to ensure treatment guidelines are being implement.  During FFY2011, the 

Department’s ADAP requested a contract change with MATEC, which involves second round 

site visits for those facilities that had deficiencies and educational trainings following the chart 

review process.  This second site visit following an identified deficiency assists in determining if 

outcome recommendations provided to the facility were implemented.  This new procedure 

process will close the assessment circle and ensure authentic quality assessment and 

improvement is being documented and continues during Ryan White FY2012.   

 

Address health disparities and barriers to care. 

Incorporating peers in the health care process is an important step toward addressing health 

disparities and ensuring PLWH/A remains engaged in primary medical care and adherent to 

treatments.  Illinois has begun implementing the HIV peer education program statewide.   

 

The purpose of the peer educator program is to effectively integrate peers as part of the 

multidisciplinary care team.  Peers are specially trained individuals from the community who are 

living with HIV/AIDS.  As members of the health care team, peers promote treatment adherence 

and foster trust in the health care system.  They help clients navigate HIV medical care by 

providing a range of support activities that may include: 
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 Explaining the basics of HIV/AIDS and self-care to the newly diagnosed 

 Connecting people with needed services 

 Assisting with appointment reminders and transportation arrangements 

 Accompanying clients to appointments 

 Acting as a liaison between clients and their care providers  

Depending on the needs of an organization, peers also work in the following ways:  

 Participating as part of an advisory board; 

 Working in teams with case managers and other staff to find people who are out of care 

or at risk of dropping out of services; 

 Providing support and education individually or in groups; 

 Engaging clients in HIV care; and 

 Supporting adherence to treatment. 

 

Peers offer encouragement and emotional support to other PLWH/A by: 

 Listening to clients’ concerns and sharing similar experiences 

 Offering strategies for incorporating medications and diet changes into a client’s daily 

routine 

 Serving as a voice of experience by proactively addressing and discussing shared medical 

issues 

 Modeling health behaviors 

 Facilitating support and education groups 

 

Level I, II, III, and a train the trainer trainings have been held statewide, with several peers in the 

Chicago area receiving part-time employment as peers.  In the next grant cycle, concentrated 

efforts will be targeted to a couple of regions for capacity building and increased utilization of 

peers. 
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VI. Where Do We Need To Go? 

A. Plans to Meet Challenges Identified in the 2009 Comprehensive Plan 

 

Improve medical outcomes by March 31, 2012. 

The Department is planning to provide training for Ryan White Part B case managers, client 

representatives, and peer navigators on how to engage difficult to reach clients.  This training 

will increase program retention, decrease premature program termination, and facilitate change 

more effectively with difficult-to-reach clients who are living with HIV. 

  

The Department is reviewing HRSA Group 2 performance measures to begin collection of the 

data to Provide®. 

 

Improve collaboration with the IDOC. 

The partnership between public health and corrections needs to implement opt-out testing for all 

incarcerated individuals.   

 

Improve collaboration between prevention and care programs. 

Continue the development of a strong partnership between prevention program and Ryan White.  

The HIV/AIDS Section’s prevention and care programs have worked together to develop a 

strategy to address the identification of persons unaware of their HIV status.  The state also has 

developed a “State HIV Strategy” based on the national plan that includes increasing the 

positivity rate (identification), increasing those receiving results (informing), assuring referrals to 

care for positive clients (referring), and confirming care services are provided (linkage).  This 

should be fully implemented during this plan.  The program also is working closely with IDOC 

to ensure that those testing positive are referred to a Care Connect office 

(www.HIVCareConnect.com). 

 

In coordination with the Department’s HIV prevention program, a mechanism is in development 

to help track newly diagnosed individuals.  Initially a prevention counselor would create a 

referral record for newly diagnosed individual who is willing to accept a referral to Ryan White 

Part B.  This referral will have information on the agency that preformed the test, the counselor 

who provided the referral, the date of the confirmatory test, the date the client received his 

results, basic client demographics, type of referral, agency the referral will be sent to, final 

disposition, and the scanned required documents (lab result and authorization to release). 

 

If the client wants the prevention counselor to make the appointment, Provide® will have a 

means for the counselor to document his/her attempt(s) to contact the case management agency.  

If the client wants the case manager to call them, Provide® will provide the counselor with a 

place to record how the client wants the case manager to contact them.  If the client wants to 

contact the case manager, this will be considered a client self-referral and the disposition will be 

changed to client self-referral. 

 

After the counselor submits the referral to a case management site, the case manager will 

ultimately mark the referral with a final disposition.  This disposition will let the counselor know 

if the client showed up to the case management appointment and did the client enroll in the 

http://www.hivcareconnect.com/


 

 
I l l i n o i s  D e p a r t m e n t  o f  P u b l i c  H e a l t h  

 
Page 55 

program.  A case manager will then document the client’s medical appointments.  In doing so, 

Provide® will be able to update the referral letting the counselor know if the client received and 

attended their first medical appointment within 90 days. 

 

This mechanism that is currently being developed is planned for a July 2012 implementation and 

will greatly assist in tracking the outcomes of individuals served within the prevention and Ryan 

White programs.   

 

The prevention and Ryan White programs need to continue to use Provide® to help increase 

those testing positive and entering into care.   

 

The Ryan White program also plans to coordinate with the prevention program in  identifying 

new infections through partner services.  The Department has a mechanism in place utilizing 

local health department STD clinics that conduct HIV testing, as well as partner services, 

including partner elicitation and notification.  The STD clinics are located in most counties in 

Illinois.  This should be fully implemented by the end of 2012.  HIV testing should be a routine 

part of medical care to identify individuals unaware of their HIV status  

 

Case managers should continue to be trained in HIV testing.  This is most important with 

partners of clients seen in the program.  By routinely testing the partners and educating them on 

prevention measures, the Department can hopefully prevent additional cases or ease enrollment 

in care for the partners who test positive. 

 

Enhance HIV care and services education of medical providers. 

The partnership between the HIV Section and MATEC needs to be stronger in the education of 

contracted providers throughout the state.  Medical providers need a better understanding of 

transgender health care, medication readiness, medication adherence, and the importance of 

routine health care needs in the HIV population.  The program will continue to support the 

educational programs offered by MATEC and encourage provider participation.  

 

Address health disparities and barriers to care. 

Addressing health disparities is a continued goal for health promotion and disease prevention.  

Traditional structures of health care delivery have not effectively addressed persistent disparities 

in health outcomes by race and socio-economic status.  Illinois’ continuation of the peer 

education program is an important step towards culturally competent care and eliminating health 

disparities by improving access to prevention and care services. 

 

The peer program will equip HIV-positive clients who want to increase their knowledge and gain 

skills to help others who are newly diagnosed or challenged with engagement in HIV care, 

treatment, and retention in care.  This model for retention reinforces the importance that these 

steps toward improving retention can be made on three separate fronts: improving information, 

improving motivation, and improving behavioral skills.  All peer navigator trainings include 

components of HIV education, prevention information, risk, and harm reduction and referral for 

services. 
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The implementation of a phone peer referral service will coordinate and link HIV-positive 

persons in rural and outlying areas to referral services that will connect them with peer 

navigators within their own regional areas.  These referrals will provide immediate response and 

emotional support to newly diagnosed individuals or persons possibly unaware of their status.  

Continuing educational components will be provided to ensure updated HIV information is being 

provided to peer navigators and clients interested in peer education strategies. 

 

Strategies include using peers who will offer new access points, engage clients, and model ideal 

behavior to the newly diagnosed or those who have fallen out of care.  These are just a few of the 

efforts used to bring individuals into care who have recently become aware of their status and 

who have clinical issues; have fallen out of care for more than six months; are pregnant; are 

being released from incarceration with significant clinical issues; or are a partner or family 

member of a current HIV-positive client. 

B. Proposed 2012 Care Goals 

 

All PLWH/A in Illinois will have access to an integrated, accessible, and innovative system of 

care including life saving antiretroviral therapy and support services. 

 

Goal 1:  Reduce the number of people who become infected with HIV. 

 Implement partner services in each region of the state. 

 Continue to work on prevention with positives in each region 

 Continue to work with IPHA in the development of website awareness, and focused 

ambassador outreach to increase public awareness.   

 Coordinate with prevention program to promote routine testing. 

 Provide access to condoms and prevention materials in each region. 

 

Goal 2:  Increase access to care and optimizing health outcomes for people living with HIV. 

 Implement a seamless transition from prevention, linking to care, and retention in care.   

 Include chronic disease management in overall health care delivery – MCM training 

 Recognize and address co-occurring conditions through case manager training. 

 Maintain HIV/AIDS education and training through partnerships with IPHA and MATEC 

education programs. 

 

Goal 3:  Reduce HIV-related health disparities. 

 Provide education and intensive case management for newly diagnosed. 

 Conduct outreach for those falling out of care thru the development of a recall system in 

Provide® for those not seen by a provider in past six to 12 months.   

 Provide culturally and linguistically appropriate services and interventions. 

 Expand peer program and increase diversity. 

 

Goal 4:  Ensure that PLWH/A receive needed and affordable HIV medications. 

 Sustain and maintain the current ADAP for those without pharmaceutical coverage and in 

compliance with HRSA requirements.   

 Utilize the ADAP formulary committee to make any medical decisions, as indicated. 
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 Continue to review and improve the current ADAP program process to sustain quality 

service.   

 

Goal 5:  Enhance focus of case management on retention in care. 

 Develop program in Provide® that allows case managers to recall those individuals not 

seen in six to 12 months.   

 Provide trainings on best practices in regards to retention in care. 

 Conduct statewide survey to find out why people drop out of care.   

 Review and revise program polices to promote retention in care.   

 HIV-positive individuals who are not in care and/or may not be aware of their HIV-

positive status. 

 

Goal 6:  Enhance peer-to-peer programming. 

 Provide greater explanation of benefits of care, medication compliance, and symptom 

management. 

 Assist in transition of clients to medical plans.  

 Ensure staffing mirrors population served.   

 Assure ongoing participation of HIV-positive clients in development and planning of the 

continuum of care and empower consumers through training, coordination, and 

administrative assistance. 

C. Goals for Persons Aware of Status but Not in Care (Unmet Need) 

 

Goal 1:   Improve transition and documentation for newly diagnosed individuals from 

prevention to care. 

 Improve reporting of newly diagnosed positives to local Care Connect office. 

 Part B program will track to ensure referral to care and partner services are elicited in 90 

percent of all newly identified positive clients found in funded testing sites within 48 

hours of a confirmatory test. 

 Part B program will track and ensure that partner notification occurs with 90 percent of 

persons who participate in elicitation within a 30-90 day period. 

 Confirm referral to care for partners who test positive for HIV infection.  

  Continue outreach to disseminate information to key stakeholders and providers to 

connect clients with the Ryan White lead agency in their area. 

 

Goal 2:  Coordinate with prevention for surveillance-based linkage to care. 

 Identify positive clients in eHARS that meet unmet need definition 

 Develop agreement with surveillance for sharing of data with prevention and care 

 Coordinate with prevention in the development of policy and procedures to follow-up of 

individuals with unmet need.   
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D. Goals for persons unaware of their status (EIIHA) 

 

Goal 1:  Expand partner services (PS) to all persons testing positive through care to assist 

in early identification of individuals with HIV/AIDS. 

 Assist in building HIV/AIDS Section’s capacity for targeted confidential testing to 

increase identification of individuals unaware of their HIV status.  Train all case 

managers on partner services through regional trainings.   

 Coordinate with the prevention program in preventing or identifying new infections 

through partner services. 

 

Goal 2: Coordinate with prevention to increase testing sites. 

 Assist in building HIV/AIDS Section’s capacity for targeted confidential testing to 

increase identification of individuals unaware of their HIV status. 

 Support HIV testing as a routine part of medical care to identify individuals unaware of 

HIV status 

 Increase the number of Ryan White case managers trained in HIV testing to increase 

identification of new positives. 

 Coordinate with prevention in increasing confidential testing leading to increased ability 

to inform individuals of their HIV status. 

 

Goal 3:  Expand early intervention services in each region in Illinois. 

 Collaborate with partner groups for testing of at-risk populations, such as Summit of 

Hope, prevention programs, and correctional facilities.   

 Maintain a trained case manager team in the ability to test and counsel newly diagnosed.  

E. Solutions for Closing Gaps in Care 

 

 Improve access to care for the formerly incarcerated HIV-positive individual. 

 Continue to improve linkages to care for the formerly incarcerated. 

 Provide partner services. 

 Provide peer programs. 

 Collaborate to promote routine testing. 

 Continue to advocate for additional funding and grant opportunities. 

 Ensure adequate staff is maintained at all service levels. 

 Research alternative housing program opportunities. 

F. Solutions for Addressing Overlap in Care 

 

 Continue monitoring and evaluating any potential overlap in care 

 Progress toward a comprehensive prevention, care, and ADAP client database 

 Discuss possibilities with other Ryan White entities of one client level database 

 Ensure regional coordination of services with community resources and other Ryan 

White parts 
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G. Coordination with other Ryan White Parts 

1. Part A Services  

 

The Ryan White administrator and HIV Care Connect Region participates in both Part A 

planning councils, which involves access to care issues, funding allocations, priority setting, and 

various subcommittees.  The Chicago planning council has combined with the Chicago HIV 

Prevention Planning Group (HPPG) to have a combined care and prevention planning group 

called the Chicago Area HIV Integrated Services Council (CAHISC).  The Ryan White 

administrator also participates in the CAHISC care committee along with MATEC 

representatives, consumers, and Part A staff.   

2. Part C, D, and F Services 

 

HIV Care Connect regions have formal relationships with all Ryan White parts serving their 

region, both in Illinois and surrounding areas, and are invited to participate in regional advisory 

boards to discuss funding allocations, priority setting, and access to care. 

3. Private Providers 

 

Continue with current outreach program provided by the Illinois Public Health Association to 

reach private providers on the importance of routine testing and where HIV care services can be 

obtained.  Continue educational mailings to key points of entry, including federally qualified 

health centers (FQHC), rural health centers (RHC), local health departments, and private medical 

clinics. 

 

Continue participation in key medical conferences, regional medical society meetings, and other 

educational opportunities for providers, such as grand rounds. 

4. Prevention Programs 

 

The Ryan White administrator participates in the statewide PCPG and HPPG.  Both Ryan White 

care and prevention programs have worked closely together to develop a strong partner services 

program, including partner elicitation and notification.  Case managers have been trained on 

testing procedures for partners of positives seen through case management locations.  In 

addition, case managers are being scheduled for a pilot training on partner services.  Case 

managers will be involved in partner education, and elicitation, and then trained on referrals for 

partner notification.  

 

Case managers continue to work closely with their local prevention programs in providing 

educational materials, interventions, and risk reduction for HIV-positive clients.  Prevention 

messages and education are discussed at most case management encounters.  In addition, all case 

management sites are able to obtain condoms and other prevention materials through the state’s 

prevention program. 
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5. Substance Abuse Treatment Programs 

Continue to provide education materials and training opportunities to professionals working 

within substance abuse treatment facilities in regards to HIV prevention and treatment.  Invite 

DASA to training opportunities, inter-agency meetings, planning councils, educational, or 

awareness programs.    

6. STD Programs 

Continue to work with the Department’s STD program in developing a comprehensive means of 

partner notification and referral to care.  Coordinate with the STD program in developing a 

testing protocol for medical case mangers to provide the ability to test and submit preliminary 

positive specimens to the state lab for analysis.   

 

7. Medicaid/Medicare 

Continue to provide trainings with Medicaid and Social Security staff to regional professionals 

dealing with HIV/AIDS benefits.  Continue to enhance the monitoring of Medicaid/Medicare 

eligibility of Ryan White clients seen through Part B to ensure payer of last resort.  Collaborate 

with the Illinois Departments of Healthcare and Family Services (HFS), which administers the 

Medicaid program; Human Services (HS), which administers substance abuse/mental health 

services and, Maternal Child Health Title V services; and Insurance, along with other agencies as 

needed to assure that the needs of all PLWH/A and at high risk of acquiring HIV infection in 

Illinois are fully taken into account as it relates to the planning, quality assurance and 

implementation of health care reform in Illinois.  In particular, the state of Illinois’ 

implementation of the Affordable Care Act, with its electronic health information, laboratory 

reporting, workforce development and preventive health components, needs strong collaboration 

across agencies and among public health, social service and medical providers in order to 

effectively provide high quality service to current and anticipated new Medicaid recipients.  

Among the persons who will become eligible to receive Medicaid services will be several 

thousand Illinois residents who are HIV positive in need of seamless transition to Medicaid, with 

no interruption in care or decline in quality of care.  

 

Specific areas of collaboration should include a comparison and assessment of case management 

services delivered by the aforementioned agencies and Ryan White-based case management 

services to identify areas where clarifications and or quality improvements may take place as it 

relates to standard of care for PLWAs.  This may entail a review of the case management/patient 

ratios, levels of service intensity, including experience with serving persons with co-morbidities 

and/or live with less than optimal quality of life as a result of multiple social determinants of 

health, such as lack of affordable housing, unemployment, gender/sexual orientation inequality 

and /or racial discrimination.  Additionally, smooth transition from the ADAP will be critical for 

all persons who will become eligible for Medicaid expansion or subsidized health insurance that 

may emerge from exchanges that are proposed for implementation, again with a goal of no 

interruption and no decline in quality of care. 
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8. Children’s Health Insurance Program 

 

While the number of children living with HIV has declined in the nation and in Illinois, there are 

many thousands of parents and legal guardians of children who are living with HIV/AIDS in this 

state.  The Illinois All Kids Program provides health insurance for children in families with 

lower incomes, including pregnant and newly parenting mothers with a goal of assuring their 

access to patient (family) centered medical homes.  Lower-income custodial parents who may 

not qualify for Medicaid or other entitlement programs for themselves can access Illinois All 

Kids for their children age 18 or younger who are residents of Illinois, in most cases regardless 

of immigration status (http://www.allkids.com/hfs8269.html). 

 

Many adolescents and young adults living with HIV in Illinois, both behaviorally and perinatally 

infected, benefit from this program.  Parents/families insured through private insurance carriers 

will now benefit from the Affordable Care Act stipulation that dependent youth up to the age of 

26 years old may remain as beneficiaries on health insurance packages maintained by their 

parents/guardians.   

9. Community Health Centers 

 

Continue outreach program with IPHA in reaching out to Community Health Centers with 

information on how to access HIV care in their jurisdiction.  This includes educational mailings, 

in-services, and other means to update centers on HIV issues and programs.   

H. Continuity of Care in Jurisdictions that Lost a TGA 

 

This does not apply to Illinois. 

I. Role of Ryan White in Collaborating with the Enhanced 
Comprehensive HIV Prevention Planning (ECHPP) and 
Implementation for Metropolitan Statistical Areas (MSA’s) Most 
Affected by HIV/AIDS Initiative (CHICAGO EMA) 

 

In 2010-2011, the Chicago Department of Public Health (CDPH) conducted many key informant 

interviews and included the Department’s HIV/AIDS Section, in an effort to construct its 

ECHPP plan.  Additionally, CDPH invited the Department to join them in their national ECHPP 

meeting along with other jurisdictional grantees of CDC; the joint city and state delegation was 

the only one of its kind present at that national meeting.  CDPH collaborated with several 

agencies and government partners, including the Department’s HIV/AIDS Section, to launch a 

Linkage to Care Task Force.  This group meets every two months with an objective of 

strengthening the continuum of prevention and care and systems of care to improve linkage and 

retention.  It includes attention to the coordination of peer navigation programs, case managers, 

and medical providers.  The collective leadership includes our regional AETC and MATEC.  

This group brings together targeted and routine HIV testing partners along with representatives 

of all Ryan White parts for the purpose of improving successful initial linkage, re-engagement, 

and retention in care.  The Department participates in these meetings as well as each of the Ryan 

White Part A planning council meetings.  More specific activities are in development. 

http://www.allkids.com/hfs8269.html
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CDPH works with the Part B Care Connect agency in the EMA to coordinate resource allocation 

and service delivery.  The Ryan White Part B administrator is on the planning council and helps 

to facilitate collaboration between parts A and B.  The development of the SCSN input forum 

was conducted during the joint HIV Prevention Planning Group and HIV Prevention Planning 

Council meeting in February to identify the barriers, challenges, and strategies to receiving HIV 

services.  This coordinated process guided the goals that have been developed for the ICP as 

outlined in “Where Are We Going” section of this document to reflect the needs of PLWH/A in 

the EMA and State.  The Department also works in other arenas with Part A to help improve 

services provided in the Chicago EMA.    

 

Part A and Part B communicate regularly to discuss improving case management services and 

ADAP.  Both CDPH and the Department host a network of HIV care providers funded through 

Part A and Part B throughout the EMA and Illinois.  When an individual is informed of their 

HIV-positive status they are then referred to case management and the HIV care service network.  

Currently, the HIV case management system funded with Part A and Part B funds plays an 

integral role in referring and linking individuals to care.  HIV case management services for the 

EMA are coordinated through one provider, the AIDS Foundation of Chicago.  Once an HIV-

positive individual is referred to case management services, the medical case manager conducts 

an assessment and links the individuals to care services 

 

Both the Department and CDPH coordinate with prevention for expanded routine HIV testing for 

disproportionately affected populations throughout the Chicago EMA and state of Illinois.  The 

Department and CDPH work collaboratively with the surveillance units for each jurisdiction to 

coordinate all reporting, de-duplication, and identification of HIV positive clients. 

 

Illinois ADAP has continued to experience significant increases in clients from month to month.  

Illinois is experiencing a significant budget crisis that may impact the program.  Currently, there 

are approximately 4,000 PLWH/A in the state of Illinois who received their medications via 

ADAP.  Each month, at least 100 new clients enroll in ADAP.  In August 2011, representatives 

from the Department presented at the planning council’s data day, and discussed potential needs 

and service gaps for ADAP for FY2012.  As a result, the planning council prioritized ADAP as a 

service category for Part A and MAI.  While the planning council did not allocate funding to 

ADAP during the priority setting process, the planning council will continue to receive monthly 

updates on the program and will consider the need for future funding allocations.   

 

Both the Department and CDPH will continue to work closely in coordination efforts to identify, 

inform, refer, and link HIV positive individuals who are unaware of their status to care.  Both 

Part A and Part B staff will work collaboratively in facilitating the strategy.  Ryan White Part B 

staff is fully represented on Chicagoland connections to care committee, which is responsible for 

oversight of the implementation of outreach strategies for the EMA.  
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VII. How Will We Get There?   

A. Strategies, Plans, Activities, Responsible Parties, and Timelines to 
Close Gaps in Care 

 

See tables on following page for the strategies, plans, activities, responsible parties, and 

timelines. 

B. Strategies, Plans, Activities, Responsible Parties, and Timelines to 
Address Needs of Individuals Aware of Their HIV Status but Not in Care 
(Emphasis on Retention in Care) 

 

See tables on following page for the strategies, plans, activities, responsible parties, and 

timelines. 

C. Strategies, Plans, Activities, Responsible Parties, and Timelines to 
Address Needs of Individuals Unaware of Their HIV Status (Emphasis on 
Identifying, Informing, Referrals, and Linkage to Care Needs) 

 

See tables on following page for the strategies, plans, activities, responsible parties, and 

timelines. 

 

D. Strategies, Plans, Activities, Responsible Parties, and Timelines for 
Addressing the Needs of Special Populations Including, but Not Limited to, 
Adolescents, Injection Drug Users, Homeless, and Transgender 

 

See tables on following page for the strategies, plans, activities, responsible parties, and 

timelines 
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Strategy Plan Activities Timeline Responsible 
Party 

Gaps in Care 
Reduce the 
number of people 
who become 
infected with HIV 

Implement 
partner services 
for Ryan White 
case managers. 

 Develop Ryan White 
partner services 
program. 

 Conduct pilot training. 

 Revise pilot training. 

 Conduct statewide 
training. 

 Implement partner 
services. 

 Evaluate progress and 
make revisions. 

 July 1, 2012 
 
 

 July 30, 2012 

 Aug. 31, 2012 

 September 30, 
2012 

 October 1, 2012 
 

 Ongoing 

IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 

 Continue 
prevention with 
positives 
education. 

 Offer ongoing trainings 
for case managers. 

 Incorporate peer 
program in educating 
clients. 

 Ongoing 
 

 March 31, 2013 

IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 

 Increase public 
awareness of HIV 
care services. 

 Enhance website. 

 Ensure focus of 
ambassador program in 
regions. 

 March 31, 2013 

 March 31, 2013 

 

 Launch case 
management 
testing program 
and support 
routine testing. 

 Support prevention 
program efforts in 
routine testing. 

 Train case managers on 
testing procedures. 

 Train case managers on 
submitting positives to 
lab for confirmation. 

 Train case managers on 
counseling new 
positives.   

 Ongoing 
 
 

 Ongoing 
 

 March 31, 2013 
 
 

 March 31, 2013 

IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 

 Provide access to 
condoms and 
prevention 
materials. 

 Ensure that Care 
Connect regions have 
access to condoms. 

 Ensure that educational 
materials are available 
to each Care Connect 
region. 

 Ongoing 
 
 

 Ongoing 

IDPH Care, 
Prevention 

Increase access to 
care and 
optimizing health 
outcomes for 
PLWH/A 

Ensure a 
smoother 
transition from 
prevention to 
care to retention. 

 Enhance Provide® to 
ensure tracking of 
referral and link to care. 

 Train case managers on 
new Provide® features. 

 July 1, 2012 
 
 

 July 1, 2012 

IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 

 Include chronic 
disease 
management in 
overall health 
care delivery. 

 Train case managers.  March 31, 2014 IDPH Care, Project 
Directors, Case 
Managers 
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 Recognize and 
treat co-occurring 
conditions. 
 
 
 
 

 Increase the number of 
completed medical 
records in Provide® 
which cover other 
medical conditions, 
such as Hepatitis C. 

 Track performance of 
case managers in 
imputing needed data. 

 Develop reports needed 
to track progress. 

 Ongoing 
 
 
 
 
 

 Ongoing 
 
 

 Ongoing 

IDPH Care, Project 
Directors, Case 
Managers 

 Maintain 
HIV/AIDS 
education and 
training – 
partnership with 
IPHA, HIV Care 
Connect, MATEC 
education 
programs. 

 Contract each year with 
IPHA. 

 Contract each year with 
MATEC. 

 Provide information to 
each contractor on 
needs of Part B 
program. 

 Ongoing 
 

 Ongoing 
 

 Ongoing 
 

IDPH Care, ADAP, 
MATEC 

Reduce HIV-
related health 
disparities 

Provide education 
and intensive case 
management for 
newly diagnosed. 

 Develop and expand 
peer program within 
each region. 

 Provide training to case 
management. 

 March 31, 2013 
 
 

 Ongoing 

IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 

 Conduct outreach 
for those falling 
out of care. 

 Develop recall system 
within Provide®. 

 Develop policy and 
procedures on follow-
up for those not seen in 
last six to 12 months. 

 March 31, 2014 
 

 March 31, 2014 

IDPH Care, 
Prevention 

 Provide culturally 
and linguistically 
appropriate 
services and 
interventions. 

 Provide cultural 
competency training. 

 Ongoing 
 

IDPH Care, Project 
Directors, Case 
Managers 

 Expand peer 
program and 
increase diversity. 

 Continue contract with 
Central Illinois Friends 
of PWA. 

 Provide technical 
assistance and capacity 
building to expand peer 
program in each region. 

 Ongoing 
 
 

 March 31, 2013 
 
 

IDPH, Central 
Illinois Friends of 
PWA, Project 
Directors, Case 
Managers 

Ensure that 
PLWH/A receive 
needed and 
affordable HIV 
medications. 

Sustain and 
maintain the 
ADAP formulary 
for those without 
pharmaceutical 
coverage and in 
compliance with 
HRSA 
requirements. 

 IDPH will stay engaged 
in legislative issues to 
assist in planning 
program needs. 

 Maintain Medical Issues 
Advisory Board. 

 
 

 Ongoing 
 
 
 

 Ongoing 
 
 
 

IDPH Care, ADAP, 
ADAP Medical 
Issues Advisory 
Board 
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 Continue to review 
program policies and 
procedures in 
maintaining a quality 
ADAP program. 

 Ongoing 
 
 

 Utilize the ADAP 
formulary 
committee to 
make any medical 
decisions, as 
indicated. 

 Refer changes in 
formulary to 
committee. 

 Ongoing 
 

IDPH Care, ADAP, 
ADAP Medical 
Issues Advisory 
Board 

 Continue to 
review and 
improve the 
current ADAP 
program process 
to sustain quality 
service.   

 Continue to review 
program policies and 
procedures in 
maintaining a quality 
ADAP program. 

 Ongoing 
 

IDPH Care, ADAP, 
ADAP Medical 
Issues Advisory 
Board 

Enhanced the 
focus of case 
management on 
retention in care. 

Develop program 
in Provide® that 
allows case 
managers to 
recall those 
individuals not 
seen in 6-12 
months.   

 Discuss recall program 
goals and objectives 
with advisory board. 

 Develop work plan for IT 
committee. 

 Work with IT committee 
to schedule 
implementation. 

 Present plan to GTI. 

 Obtain implementation 
date. 

 March 31, 2013 
 
 

 July 1, 2013 
 

 September 1, 
2013 

 

 Sept. 30, 2013 

 By March 31, 
2014 

IDPH Care, Project 
Directors 

 Provide trainings 
on best practices 
in regards to 
retention in care. 

 Work with IDPH training 
unit to develop 
program. 

 December 30, 
2012 

IDPH Care, Project 
Directors, Case 
Managers 

 Conduct 
statewide survey 
to find out why 
people drop out 
of care.   

 Conduct statewide 
survey of providers 
and/or current clients. 

 March 31, 2013 IDPH Care, Project 
Directors, Case 
Managers 

 Review and revise 
program polices 
to promote 
retention in care.   

 Review, revise and or 
develop program 
polices to promote 
retention in care.   

 Ongoing IDPH Care, Project 
Directors, Case 
Managers 

 Identify and 
retain in care HIV-
positive 
individuals who 
are not in care 
and/or may not 
be aware of their 
HIV-positive 
status.   

 Review, revise and or 
develop program 
polices to promote 
retention in care.   

 Ongoing IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 
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Enhance peer-to-
peer 
programming. 

Greater 
explanation of 
benefits of care, 
medication 
compliance, and 
symptom 
management. 

 Provide continuing 
education for peer 
navigators. 

 Ongoing IDPH, Central 
Illinois Friends of 
PWA, Project 
Directors 

 Assist in transition 
of clients to 
medical plans. 

 Develop a peer referral 
service. 

 Create documentation 
and forms for referrals. 

 Market peer referral 
service program to lead 
agencies and health 
clients. 

 March 31, 2013 
 

 March 31, 2013 
 

 March 31, 2013 
 

IDPH, Central 
Illinois Friends of 
PWA, Project 
Directors 

 Staffing of peer 
programs mirror 
population 
served.   

 Conduct training to 
increase peers 
available. 

 March 31, 2013 IDPH, Central 
Illinois Friends of 
PWA, Project 
Directors 

 Assure ongoing 
participation of 
HIV-positive 
clients in 
development and 
planning of the 
continuum of 
care, and 
consumers 
empowered 
through training, 
coordination, and 
administrative 
assistance. 

 Provide educational 
sessions to continue 
education for peer 
navigators. 

 March 31, 2013 IDPH, Central 
Illinois Friends of 
PWA, Project 
Directors 

Aware of HIV Status, But Not In Care 
 Improve 
transition and 
documentation 
for newly 
diagnosed 
individuals from 
prevention to 
care. 

Enhance Provide® 
to ensure 
documentation 
and tracking  

 Enhance Provide® to 
ensure tracking of 
referral and link to care. 

 Train case managers on 
new Provide® features. 

 July 1, 2012 
 
 

 July 31, 2012 

IDPH Care, 
Prevention,  

 Disseminate 
information to 
key stakeholders 

 Mailing information to 
stakeholders on where 
to refer clients. 

 Post updates and 
needed information on 
Care Connect website. 

 Ongoing 
 
 

 Ongoing 

 

 Coordinate with 
prevention for 
surveillance-based 
linkage to care. 

Identify positive 
clients in eHARS 
that meet unmet 
need definition 

 Obtain necessary 
documents and 
agreements. 

 September 1, 
2012 
 

IDPH Care 
Prevention 
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  Review data on 
identified clients. 

 Develop follow-up 
procedures. 

 October 31, 
2012 

 TBD 

 Obtain agreement 
with surveillance 
to obtain data 

 Confirm all necessary 
releases. 

 August 1, 2012  

Unaware of HIV Status 
Expand partner 
services to all 
persons testing 
positive through 
care to assist in 
early 
identification of 
individuals with 
HIV/AIDS. 

Assist prevention 
in targeted 
confidential 
testing to help 
identify 
individuals. 

 Training for case 
manager testing. 

 Conduct partner 
services to assist in 
overall target for 
testing. 

 September 31, 
2012 

 October 1, 
2012 

IDPH Care, 
Prevention, 
Project Directors, 
Case Managers 

 Develop policy for 
IDOC to continue 
to offer inmate 
testing 
throughout 
incarceration. 

 Continue work with 
IDOC to ensure policy 
on opt-out testing. 

 April 1, 2014 IDPH Care, 
Prevention, IDOC 

 Mandate that all 
contracted 
providers offer 
opt-out testing 
and encourage all 
practitioners to 
practice opt-out 
testing. 

 Add requirement to 
contracts. 

 Encourage 
subcontractors to offer 
opt-out testing of 
patients. 

 April 1, 2013 
 

 April 1, 2013 

IDPH Care, 
Prevention,  

Expand early 
intervention 
services in each 
region in Illinois. 

Collaborate with 
partner groups 
for testing of at-
risk populations, 
such as Summit of 
Hope, prevention 
programs, partner 
services,  and 
correctional 
facilities 

 Ensure that each region 
has early intervention 
services programs in 
place. 

 Continue assistance 
with Summit of Hope 
programs. 

 Conduct partner 
services at each care 
region. 

 April 1, 2013 
 
 
 

 Ongoing 
 
 

 August 1, 2012 

IDPH Care, 
Prevention, 
Project Directors 
and IDOC 

Special Populations 
Increase the 
awareness of 
transgender 
needs. 

Educate case 
manager staff on 
needs of 
transgender 
population. 

 Work with training unit 
on development of 
training program. 

 Conduct case manager 
training. 

 March 31, 2012 
 
 

 June 1, 2013 

IDPH Care, 
Training Unit 
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E. Activities to Implement the Proposed Coordinating Efforts with the 
Following Programs to Ensure Optimal Access to Care: 

1. Part A Services  

 

The Ryan White administrator will continue to attend and participate in the Part A planning 

councils in both St. Louis and Chicago.  In addition, will attend as many as possible committee 

meetings associated with each planning council.   

2. Part C, D, and F Services 

 

Continue to invite all Ryan White parts to various meetings throughout the state to help in 

coordinating benefits and prevent over lapping of services.  Continue to contract with MATEC 

for chart review project through the ADAP program.  In addition, continue the education of 

providers on public health guidelines in the treatment of HIV.   

3. Private Providers 

 

Continue with outreach grant for IPHA to conduct educational programming on the important of 

routine testing, opt-out testing, and linkage to care messages.  Continue to communicate with key 

points of entry in each of the eight Care Connect regions by inviting providers to regional 

advisory board meetings and other educational/training events.     

4. Prevention Programs 

 

The DSU will continue to participate in each of the PCPG and HPPG meetings.  Prevention staff 

will continue to be invited to Ryan White program’s quarterly meetings to better coordinate 

services and programs.  Continue the development of linkage to care and partner service 

procedures.  Each HIV Care Connect region will invite prevention partners to the regional 

advisory board meetings. 

 

5. Substance Abuse Treatment Programs 

 

Continue to provide education materials and training opportunities to professionals working 

within substance abuse treatment facilities in regards to HIV prevention and treatment.  Invite 

DASA to training opportunities, inter-agency meetings, planning councils, educational, or 

awareness programs.    

6. STD Programs 

 

Provide appropriate trainings for case managers in elicitation of contacts of existing clients.  

Provide test kits and equipment needed for case managers to properly test contacts of current 

clients and submit specimens appropriately to the state lab.  Ensure that each site providing HIV 

testing have proper physician standing orders in place and a Clinical Laboratory Improvement 

Amendments (CLIA) waiver.    



 

 
I l l i n o i s  D e p a r t m e n t  o f  P u b l i c  H e a l t h  

 
Page 70 

7. Medicaid/Medicare 

 

Coordinate Medicaid and Medicare programming in each region on the available benefits of each 

program to HIV clients.  Include any programs that replace Illinois Preexisting Condition Plan 

(IPXP).  Provide educational opportunity for case managers to learn about Medicare and 

Medicaid benefits as they change.    

8. Children’s Health Insurance Program 

 

Young, HIV-positive people who are transitioning from adolescence to adulthood need services 

to assure seamless transition to comprehensive adult services that will take all of their 

developmental, psychosocial, educational, and family needs into account.  Collaborations remain 

necessary with HFS, DHS and others to assure success with such transition in care across all 

geographic areas of Illinois for this population.  Treatment adherence, secondary HIV 

transmission prevention, case management services, and HIV clinician workforce development 

are major issues among many to take into account for successful implementation.  Collaborations 

between the statewide Ryan White program, Illinois All Kids program leaders, and providers 

will be essential to assure no treatment interruption and no decline in quality of care for this 

population.  

9. Community Health Centers 

 

Contract with IPHA for continued outreach to community health centers and other agencies on 

how to obtain HIV services for their patients.  Include education mailings, in-services, 

conferences, and other means to update centers on HIV issues and programs.   

 

F. Healthy People 2020 Objectives 

 

Healthy People 2020 provides 10-year national objectives for improving the health of 

individuals, communities and the nation.  The overarching goals of Healthy People 2020 are to 

increase the quality and years of a healthy life and to eliminate disparities.  The Illinois 

HIV/AIDS Strategy, as well as the National HIV/AIDS Strategy, corresponds to the Healthy 

People 2020, Chapter 13.  The ICP is based on these documents.  Many of the goals, objectives, 

and related strategies identified and enumerated in the Illinois HIV/AIDS Strategy and carried 

through to the ICP relate to the goals of the Healthy People 2020 initiative, specifically those in 

chapter 13 of the document.  The previous Part B ICP for HIV/AIDS services in Illinois had six 

priorities identified to reduce barriers to care and to help to identify and provide services to more 

clients from underserved, and disproportionately affected populations that may exist for 

PLWH/A.  The focus areas and objectives from the Illinois HIV/AIDS Strategy were described 

above and will be used as a foundation in the 2012-2015 ICP. 

G.  How Plan Reflects Statewide Coordinated Statement of Need 

 

The ICP was developed to address the barriers and needs stated in the SCSN and coordinated 

with the Illinois HIV/AIDS Strategy.  Challenges identified include the population being 
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released from correctional institutions, formerly incarcerated, mental health issues, substance 

abuse issues, individuals dually diagnosed with mental health and substance abuse, and 

homeless/transient populations.  The most significant issues preliminarily identified remains 

similar to the previous SCSN:  on-going transportation issues, disproportionate impact of HIV on 

people of color, increased number of uninsured PLWH/A, continuum of care for HIV-positive 

formerly incarcerated persons, lack of provider availability statewide for all services, capacity to 

serve, and disease knowledge.   

 

The services and allocations will focus on the early identification of individuals with HIV/AIDS.  

A portion of this will involve greater collaboration and coordination with prevention partners to 

provide partner services to partners and family members of current HIV-positive clients.  Early 

intervention services will be utilized to fund previously unfunded and underfunded services, such 

as for HIV-positive formerly incarcerated persons that have significant clinical issues negatively 

impacting the ability to engage in HIV medical care.  Early intervention services also will 

provide counseling on HIV/AIDS, referrals, and other therapeutic measures to PLWH/A lost to 

care, pregnant, newly diagnosed with significant clinical issues impacting their ability to engage 

in HIV medical care, or partners or family members of current HIV-positive clients through 

Illinois’ statewide peer program.   

 

Allocations will continue to fund mental health and substance use services, with medical case 

management encouraging the use of these services to clients who present or identify a potential 

need.   

H. Coordination With and Adapts to Changes from Implementation of 
the Affordable Care Act 

 

The Affordable Care Act (ACA), which will greatly expand access to insurance coverage for 

PLWH/A, will have great impact on HIV prevention and care by providing a platform for 

improvements in health care coverage and quality.  As of this writing, a Supreme Court decision 

is pending to determine its constitutionality.  If all ACA components are upheld by the Supreme 

Court, the following six are of particular importance to HIV prevention and care:   

 

1. High risk pools are being established in every state to provide coverage to uninsured 

people with chronic conditions; these pools are available immediately.  In Illinois, the 

high risk pool is IPXP, of which the formulation of the program has been sent to the 

governor’s office for signature and approval in the SFY2013 budget. 

 

2. In 2014, Medicaid will be expanded to all lower income individuals younger than age 65 

(below 133 percent of the federal poverty level, about $15,000 for a single individual in 

2010, or $29,726 for a family of four).  This means that an individual living with HIV, 

who meets that income requirement, no longer has to wait until they have progressed to 

an AIDS diagnosis to be eligible for medical and pharmaceutical coverage from 

Medicaid.  This increased access to HIV medications through Medicaid eligibility 

expansion has the potential of decreasing viral loads and transmissions by increasing 

access to treatment and care.  
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3. ACA also creates access to federal tax credits and creates the opportunity to purchase 

private insurance coverage through competitive insurance exchanges for uninsured 

people with incomes up to 400 percent of the federal poverty level (about $43,000 for a 

single individual in 2010).  

 

4. New consumer protections will better protect people with private insurance coverage by 

ending discrimination based on health status and pre-existing conditions, including HIV. 

 

5. ACA requires insurance companies to pay for HIV screening tests with high-risk 

individuals, which will increase the affordability of HIV screening programs in 

community-based organizations and health care facilities.  This aspect of the ACA would 

allow for routine testing programs to truly reach the communities and the individuals in 

the greatest need. 

 

6. ACA investments in the National Health Service Corps will help to alleviate primary care 

workforce shortages in underserved areas and encourage more health care providers, 

including non-physician providers, to obtain specialized HIV training and include 

PLWH/A in their practices. 

 

The Office of Health Reform will assist states regarding provisions in the ACA that are of 

immediate benefit, which could potentially reduce demand for the ADAP and other Ryan White 

HIV/AIDS Program services, including the 1115 waiver.  As the new law takes effect, it also 

will be important to ensure that PLWH/A and HIV health care providers are included in the 

various initiatives that seek to improve the quality of care and integration of services. 

I. Addressing the National HIV/AIDS Strategy and Which Specific Goals 
are Addressed 

 

The three primary goals of the National HIV/AIDS Strategy are: 

 

1. Reducing the number of people who become infected with HIV, 

2. Increasing access to care and optimizing health outcomes for PLWH/A, and 

3. Reducing HIV-related health disparities. 

 

The Illinois HIV/AIDS Strategy and the ICP were developed based on the three primary goals of 

the NHAS.  In recent studies, partner services have been proven to greatly reduce the number of 

HIV-infected individuals.  Illinois has developed and will implement in October 2012 an 

effective partner service program, which includes case managers eliciting partner contacts and 

local health departments notifying them of HIV-exposure and the importance of getting testing.  

Local health departments will refer any positives found to the appropriate care region.   

 

The Department has developed and will implement in October 2012 a comprehensive linkage to 

care protocol that includes referral to care, with a confirmation of a linkage to the first provider 

appointment.  This will allow the Department to confirm the linkage to care and report back to 

the prevention program.   
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For health disparities, several initiatives are underway with more in development in order to 

achieve a measurable reduction in new infections and increase in the number of people fully 

engaged in care with viral suppression who are HIV positive.   

 

1. A new statewide initiative began in 2012 to conduct targeted outreach, HIV testing with 

real-time linkage to care (or return to care) with partner services with young, African 

American and Latino men who have sex with men (MSM) and transgendered male to 

female (TMtoF) persons.  This initiative has a special emphasis on such individuals who 

are concurrently identified as HIV positive or subsequently infected with one or more 

sexually transmitted infection (STI).  Recent epidemiological trends reveal that these 

populations are bearing disproportionate burden of disease in Illinois compared to all 

other groups, even in some geographic areas where the Latino and African American 

population is small.  This initiative includes the use of trained peer leaders, culturally 

competent local health department personnel, community-based organization 

professionals and enhanced data collection and analysis to drive real-time case finding, 

linkage to care with proof of appointments made, and delivery of partner services using 

social networking and other evidence-based methods of engagement.   

 

2. HIV cases have traditionally been at higher rates in the correctional population than in the 

general population, and there is a statewide program in place to address the unique needs 

of formerly detained or incarcerated HIV-positive persons who are paroled or discharged 

based on completion of time served, in their return to community living, including 

seamless transition of their HIV care.  Additionally, there is a statewide initiative 

underway to implement routine, opt-out HIV screening for all persons entering into 

Illinois correctional facilities.  There is an NIH-funded partnership in place to accomplish 

this among IDOC, University of Illinois at Chicago Medical Center and School of Public 

Health (UIC- SPH), and several other service providers. 

 

3. HIV infection from mother to child in Illinois has declined significantly over the period 

of the U.S. epidemic.  Illinois is a state with an ongoing annual goal of zero new cases 

and an average of only two such confirmed cases statewide annually from 2005-2011.  At 

least two of those years did result in zero cases confirmed.  Though the numbers of such 

cases are small in the United States and in Illinois, the population of HIV-positive 

pregnant women and their newborns are overwhelmingly African American and Latina, 

and virtually all, regardless of ethnicity, live in extreme poverty, with multiple other 

vulnerabilities, including disproportionate concurrent issues such as survival of 

sexual/physical abuse, mental illness, or addiction.  Application of the Fetal Infant 

Mortality Review methodology (FIMR/HIV), for the in-depth review of cases of perinatal 

HIV infection was initiated in Illinois in 2009 and remains an ongoing tool and vehicle 

for community action to improve the statewide perinatal network system of care for the 

population.  Illinois remains committed to a goal of zero new infections for this 

population and acknowledges that it takes the work of multiple organizations and medical 

providers to keep such a goal alive and achievable. 
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J. Strategy to Respond to Any Additional or Unanticipated Changes in 
the Continuum of Care as a Result of State or Local Budget Cuts 

 

As of May 2012, SFY2013 budgets are in the process of being voted on by the Illinois 

Legislature.  It is unknown how much of a budget reduction the Department will receive.  

Discussions have been occurring on a regular basis at the state level and among the project 

directors regarding anticipating budget reductions of the state general revenue funds (GRF).  For 

federal FY2012, HIV Care Connect regions have only received 25 percent of their usual GRF 

and have had to make budget revisions and program adjustments.  To date, no services or staff at 

the regional level has been cut. 
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VIII. How Will We Monitor Our Progress 
 

A. Plan to Monitor and Evaluate Progress, including Assessment of the 
Early Intervention of Individuals with HIV/AIDS Initiative, Timeline for 
Implementing the Monitoring and Evaluation, and Process for Tracking 
Changes 

 

This section describes monitoring and evaluation activities to benchmark progress toward the 

comprehensive quality of HIV care identified in the plan.   

1. Improving Client Level Data 

 

The Department has been collecting client level data from all its subcontracted providers 

electronically for several years.  The Department uses Provide® Enterprise in all case 

management sites in Illinois.  The system allows subcontracted providers to input client and 

service utilization data directly into the system.  This process provides the Department direct 

access to the data in real time.  Through case managers’ entries into the data system, we can 

track all HRSA required measures and HRSA Group 1 performance measures.  These measures 

will continue to be used in quality management activities. 

2. Using Data for Evaluation 

 

CD4 and viral load testing, client diagnosis, co-infections, and hepatitis A and B vaccine are 

currently reported and monitored through the electronic data system.  Electronic data will be 

used to identify the percentage of clients in medical case management that have received the 

Hepatitis A and B vaccination with the inclusion of influenza and pneumococcal vaccines.   

 

Annually, data is presented to the Quality Management Committee and the Ryan White advisory 

group.  These groups review data and make comments and recommendations regarding problem 

areas that could be addressed and set quality improvement goals.  This process has resulted in 

continued improvement in record keeping, data collection and the identification of further 

technical assistance necessary for improvement of overall client care, as well as measurement of 

client health outcomes.  Project directors are provided with information regarding potential 

support of case management staff that may be needed from a third party’s observation.  When 

the results are discussed in the quarterly committee meetings, problem solving, suggestions, and 

further areas of need can be identified. 

3. Measuring Clinical Outcomes 

 

The quality management committee provides oversight to the quality management program.  The 

mission was to enhance HIV-related patient core services.  The committee looks at services 

currently provided and evaluates the focus of the current Ryan White Part B services in Illinois.  

Membership includes client representatives and regional project directors interested in improving 

overall outcomes.   
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The measuring of clinical outcomes will be a two-pronged approached.  The medical case 

management model allows for continual assessment of client medical adherence, setting 

individualized treatment plan, and monitoring the progress of the treatment plan, as well as 

collecting medical data to determine medical outcomes.  The quality management site visits 

process will allow the Department to assess the completeness of data collected and compliance 

with performance measures by providers. 
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Appendices 
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Appendix A:  ADAP Formulary 
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Appendix B:  ADAP Prescribing Guidelines 
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Appendix C.  Summary of Needs Assessments 

 

Consumer Focus Groups 

In FY2010, the Northeast Illinois HIV Care Connect – collar counties region conducted four 

consumer focus groups in DuPage County, Kane County, Lake County, and Will County to 

determine needs of clients.  Clients discussed the HIV-related services received, the agencies 

providing those services, satisfaction with services, and barriers to care. 

 

Clients stated the most important HIV-related service utilized in the past year was case 

management and medical case, followed by oral health care.  When ranking services in order of 

importance, medical care was first in every focus group.  Three of the four focus groups rated 

housing services, including rental assistance and transitional housing, as the second most 

important service. 

 

Focus groups indicated that the following services were not offered in their area:

 Social events 

 Ophthalmology service 

 Dental services 

 Job assistance 

 Massage therapy 

 Physical therapy 

 Chiropractic services 

 Housing 

 Specialty services 

 Nutrition 

 Financial assistance 

 

Focus groups identified the following barriers to getting HIV-related services:

 Lack of information  

 Lack of understanding 

 Lack of transportation 

 Difficulty in accessing disability 

services (Medicaid/Medicare) 

 Lack of financial assistance 

 Lack of housing 

 Communication issues 

 Judgmental providers 

 Stigma of having HIV/AIDS 

 Refused housing because of criminal 

background  

 

Clients offered the following solutions to the barriers identified above:

 Change policies 

 Increase the number of case 

managers so they can spend quality 

time with their clients 

 Increase funding 

 Add primary care doctors 

 Provide HIV education and advocacy 

 Improve time management and 

communication with case managers 

 Provide more training for medical 

providers 

 Educate people about stigma 

 Encourage universal testing 

 

Clients at the focus group made the following additional comments in response to other 

questions about improvements. 

 Offer more emergency financial assistance and housing services to PLWH/A 

 Would like to see physicians, not physician assistants 

 Have doctors dedicate more time with patients 

 Not enough resources and funding 
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Provider Needs Assessment 

In FY2010, the Northeast Illinois HIV Care Connect – collar counties advisory board conducted 

a needs assessment of providers in the Collar counties region.   

 

Service providers within the Collar counties participated in a survey on the type of services they 

provide, the needs of the community, as well as if those needs were being met.  Providers 

reported providing HIV-related services in the following counties. 

County Served Percentage (Count)  

Cook  25% (2)  

DuPage  25% (2)  

Grundy  25% (2)  

Kane  12.5% (1)  

Kankakee  12.5% (1)  

Kendall  0%  

Lake  37.5% (3)  

McHenry  0%  

Will  37.5% (3)  

 

The majority of providers described their agency as a community based organization. 

Response  Percentage (Count)  

Hospital or university-based Clinic  12.5% (1)  

Publicly Funded Community Health Center  12.5 % (1)  

Publicly Funded Community Mental Health Center  0%  

Other Community Based Organization 50% (4)  

Health Department  0%  

Substance Abuse Treatment Center  25% (2)  

Solo/Group Private Medical Practice  0%  

Agency Reporting for Multiple Fee for Service 

Providers  

0%  

PLWH/A Coalition  0%  

VA Facility  0%  
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The agencies were funded to provide the following types of services. 

Service  Percentage (Count) 

Outpatient/Ambulatory Medical 
Care  

25.0% (2)  

Oral Health Services  12.5% (1)  

Mental Health Services  37.5% (3) 

Medical Nutritional Therapy  0.0% (0)  

Substance Abuse Services  37.5% (3) 

Emergency Financial Assistance  12.5 (1) 

Food Bank/Home Delivered Meals  12.5% (1)  

Housing Services  62.5% (5) 

Prevention Services  0.0% (0)  

 

Of the eight providers responding to the needs assessment, one has provided HIV/AIDS care-

related services for five to nine years, three have provided services for 10 to 14 years, and four 

have provided services for 15 years or more.  Providers reported services were covered by Ryan 

White (5 providers), Medicaid (3), Medicaid HMO/MCO (2), Medicare (2), private insurance (3 

were not HMO and 2 were HMO), sliding scale (1), fee for service (2), and sliding fee scale (3).   

 

The providers then used the Likert scale to respond to several statements.  Four of the seven 

providers did not feel prevention (counseling, testing, street outreach, needle exchange, condom 

distribution) services were adequate in their county. 

 

When discussing the availability of HRSA-defined HIV/AIDS core services in their county, one 

provider agreed that services were adequate, two were neutral, and five disagreed.  Similar 

results were obtained regarding the availability of HRSA-defined HIV/AIDS support services in 

their county:  one agreed, three were neutral, and four disagreed.  Seven of eight providers felt 

the HRSA-defined HIV/AIDS core/support services were culturally relevant to the population 

their agency serves. 

 

Seven of eight providers agreed with the statement that the populations served by their agency 

feels comfortable going to HIV programs in their community.  Six of eight providers stated that 

HIV prevention and treatment providers were culturally competent to the needs of the 

populations they serve. 

 

The majority of providers stated that there were not enough HIV programs for their community 

and for adults.  Half of the providers felt there were enough HIV/AIDS services for racial/ethnic 

minorities in their community; however, the majority of providers did not think there were 

enough HIV/AIDS services for the non-English speaking population in their community.  Three 

out of eight providers did not think consumers adequately utilized services in their community.  

Half of the providers stated there was a collaborative network of agencies in their community to 

address HIV prevention services and to address HIV treatment services.  All providers stated that 

they require more resources to address HIV prevention needs and to address HIV treatment 

needs in their community.  All providers stated the number of PLWH/A has increased in their 

county, as has the number of uninsured/underinsured PLWH/A seeking services.  The funded 
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providers expressed some discomfort with not being able to increase funding for ambulatory 

care, oral health, and mental health services when compared with the Part A EMA funding 

allocated for Cook County.   

 

Client Health Beliefs Survey 

Between June and October 2010, the Northeast Illinois HIV Care Connect – Cook County region 

administered a telephone interview survey to 412 HIV-positive clients, who called to enroll in 

HIV case management services.  Callers ranged from newly diagnosed and engaging in HIV-

services for the first time to being actively involved in their HIV care and calling for specific 

case management services.  Two trained intake and referral specialists conducted the phone 

interviews and obtained verbal consent from all clients before initiating the survey.  Fewer than 

five clients refused to be interviewed.  The interview, conducted in both English and Spanish, 

took 10-15 minutes to administer.  The interview survey was adapted from several validated 

instruments currently being used in research projects addressing engagement and adherence to 

care.  Areas assessed include general health and treatment questions, treatment beliefs, 

antiretroviral treatment adherence, HIV disclosure among family and friends, HIV-related 

stigma, substance use, mental health, and service needs.  Significant testing was performed to 

assess differences in responses across the key outcomes areas.   

 

The sample was 75 percent men, 65 percent African American, 85 percent U.S.-born, with a 

mean age of 40.  All callers were asked three questions about their beliefs about medications:  31 

percent “strongly agree” or “agree” that “doctors prescribe too many medications,” 33 percent 

agree that “doctors place too much trust in medications,” and 16 percent agree that “medications 

do more harm than good.”  African Americans were significantly more likely to have negative 

attitudes and beliefs about medications.  African Americans also reported being nearly twice as 

likely to “avoid getting treatment because someone might find out” compared to whites (19.7 

percent vs.10.6 percent).  Among clients on antiretroviral therapy, whites and Hispanics were 

more than three times more likely than African Americans to take their HIV medications as 

prescribed.  For clients not taking HIV medications, African Americans were significantly more 

likely to “never want to take HIV medications.”   

 

Significant differences were found between African Americans and women in rates of HIV 

disclosure, social support, beliefs about medications and self-reported stigma.  These findings are 

consistent with other studies that suggest these factors may impact access and retention in 

linkage to care.  Case managers working with clients should routinely assess clients HIV 

treatment beliefs, HIV disclosure, social support, and experiences with stigma.  Future access 

and linkage to care interventions should incorporate HIV treatment education and stigma 

management strategies.  The use of peer health navigators may be able to assist with engagement 

in care.  

 

Peer Technical Services Needs Assessment 

In FY2011, a peer technical services needs assessment was distributed to all Part B funded 

agencies in the Northeast Illinois HIV Care Connect – Cook County and collar counties.  Of the 

30 funded agencies in both Cook County and collar counties, 22 replied for a completion rate of 

73.3 percent.  An analysis of their responses is as follows: 

 Five agencies out of eight responded in the collar counties. 
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 In Cook County, 17 agencies out of 22 responded. 

 Three agencies in the collar counties had an ongoing consumer advisory board. 

 In Cook County, 12 agencies had an ongoing consumer advisory board. 

 Two agencies in the collar counties have current peer programming. 

 In Cook County, seven agencies have current peer programming. 

 In the Collar Counties, the number of male peers was greater than female peers in all the 

agencies, and there was one transgender peer: 77.7 percent, 22.2 percent and 0 percent 

respectively.  African Americans, Hispanic/Latino and white (non-Hispanic) were the 

most prevalent ethnicities: 33.3 percent, 22.2 percent, and 44.4 percent respectively. 

 In Cook County, the number of male peers was greater than female peers in all the 

agencies, and there was one transgender peer:  57.7 percent, 40.8 percent, and 1.4 percent 

respectively.  African Americans, Hispanic/Latino and white (non-Hispanic) were the 

most prevalent ethnicities: 84.5 percent, 8.4 percent, and 7 percent respectively. 

 In both Cook and Collar regions, agencies reported that they need technical assistance to:   

1. Expand the capacity of current peer programs (47.1 percent) 

2. Improve training opportunities for peers (41.2 percent) 

3. Develop and sustain a thriving client advisory board (35.3 percent) 

4. Incorporate peers in program development (35.3 percent) 

5. Integrate peer programming within the flow of existing services (29.4 percent) 

 

Agency level technical assistance areas were developed based on the survey results and technical 

assistance may be provided on an agency or individual level.  Topic areas are as follows:  

 Develop and sustain a thriving consumer advisory board 

 Incorporate peers in quality management and quality sssurance activities 

 Improve training opportunities for peers 

 Incorporate peers in program development 

 Integrate peer programming within the flow of existing services (clinical or non-clinical 

settings) 

 Improve staff/organizational acceptance of and/or buy into the peer program 

 Expand the capacity of the peer program 

 

Oral Health Services Survey 

The East Central Illinois HIV Care Connect Region conducted a survey in FY2010 on oral health 

services in the region.  The region sent 251 surveys and received 72 responses, for a response 

rate of approximately 29 percent.  The majority of respondents, approximately 65 percent, were 

45 to 64 years of age, followed by 25 percent between 25 to 44 years of age.  The mean yearly 

income was $12,494.52 and the median yearly income was $10,644.  The highest income 

reported was $55,000. 

 

Participants were asked how much of their annual income is spent on dental services a year.  The 

mean expenditures were $90.16 and the highest amount spent was $1,500. 

 

Ninety percent of respondents reported no dental insurance.   

 

Participants then reported the last time they received dental services.  Approximately 31 percent 

reported dental services in the last six months.   
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When asked how many times they have received dental services in the last 12 months, 50 percent 

said they received no services and 33 percent received one to two services. 

 

 
 

 

The clients who reported receiving dental services in the last 12 months were then asked to rate 

the ease of making an appointment.  Approximately 92 percent stated it was very easy or 

somewhat easy to make an appointment.  All clients reported that appointment times were 

convenient.  Clients were then asked their preference for appointment times (clients were 

allowed to select multiple times). 
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Survey participants reported the following services in the last 12 months. 

 
Survey participants were then asked to make suggestions to improve the dental services program.  

Following are some of the comments.  

 “I'm not sure.  I've never used it.” 

 “I need oral extractions of two wisdom teeth, but can't find anyone that will do them.” 

 “Need more dentists that will receive Medicare and Medicare” 

 “I don't know nothing about this program.  I do need dentures.” 

 “Open dental where you can go in any time.” 

 “More financial aid with the dental program, considering how very important healthy 

teethe are to me.  Insurance is available at my job, but it is very expensive and does not 

cover or pay much.” 

  “I would like the dental services to be available over an extended period so that I can get 

the work done in only month, especially the fillings which could lead to other problems.” 

  “Include cleaning/deep cleaning for clients with gum disease” 

 “Better ways to lessen pain.” 

 

Youth Sexually Transmitted Infections Knowledge Assessment 

The purpose of this assessment was to assess the accuracy and extent of knowledge about 

sexually transmitted infections (STI) among Peoria County, in the Heart of Illinois HIV/AIDS 

Care Connect (HIHAC) Region, youth ages 13-24.  This was accomplished by conducting a brief 

STI knowledge survey to a convenience sample of 657 youth in Peoria County from October 18, 

2010 to January 14, 2011.   

 

An assessment planning group of staff from Peoria City County Health Department (PCCHD), 

HIHAC, and the assessment contractor met to discuss assessment objectives and strategies, 

content areas to be assessed, survey distribution sites and data collection processes.  The 

contractor used the group’s input to develop the assessment work plan, survey sampling plan, 

survey protocol, informed consent, and other necessary documents.  A draft survey with 41 

questions was developed by the contractor and reviewed with the planning group.  Revisions 

made for clarity and fine-tuning resulted in a final draft of the survey with six demographic 

questions, 25 STI-facts knowledge questions, and five opinion-based questions.  The final draft 
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was field tested for clarity, comprehension, and readability by PCCHD with a small sample of 

nine clients.  Minor changes were made and the survey was then finalized for distribution. 

 

A convenience sample targeting youth ages 13 to 24 agreed to participate in data collection at 20 

agency/sites who agreed to participate in data collection.  Approximately 885 surveys were 

distributed, and 682 completed surveys were received back.  Of these, 25 were found to be 

invalid.  A final number of 657 valid surveys were received back and entered in SPSS for data 

analysis. 

 

Survey demographic results indicated that the participants were 60.1 percent female and 39.9 

percent male; the majority of respondents (52 percent) were between 15 to 19 years old, although 

all targeted ages were represented adequately for analysis.  By race/ethnicity, the sample was: 

2.9 percent Hispanic/Latino, 49 percent African American, 40.6 percent Caucasian, 6.4 percent 

biracial, with other groups accounting for less than 1 percent (Native American, 0.9 percent and 

Asian/Pacific Islander, 0.2 percent).  Since the participant group was predominately African 

American and Caucasian, survey results and statistical tests are most reliable for these two 

groups.  The number of subjects who were biracial was adequate, and their survey results should 

be fairly reliable.  For the other race/ethnicity groups, the numbers were low.  Survey results and 

inferences should not be generalized beyond the sample for Hispanic/Latino, Native American, 

or Asian/Pacific Islander, since their sample size was too low to be reliable.  The majority of the 

sample (61.3 percent) was students currently in middle or high school, 14.4 percent were 

currently in college, 9.3 percent were high school graduates, 5.2 percent had completed a GED, 

8.7 percent were not in school, had not graduated from high school, and had not completed their 

GED, and a small percent, 1.1 percent were college graduates.  Average years of education 

completed were 11.27 for the sample. 

 

The mean “number correct” score on the 25 STI knowledge questions for the group as a whole 

was 16.25, or a group average of about 65 percent of survey questions answered correctly.  Since 

there was no standardized measurement instrument available with published mean scores and 

standard deviations, it is unclear whether the observed mean score in the present assessment is 

high, average, or low for youth in our sample as compared to STI knowledge among same-aged 

youth regionally, statewide or nationally. 

 

The primary hypothesis of interest was if there was an age at which STI knowledge began to 

increase significantly and predictably.  While there was a 3.75 point jump (or 15 percent 

difference) in “number correct score” on the STI knowledge questions between the ages of 13 

(mean = 11.28) and 14 (mean=15.03), across the rest of the 15 to 25 year-old age span there was 

a slow but fairly consistent incremental increase in “number correct score.”  By age group, the 

cut point at which the most respondents were scoring at the overall group’s mean score of 16.25 

occurred in the 18 to 20 age groups, with a 16.38 mean score on the “number correct” of STI 

knowledge questions.  Some increase in STI knowledge was observed as youth move across the 

13 to 24 year-old age span.  However, the number of correct answers was not even moderately 

correlated to age or level of education in statistical analysis. 

 

While a few demographic variables showed very slight correlation with survey respondents’ 

knowledge level about STI facts, no one independent variable demonstrated even a moderate 
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magnitude (e.g., a correlation coefficient of .4 or above) related to dependent variable, the 

number of correct responses, for any subgroup or for the sample overall.  This was true for 

comparisons of both interval level variables (i.e., age or years of education) as well as categorical 

variables (i.e., gender or race/ethnicity).  The knowledge level about STIs among survey 

respondents demonstrated so much variance as to be almost but not quite random.  What this 

may be taken to signify is that the level of knowledge about STI facts among Peoria area youth 

ages 13-24 is being mediated by an independent variable not directly measured through this 

assessment process.  That variable is most likely to be found in the source, scope, and accuracy 

of where, how and from whom youth are acquiring their knowledge about STIs.  That set of 

independent variables would appear to be the factors to explore in further assessment, if these 

can be identified and directly measured. 

 

Case Management Services:  The Client’s Perspective 

In 2010, clients in the Southwestern HIV Care Connect Region were asked to participate in one 

of four focus groups to share their knowledge and experiences on how their particular agency is 

doing in providing case management services.  Specifically, the focus groups focused on how 

clients viewed case management services provided by the agency and services provided by their 

individual case manager. 

 

Four focus groups were conducted between June 1 and June 4, 2010, in St. Clair and Madison 

Counties with 28 individuals participating.  One individual was interviewed representing East 

Side Health District.  Two individuals participated in the focus group at Southern Illinois 

Healthcare Foundation, six participants at Madison County AIDS Program (Community Youth 

and Human Services), and a total of 19 participants at Bethany Place.  The age of the participants 

ranged from 32 to 63 years old with a mean of 47.61 years old. 

 

Overall, clients expressed appreciation for the case management services that they received to 

improve the quality of their lives.  Specific positive activities, frustrations and challenges, and/or 

suggestions for improvement varied between the four agencies. 

 

Focus group participants from Bethany Place reported being appreciative with a place to live as a 

result of their services.  In addition, clients felt that confidentiality was strong within the agency.  

Focus group participants shared concerns about the leadership of the agency, staff turnover, 

communication, real-life experiences of case managers, and the method of distribution of 

condoms. 

 

The focus group participant from East Side Health District reported a reduction in stress level as 

a result of receiving case management services.  Services included assistance with rent and 

medications.  The participant also reported having strong communication with the agency and 

case manager and felt like he/she had been fairly treated as a client.  The participant suggested 

that home visits be provided after normal work schedules to help improve the quality of services. 

 

Focus group participants from Madison County AIDS Program reported that the agency had 

improved their quality of life because of the information that had been provided to them about 

their illness.  In addition, participants had received assistance with food, utilities, and gas cards.  

The participants reported a breakdown of communication between the case manager and the 
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agency.  They reported that case managers often did not know about services or changes in 

services at the local and state levels.  But, they stated that the case manager and agency tried to 

be fair and supportive overall.  An issue for clients is transportation, which sometimes impacts 

their full engagement in care.  

 

The two focus group participants from Southern Illinois Healthcare Foundation reported an 

improved quality of life as a result of the services from the agency.  Services included the ability 

to obtain medications, support groups, guidance from case manager, assistance with logistics, 

flexibility, and the ability to complete multiple activities at one place.  The participants also 

reported that the agency was fair in delivering services and handles communication well.  As 

with Madison County AIDS Program, transportation was identified as a barrier to services.  They 

would like the case managers to make home visits.  One additional suggestion was a creation of 

an advisory board.  The participants reported funding to be the biggest issue. 

 

All of the focus group participants expressed an improvement in their quality of life as a result of 

services received from case management agencies.  Participants reported a variety of services, 

depending on the agency, as being beneficial to their lives.  In addition, challenges and 

suggestions for improvement in quality services were described by the focus group participants 

for the agency at which they receive services. 

 

Client Satisfaction Survey – 2009  

The Department issues a client satisfaction survey annually in order to assess the satisfaction of 

services provided for Ryan White Part B and Housing Opportunities for Persons with AIDS 

(HOPWA), which helps in guiding future funding decision and programmatic improvements.  

The response rate for the FY2009 client satisfaction survey was 30.3 percent, with 1,375 clients 

responding.  Clients responded to various questions regarding services received during the 

previous 12 months.  The demographics of the respondents are as follows, with some 

comparisons to 2007 and 2008 figures. 
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Figure 18.  Response Rate Trends 

 
 

Table 18.  Gender 

 Number Percent 

Male 938 71.4% 

Female 366 27.7% 

Transgender 9 0.7% 

Total 1,313   

 

 

 

Table 19.  Age 

 Number Percent 

Younger than  
17 

11 0.8% 

18-24 30 2.3% 

25-44 496 37.8% 

45-64 741 56.5% 

65 and Older 34 2.6% 

Total 1,312   

 

Table 20.  Race/Ethnicity 

 Number Percent 

White 476 37.0% 

Black/African American 610 47.5% 

Hispanic or Latino/a 153 11.9% 

Asian 4 0.3% 

Native Hawaiian/Pacific Islander 2 0.2% 

American Indian/Alaskan Native 9 0.7% 

Other/Unknown 9 0.7% 

More than One 22 1.7% 

Total 1,285   
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Table 21.  Risk Factor at Diagnosis 

 Number Percent 

Sex with Male 773 65.8% 

Sex with Female 165 14.1% 

IDU 75 6.4% 

Blood/Blood Products 30 2.6% 

Mother is/was HIV+ 11 0.9% 

Sex with IDU 15 1.6% 

Other Risk 30 2.6% 

Multiple Combinations 75 6.4% 

Total 1174   

Table 22.  Current Risk Factor 

  Number Percent 

Sex with Male 603 55.0% 

Sex with Female 163 14.9% 

IDU 11 1.0% 

Sex with IDU 5 0.5% 

Other 281 25.6% 

Multiple Combinations 33 3.0% 

Total 1096   

 

 

 

Clients rated services they received on topics, such as quality, access, confidentiality, helped to 

stay in care, helped maintain independence, and/or overall satisfaction, on a five-point Likert 

scale.  The goal for all services is to have less than five percent of respondents rating the service 

as slightly below or below average satisfaction.   

 

Overall satisfaction with case management services (including both medical and non-medical 

case management) was 93.5 percent or above average.  The trend for case management 

satisfaction rating as slightly above and above average is shown in the following figure. 

 

Figure 19.  Case Management Trends for Slightly Above and Above Average Satisfaction 

 
Overall satisfaction with medical nutritional therapy was 90.4 percent.  Unmet need among 

current clients was approximately 27 percent for medical nutritional therapy. 
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Figure 20.  Medical Nutritional Therapy Trends for Slightly Above and Above Average 

Satisfaction 

 
Mental health overall satisfaction was 87.9 percent and unmet need among current clients was 

23.5 percent. 

 

Figure 21.  Mental Health Trends for Slightly Above and Above Average Satisfaction 

 
Oral health care services remain a topic for improvement in terms of access, education, and 

overall satisfaction.  Ease of access to dental services satisfaction was 80.4 percent, helped to 

stay in care was 82.0 percent, and overall satisfaction was 84.4 percent.  The results show the 

need to continue to work on increasing the number of dental providers, as well as educating 

clients on how oral health care affects their overall health.  Approximately 53 percent of 

respondents who did not use oral health care services in the previous 12 months stated they need 

the service. 
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Figure 22.  Oral Health Care Trends for Slightly Above and Above Average Satisfaction 

 
 

Overall satisfaction with outpatient/ambulatory was 91.3 percent and unmet need among current 

clients was 19 percent. 

 

Figure 23.  Outpatient/Ambulatory Trends for Slightly Above and Above Average Satisfaction 

 
Overall satisfaction with substance abuse services was 88.9 percent, while helping to stay in care 

was only 85.8 percent, which stresses the need to educate clients as to the importance of 

substance abuse services.  Unmet need among current clients was 9.1 percent. 

 

Figure 24.  Substance Abuse Trends for Slightly Above and Above Average Satisfaction 

 
*Substance abuse services were not funded at the time the 2008 client satisfaction survey was distributed. 
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For the supportive services offered in Illinois, overall satisfaction was 92.2 percent for 

emergency financial assistance, 88.2 percent for food bank/home-delivered meals, 90.5 percent 

for housing services, 85.2 percent for legal, 88.6 percent for psychosocial support, and 89.7 

percent for transportation.  Unmet need among current clients was 20.1 percent for emergency 

financial assistance, 17.7 percent for food bank/home-delivered meals, 18.7 percent for housing 

services, 28.9 percent for legal, 20.5 percent for psychosocial (support groups), and 14.7 percent 

for transportation. 

 

Figure 25.  Emergency Financial Assistance Trends for Slightly Above and Above Average 

Satisfaction 

 
 

Figure 26.  Food Bank/Home-Delivered Meal Trends for Slightly Above and Above Average 

Satisfaction 
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Figure 27.  Housing Trends for Slightly Above and Above Average Satisfaction 

 
Figure 28.  Legal Service Trends for Slightly Above and Above Average Satisfaction 

 
Figure 29.  Psychosocial Support Service Trends for Slightly Above and Above Average 

Satisfaction 
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Figure 30.  Transportation Service Trends for Slightly Above and Above Average Satisfaction 

 
The client satisfaction survey also asked clients to self-report their last CD4 and viral load test.  

Approximately 71 percent of clients self-reported a CD4 test in the previous three months and 73 

percent of clients self-reported a viral load test in the previous three months. 

 

Figure 31.  Last CD4 Test Trend 

 
Figure 32.  Last Viral Load Test Trend 

 
The survey asked clients to rate their knowledge of HIV and of prevention services.  Following 

are the results for clients that responded “yes” to each topic.  
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Table 23.  HIV Knowledge And Prevention 

 2008 2009 

I know where to access free condoms. 95.6% 96.1% 

I know where to get counseling for risk reduction. 94.2% 93.3% 

I know where to refer someone for HIV testing. 95.2% 96.2% 

I am comfortable talking to my case manager about risk reduction. 94.8% 97.3% 

I am able to talk to my partner about my status. 89.3% 90.5% 

 

Clients then self-reported if they have received the hepatitis A and B vaccine.  Approximately 78 

percent responded yes, while 12 percent said no or they did not complete, and 10 percent were 

unknown.  Approximately 98 percent of clients rated their knowledge of HIV and AIDS as good 

or excellent and 97 percent rated their knowledge of STDs as good or excellent. 

 

The survey then assessed clients for employment, financial, or housing needs.  The following 

table shows the percent of clients that indicated they need assistance with the specific topic listed 

and a comparison to 2008 responses.  These questions will help the program ensure the 

availability of appropriate resources for client referrals. 

 

Table 24.  Client Needs 

 2008 2009 

Employment Needs 

Information on Jobs 59.2% 56.1% 

Help with Applications, Resumes 39.2% 38.7% 

Job Training Classes 49.0% 44.5% 

Work Experience Projects 46.4% 41.8% 

Financial Needs 

Preparing Household Budget 39.1% 36.0% 

Loans and Credit Cards 30.7% 29.2% 

Preparing Income Taxes 33.3% 31.1% 

Good Shopping Decisions 35.4% 32.0% 

Housing Needs 

Information on Housing 60.1% 44.9% 

Applying for Section 8 54.4% 36.0% 

Housing Counseling 49.9% 33.8% 

Help with Landlords 46.1% 30.7% 

Home Repair  38.8% 26.9% 

Deposit Assistance 49.1% 38.0% 

Ongoing Rent Assistance 69.6% 55.8% 

Occasional Rent Assistance 63.6% 52.5% 

Homeless Prevention 65.0% 51.3% 
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Client Satisfaction Survey – 2010  

In FY2010, 1,075 clients responded to the client satisfaction survey on Ryan White Part B and 

HOPWA programs.  This year the survey was available both online and through paper copies.  

The response for FY2010 was a 21.8 percent decrease from FY2009.  Some regions mailed 

surveys while others relied solely on the online survey.  Survey responses will increase as more 

clients become aware of the online option. 

 

Clients responded to various questions regarding services received during the previous 12 

months.   

 

Approximately 71.6 percent of respondents were male, 27.5 percent female, and less than one 

percent transgender (figure 33).  The majority of respondents were 45 to 64 years of age with 

almost 57 percent, followed by 25 to 44 years of age with 36 percent (figure 34).  Approximately 

45 percent of respondents were black or African American, followed by 39 percent reporting 

white and 12 percent Hispanic or Latino/a (figure 35). 

 

Figure 33.  Gender 

 
 

Figure 34.  Age 
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Figure 35.  Race/Ethnicity 

 
 

A new question on the survey asked clients when they were first diagnosed with HIV/AIDS.  

More than 36 percent reported they were first diagnosed between 10 to 20 years ago (figure 35).  

Approximately 14 percent reported they were first diagnosed more than 20 years ago. 

 

Figure 35.  First Diagnosis Of HIV/AIDS 

 
 

The survey then collected information on risk factors at diagnosis and current risk factors.  The 

most common risk factor at diagnosis and current risk factor was sex with a male.  The tables 

below show the risk factor at diagnosis (table 24) and current risk factor (table 25) broken down 

by gender.  In both questions, clients were allowed to choose multiple risk factors. 
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Table 24.  Risk Factors At Diagnosis By Gender 

  Male Female Transgender Total 
Responses 

Sex with Male 461 219 7 687 

Sex with Female 178 4 1 183 

Injection Drug Use 65 23 0 88 

Received Blood/Blood Products 38 16 1 55 

Mother Is/Was HIV+ 1 7 0 8 

Multiple Risks 67 44 0 111 

Other 39 24 1 64 

Totals 849 337 10 1196 

 

Table 25.  Current Risk Factors By Gender 

  Male Female Transgender Total 
Responses 

Sex With Male 353 137 7 497 

Sex With Female 122 3 1 126 

Injection Drug Use 17 1 0 18 

Received Blood/Blood Products 0 3 0 3 

Multiple Risks 11 4 0 15 

Other 161 91 0 252 

Totals 664 239 8 911 

 

The majority of clients, almost 69 percent, report their last CD4 test in the previous three 

months, which follows trends since 2008 (figure 36).  The most recent viral load tests are very 

similar, with 69 percent also reporting a viral load test in the previous three months (figure 37).   

 

Figure 36.  Last CD4 Test Trends 
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Figure 37.  Last Viral Load Test Trends 

 
 

Clients rated services they received on topics, such as quality, access, confidentiality, helped to 

stay in care, helped maintain independence, and/or overall satisfaction, on a five-point Likert 

scale.  The goal for all services is to have less than five percent of respondents rating the service 

as slightly below or below average satisfaction.   

 

Medical case management services overall satisfaction rated 94.8 percent as satisfied or very 

satisfied (figure 38).  Clients rating overall satisfaction as dissatisfied or very dissatisfied were 

1.7 percent.  The trend for case management satisfaction rating as slightly above and above 

average is shown below. 

 

Figure 38.  Medical Case Management Trends for Satisfied or Very Satisfied 

 
 

Overall satisfaction with medical nutritional therapy was 85.4 percent (figure 39).  No clients 

rated the service as dissatisfied or very dissatisfied.  Unmet need among survey participants was 

approximately 13 percent for medical nutritional therapy. 
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Figure 39.  Medical Nutritional Therapy Trends for Satisfied or Very Satisfied 

 
Overall satisfaction with mental health services were 85.4 percent and unmet need among survey 

participants was 9.2 percent (figure 40).  Clients rating overall satisfaction as dissatisfied or very 

dissatisfied were 2.8 percent.   

 

Figure 40.  Mental Health Trends for Satisfied or Very Satisfied 

 
 

Oral health care services continue to remain a topic for improvement in terms of access, 

education, and overall satisfaction (figure 41).  Ease of access to dental services satisfaction 

increased slightly to 80.8 percent as satisfied or very satisfied, helped to stay in care satisfied or 

very satisfied decreased to 79.9 percent, and overall satisfaction increased to 88.1 percent as 

satisfied or very satisfied.  Clients rating overall satisfaction as dissatisfied or very dissatisfied 

were 7.3 percent.  The results show that the continuing need to work on increasing the number of 

dental providers, as well as educating clients on how oral health care affects their overall health.  

Approximately 21.48 percent of survey respondents who did not use oral health care services in 

the previous 12 months stated they need the service. 
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Figure 41.  Oral Health Care Trends for Satisfied or Very Satisfied 

 
Overall satisfaction with outpatient/ambulatory was 92.8 percent and unmet need among survey 

participants was 3.08 percent (figure 42).  Clients rating overall satisfaction as dissatisfied or 

very dissatisfied were 2.9 percent.   

 

Figure 42.  Outpatient/Ambulatory Trends for Satisfied or Very Satisfied 

 
Overall satisfaction with substance abuse services was 88.2 percent (figure 43).  However, 

dissatisfied or very dissatisfied for every category was over 6 percent:  quality of service 6.3 

percent, ease of appointment 7.6 percent, confidentiality/privacy 5.4 percent, overall satisfaction 

6.5 percent, and helped stay in medical care 10.8 percent.  These results stress the need for case 

management to educate clients as to the importance of substance abuse services and how it 

relates to overall health.  Unmet need among survey participants was 3.6 percent. 
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Figure 43.  Substance Abuse Trends for Satisfied or Very Satisfied 

 

 
 
*Substance abuse services were not funded at the time the 2008 client satisfaction survey was distributed. 

 

For the supportive services offered in Illinois, overall satisfaction was 93.2 percent for 

emergency financial assistance (figure 44), 93.1 percent for food bank/home-delivered meals 

(figure 45), 94.2 percent for housing services (figure 46), 87.1 percent for legal (figure 47), 95.3 

percent for psychosocial support (figure 48), and 88.1 percent for transportation (figure 49).  

Unmet need among survey participants was 10.8 percent for emergency financial assistance, 12.7 

percent for food bank/home-delivered meals, 14.9 percent for housing services, 12.6 percent for 

legal, 10.3 percent for psychosocial (support groups), and 7.6 percent for transportation.  Overall 

satisfaction for linguistic services was 50 percent as very satisfied and 50 percent neutral; 

however, only two clients who used the service responded to these questions.  Unmet need 

among survey participants was less than one percent, at 0.29 percent. 

 

Figure 44.  Emergency Financial Assistance Trends for Satisfied or Very Satisfied  
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Figure 45.  Food Bank/Home-Delivered Meal Trends for Satisfied or Very Satisfied 

 

 
 

Figure 46.  Housing Trends for Slightly Satisfied or Very Satisfied 

 
 

Figure 47.  Legal Service Trends for Satisfied or Very Satisfied 
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Figure 48.  Psychosocial Support Service Trends for Satisfied or Very Satisfied 

 
*Question on accessibility of support groups was not asked prior to 2010. 

 

Figure 49.  Transportation Service Trends for Satisfied or Very Satisfied 

 
 

The survey asked clients to rate their knowledge of HIV and of prevention services.  Following 

are the results for clients that responded “yes” to each topic (table 26).  

 

Table 26.  HIV Knowledge And Prevention 

 2008 2009 2010 

I know where to access free condoms. 95.6% 96.1% 95.2% 

I know where to get counseling for risk reduction. 94.2% 93.3% 94.4% 

I know where to refer someone for HIV testing. 95.2% 96.2% 94.6% 

I am comfortable talking to my case manager about risk reduction. 94.8% 97.3% 96.7% 

I am able to talk to my partner about my status. 89.3% 90.5% 89.1% 

 

Clients self-reported if they have received the hepatitis A and B vaccine (figure 50).  

Approximately 76 percent responded yes, while 13 percent said no or they did not complete, and 

11 percent were unknown.  Approximately 98 percent of clients rated their knowledge of HIV 

and AIDS as good or excellent and approximately 97 percent rated their knowledge of STDs as 

good or excellent (table 27).  The survey also asks clients about referrals and testing knowledge 

(table 28). 
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Figure50.  Hepatitis Vaccination 

 
 

Table 27.  Knowledge 

  Excellent Good Poor 

How would you rate your knowledge of HIV/AIDS? 51.7% 

(511) 

46.4% 

(458) 

1.9% 

(19) 

How would you rate your knowledge of sexual transmitted 
diseases (STDs)? 

54.5% 

(530) 

42.4% 

(413) 

3.1% 

(30) 

 

Table 28.  Referrals And Testing 

  Yes No Unknown 

I know how to get a referral for free hepatitis vaccinations. 75.7% 

(711) 

13.4% 

(126) 

10.9% 

(102) 

I know where I can receive free or low-cost testing and 
treatment for sexually transmitted diseases. 

88.3% 

(862) 

7.0% 

(68) 

4.7% 

(46) 

I know I should be screened at least annually for sexually 
transmitted diseases. 

85.9% 

(843) 

8.8% 

(86) 

5.3% 

(52) 

I have received a test to see if I have been exposed to 
tuberculosis. 

86.4% 

(855) 

7.7% 

(76) 

6.0% 

(59) 

 

The survey assessed clients for employment, financial, or housing needs (table 29).  The 

following table shows the percent of clients that indicated they need assistance with the specific 

topic listed and a comparison to 2008 and 2009 responses.  These questions will help the 

program ensure the availability of appropriate resources for client referrals. 
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Table 29.  Client Needs 

 2008 2009 2010 

Employment Needs 

Information on Jobs 59.2% 56.1% 24.7% 

Help with Applications, Resumes 39.2% 38.7% 16.4% 

Job Training Classes 49.0% 44.5% 18.6% 

Work Experience Projects 46.4% 41.8% 18.8% 

Financial Needs 

Help/Advice Preparing a Household Budget. 39.1% 36.0% 22.4% 

Help/Advice on Loans and Credit Cards. 30.7% 29.2% 14.0% 

Help/Advice Preparing Income Taxes. 33.3% 31.1% 13.5% 

How to Make Good Shopping Decisions. 35.4% 32.0% 19.5% 

Housing Needs 

Information on Available Houses or Apartments 60.1% 44.9% 34.8% 

Help with Applying for Section 8 Housing 54.4% 36.0% 29.2% 

Counseling on Housing Options 49.9% 33.8% 25.3% 

Help with Landlords 46.1% 30.7% 22.0% 

Help with Home Repair and Upkeep 38.8% 26.9% 19.2% 

Help with Deposit Assistance for Renting 49.1% 38.0% 28.8% 

Ongoing Assistance with Paying Rent 69.6% 55.8% 39.6% 

Occasional Help with Paying Rent 63.6% 52.5% 40.8% 

Help to Prevent or Reduce Risk of Becoming Homeless 65.0% 51.3% 37.2% 

 

The DSU included a section on the survey to evaluate medication and ADAP needs.  

Approximately 93 percent of client participants reported they are currently prescribed medicine 

for their HIV/AIDS, with approximately 98 percent self-reporting they are taking their 

medications as prescribed.  

 

The 69 survey participants (7 percent) who reported they were not taking medications were 

asked the reason why, as shown in table 30.  Clients were allowed to select multiple reasons. 
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Table 30.  Reasons for Not Taking HIV Medications 

Reason Response 
Percent 

Response 
Total 

There were too many unpleasant side effects. 8.33% 5 

They were not effective for me. 5.00% 3 

They were too difficult to take as prescribed. 5.00% 3 

No doctor has ever offered them to me. 11.67% 7 

I choose not to take them. 6.67% 4 

My doctor did not think it was a good idea for 
me. 

16.67% 10 

T-cell count too high/still too healthy. 63.33% 38 

Cannot pay for meds/don't have insurance for 
them. 

11.67% 7 

I don't want anyone to know I'm taking HIV 
medications. 

1.67% 1 

Other 16.67% 10 

 

Clients were asked for the payer source of their medications (figure 51), which allowed for 

multiple selections.  The majority of clients reported Medicaid (42.0 percent), Illinois ADAP 

(36.6 percent), and Medicare (30.6 percent). 

 

Figure 51.  HIV/AIDS Medication Payer Source 

 
 

Clients were asked to describe their medication usage during the last month (table 31).  The 

majority of clients, 63 percent, reported they did not miss any doses in the last month, while 32 

percent reported they missed a few doses in the last month. 
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Table 31.  Medication Usage During Last Month 

 Response 
Percent  

I have not missed any doses in the past month. 63.42% 

I have missed a few doses in the last month, but took nearly all my doses. 32.44% 

I took more than half of my doses, but not nearly all. 1.74% 

I took about half of my doses. 0.80% 

I took some of my doses, but not half. 0.40% 

Other 2.27% 

 

For clients receiving medications through Illinois ADAP, clients were asked to rate their 

satisfaction (table 32). 

 

Table 32.  ADAP Satisfaction 

  Very 
Satisfied/ 
Satisfied 

Ease of the ADAP application process 89.0% 

Interaction with ADAP staff is helpful and professional 87.9% 

Experience with dispensing pharmacy - CVS Caremark Specialty 
Pharmacy 

90.7% 

How ADAP handles your confidentiality/privacy 94.4% 

Overall satisfaction with ADAP 93.0% 

 

The final question asked clients if a doctor, nurse, or case manager has provided them with 

treatment adherence education (Figure 52).  Approximately 81 percent survey respondents 

reported receiving treatment adherence education. 

 

Figure 52.  Treatment Adherence Education 

 
The results of the annual client satisfaction survey allow the program to evaluate the impact of 

the Ryan White program to see how the clients have perceived the program in the past year and 

if the services have allowed them to access or maintain HIV care, as well as reviewing trend data 

for the last several years to evaluate long-term changes.  Based upon the results of the survey and 

service utilization data, the process for making improvements to the Part B programming can 

begin. 
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Client Satisfaction Survey – 2011  

The FY2011 annual client satisfaction survey is issued to all clients that have received a Ryan 

White or HOPWA service in the previous year.  The Ryan White advisory board reviews the 

survey for any changes prior to distribution.  In addition, the Illinois Prevention Community 

Planning Group (PCPG) reviewed the survey and made some additions to gauge prevention 

knowledge and needs.  The survey is distributed by each lead agency statewide between 

December 2011 and March 2012.  For the last two years, the survey has been available online.  

Each region has the option of distributing hard copies of the survey and/or completing it online.  

The responses per region are listed below. 

 

Table 23.  Response By Region 

Region  Number  Percent  

1 – Winnebago  120 15.9% 

2 – Peoria  167 22.1% 

3 – Sangamon  77 10.2% 

4 – St. Clair 87 11.5% 

5 – Jackson  30 4.0% 

6 – Champaign  75 9.9% 

7 – Collar  9 1.2% 

8 – Cook  191 25.3% 

Total 756 100.0% 

 

The response trend since 2007 is shown in Figure 1 below.  Since 2008, responses have been on 

a decline. 

 

Figure53.  Response Trend 

 
 

Approximately 75.1 percent of respondents were male, 23.9 percent female, and one percent 

transgender (table 34).  The proportion of male, female, and transgender clients have remained 

consistent since 2007 (figure 54).  The majority of respondents were 45 to 64 years of age with 

approximately 62 percent, followed by 25 to 44 years of age with 31 percent (table 35).  Since 

2007, the clients responding to the survey age 45 to 64 have steadily increased, while ages 25 to 

44 have decreased.  Approximately 52 percent of respondents were white, followed by 36 

percent black or African American, and 9 percent Hispanic or Latino/a (table 36). 
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Table 34.  Gender 

 Number  Percent  

Male 550 75.1% 

Female 175 23.9% 

Transgender 7 1.0% 

Total 732 100.0% 

 

Figure 54.  Gender Trends 

 
 

Table 35.  Age 

 Number  Percent  
Under 17 1 0.1% 

18-24 17 2.3% 

25-44 231 31.3% 

45-64 459 62.2% 

65 and 
Older 

30 4.1% 

Total 738 100.0% 
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Figure 55.  Age Trends 

 
 

Table 36.  Race/Ethnicity 

 Number  Percent  
White 381 51.8% 

Black/African American 261 35.5% 

Hispanic or Latino/a 63 8.6% 

Asian 3 0.4% 

Native Hawaiian/Pacific Islander 1 0.1% 

American Indian/Alaskan Native 8 1.1% 

Other/Unknown 17 2.3% 

More than One 1 0.1% 

Total 735 100.0% 

 

Approximately 40 percent reported they were first diagnosed with HIV/AIDS between 10 to 20 

years ago (table 37).  Approximately 15 percent reported they were first diagnosed more than 20 

years ago. 
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Table 37.  First Diagnosis Of HIV/AIDS 

 Number  Percent  

Less than 6 months 14 1.9% 

6 months to 1 year 22 3.0% 

1 to 2 years 35 4.8% 

2 to 5 years 106 14.4% 

5 to 10 years 159 21.6% 

10 to 20 years 292 39.7% 

More than 20 years 108 14.7% 

Total 736 100.0% 

 

The survey then collected information on risk factors at diagnosis and current risk factors.  The 

most common risk factor at diagnosis and current risk factor was sex with a male.  The tables 

below show the risk factor at diagnosis (table 38) and current risk factor (table 39) broken down 

by gender.  In both questions, clients were allowed to choose multiple risk factors. 

 

Table 38.  Risk Factors At Diagnosis By Gender 

 

 
 

Some of the responses to “other” risk factor at diagnosis include the following: 

 Accident, worked at hospital 

 CAN, worked with residents blood  

 Dating 

 Did not explain 

 Don't know 

 Husband 

 Mass vaccinations 

 My wife 

 Needle stick 

 Prostitute 

 Rape 

 Sexually transmitted but unsure 

when or by whom 

 Smoked meth 

 Tattoos 
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Table 39.  Current Risk Factors By Gender 

 
 

Some of the “other” current risk factor responses are as follows. 

 Does not apply 

 Monogamous relationship 

 No dating – a little afraid of getting 

more viruses 

 Not sexually active 

 Nothing – too old, not dating 

 Safe sex  

 Single 

 Tattoo 

 Use condoms

 

The survey asked clients if they have seen their doctor in the last six months.  Nearly all clients, 

approximately 94 percent, had seen their doctors in the last six months. 

 

Table 40.  Last Doctor Appointment 

 Number  Percent  

More than 6 months 33 4.5% 

Less than 6 months 689 94.3% 

Unsure 9 1.2% 

Total  731 100.0% 

 

The majority of clients, 97 percent, report their last CD4 test and viral load test in the previous 

six months (both three to six months and three to six months), which follows trends since 2008 

(figures 56 and 57).   
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Figure 56.  Last CD4 Test Trends 

 
 

Figure 57.  Last Viral Load Test Trends 

 
 

Clients rated services they received on topics, such as quality, access, confidentiality, helped to 

stay in care, helped maintain independence, and/or overall satisfaction, on a five-point Likert 

scale.  The goal for all services is to have less than five percent of respondents rating the service 

as slightly below or below average satisfaction.   

 

Overall satisfaction with medical case management services was 93.8 percent (figure 58).  

However, 1.8 percent of clients rated overall satisfaction as dissatisfied or very dissatisfied.  The 

trend for case management satisfaction rating as slightly above and above average is shown 

below. 
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Figure 58.  Medical Case Management Trends for Satisfied or Very Satisfied 

 
Two questions were added regarding partner notification and discussing risk behaviors, as 

indicated below in table 41. 

 

Table 41.  Case Management Partner Notification and Risk Behavior Discussions. 

 Agree Neutral Disagree Total 

My case manager asks me about my 
partner(s) who may need notification and 
testing for possible HIV exposure.   

84.0% 11.9% 4.1% 708 

My case manager makes me feel 
comfortable discussing my sex life and 
alcohol and/or drug use.   

89.8% 7.7% 2.4% 729 

 

Overall satisfaction with medical nutritional therapy was 85.6 percent (figure 59).  In the survey, 

we were also able to assess unmet need with responding clients.  Unmet need among survey 

participants was approximately 13 percent for medical nutritional therapy. 
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Figure 59.  Medical Nutritional Therapy Trends For Satisfied Or Very Satisfied 

 
Overall satisfaction with mental health services were 81.6 percent and unmet need among survey 

participants was 9.2 percent (figure 60).  However, five percent of clients were dissatisfied or 

very dissatisfied in overall satisfaction and 7.7 percent were dissatisfied or very dissatisfied in 

accessibility to mental health services.   

 

Figure 60.  Mental Health Trends For Satisfied Or Very Satisfied 

 
Oral health care services continue to remain a topic for improvement in terms of access, 

educations, and overall satisfaction (figure 61).  Ease of access to dental services satisfaction 

increased to 87.4 percent as satisfied or very satisfied, helped to stay in care satisfied or very 

satisfied improved slightly to 81.2 percent, and overall satisfaction slightly decreased 87.5 

percent as satisfied or very satisfied.  Overall satisfaction was rated as dissatisfied or very 

dissatisfied by 4.3 percent of clients.  The results show the need to continue to work on 

increasing the number of dental providers, as well as educating clients on how oral health care 

affects their overall health.  Approximately 25.3 percent of survey respondents who did not use 

oral health care services in the previous 12 months stated they need the service, an increase from 

the previous year of 21.48 percent. 
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Figure 61.  Oral Health Care Trends for Satisfied or Very Satisfied 

 
Overall satisfaction with outpatient/ambulatory was 90.3 percent (figure 62) and unmet need 

among survey participants was 3.2 percent.  However, 2.9 percent of clients rated overall 

satisfaction as dissatisfied or very dissatisfied.   

 

Figure 62.  Outpatient/Ambulatory Trends for Satisfied or Very Satisfied 

 
 

Overall satisfaction with substance abuse services was 89.8 percent.  However, a number of 

clients stated they were dissatisfied or very dissatisfied with the quality of service, 9.0 percent; 

confidentiality/privacy, 6.6 percent; overall satisfaction, 11.1 percent; and helped stay in medical 

care, 11.6 percent.  These results stress the need for case management to educate clients as to the 

importance of substance abuse services and how it relates to overall health.  Unmet need among 

survey participants was 18.5 percent. 
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Figure 63.  Substance Abuse Trends for Satisfied or Very Satisfied 

 
*Substance abuse services were not funded at the time the 2008 client satisfaction survey was distributed. 

 

For the supportive services offered in Illinois (figures 64 to 69) overall satisfaction was 94.6 

percent for emergency financial assistance, 89.5 percent for food bank/home-delivered meals, 

95.6 percent for housing services, 85.7 percent for legal, 73.3 percent for psychosocial support, 

and 86.2 percent for transportation.  Unmet need among survey participants was 16.8 percent for 

emergency financial assistance, 17.2 percent for food bank/home-delivered meals, 23.3 percent 

for housing services, 16.3 percent for legal, 18.5 percent for psychosocial, and 12.3 percent for 

transportation. 

 

Figure 64.  Emergency Financial Assistance Trends for Satisfied or Very Satisfied  
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Figure 65.  Food Bank/Home-Delivered Meal Trends for Satisfied or Very Satisfied 

 
Figure 66.  Housing Trends for Slightly Satisfied or Very Satisfied 

 
Figure 67.  Legal Service Trends for Satisfied or Very Satisfied 
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Figure 68.  Psychosocial Support Service Trends for Satisfied or Very Satisfied 

 
*Question on accessibility of support groups was not asked prior to 2010. 

 

Figure 69.  Transportation Service Trends for Satisfied or Very Satisfied 

 
 

The survey asked clients to rate their knowledge of HIV and of prevention services.  Following 

are the results for clients that responded “yes” to each topic (table 43).  

 

Table 43.  HIV Knowledge and Prevention 
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 Yes  

It has been easy for me to access free condoms. 95.5%  
It has been easy for me to access free syringes. 58.6%  

I have received free counseling to help me change my risky sexual or drug using 
behavior. 

77.2%  

I have referred a friend, sexual partner, or injection partner for free HIV testing. 59.4%  
My case manager has talked to me about prevention or risk reduction behaviors 
and services. 

91.1%  

I have talked to my partner(s) about my HIV/AIDS status. 90.6%  

I have talked to my family or friends about my HIV/AIDS status. 80.6%  
My partner has received HIV testing, counseling, or risk reduction services 82.8%  
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Clients self-reported if they have received the hepatitis A and B vaccine (figure 70).  

Approximately 78.5 percent responded yes, while 10.1 percent said no or they did not complete, 

and 11.5 percent were unknown.  Approximately 97.5 percent of clients rated their knowledge of 

HIV and AIDS as good or excellent and approximately 97.2 percent rated their knowledge of 

STDs as good or excellent (figure 71).  The survey also asked client about referrals and testing 

knowledge (table 45). 

 

Figure 70.  Hepatitis Vaccination 

 
 

Figure 71.  Knowledge 

 
 

Table 45.  Referrals And Testing 

 Yes  No  Total  

Access free or low-cost testing for STDs. 93.6%  6.4%  685  

I know I should be screened annually for STDs. 90.6%  9.4%  683  

I received screening for STDs in past year. 76.9%  23.1%  676  

I received testing for tuberculosis. 90.4%  9.6%  678  
 

The 2011 survey added a question to find out if Ryan White clients were interested in more 

information about ways to protect themselves or partners while engaging in sex or injecting 

drugs, as shown in Table 46.  Table 47 shows the type of prevention services needed statewide, 

while Table 48 breaks down the prevention services needed by region.
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Table 46.  Prevention Needs 

 Yes  No  Total  

I would like more information about ways to protect myself or 
partners while engaging in sex or injecting drugs. 

40.8%  59.2%  649  

 

Table 47.  Type of Prevention Services – Statewide Results 

 Number  Percent  

Free Condoms 135 24.2% 
Safer Sex 112 20.1% 

Risk Prevention Counseling (One-On-
One) 

79 14.2% 

Hepatitis A and B Vaccination 74 13.3% 
Clean Syringes 25 4.5% 

Support Groups 148 26.6% 
Hepatitis A, B, and C Screening 84 15.1% 

Other 15 5.4% 
N/A 278 49.9% 

Total Respondents 557 100.0% 
 

Table 48.  Type Of Prevention Services – Results By Region 

Region #:  1  2  3  4  5  6  7  8  
Free Condoms 23  19  15  20  6 5 1 46 

Safer Sex 15  14  11  13  5 2 0 52 

Risk Prevention Counseling  9  9  8  11  4 2 0 36 

Hepatitis A and B Vaccination 13  11  11  8  3 5 0 23 

Clean Syringes 2  5  3  4  2 3 0 6 
Support Groups 18  27  14  23  7 10 0 49 

Hepatitis A, B, and C Screening 17  9  13  8  3 4 0 30 
Other 6  2  1  0  0 1 0 5 

Total Respondents 103  96  76  87  30 32 1 247 
 

The survey assessed clients for employment (figure 72), financial (figure 73), or housing needs 

(figure 74).  The following table shows the percent of clients that indicated they need assistance 

with the specific topic listed and a comparison to 2008, 2009, and 2010 responses.  These 

questions will help the program ensure the availability of appropriate resources for client 

referrals. 
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Figure 72.  Employment Needs 

 
Figure 73.  Financial Needs 

 
Figure 74.  Housing Needs 
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The DSU included a section on the survey to evaluate medication and ADAP needs.  

Approximately 95 percent of client participants reported they are currently prescribed medicine 

for their HIV/AIDS (table 45), with approximately 99 percent self-reporting they are taking their 

medications as prescribed (table 46).  

 

Table 45.  Currently Prescribed HIV/AIDS Medications 

  Number Percent 

Yes 716 95.2% 
No 36 4.8% 

Total Respondents 752 100.0% 
 

Table 46.  Taking HIV/AIDS Medications as Prescribed 

  Number Percent 

Yes 680 99.1% 

No 6 0.9% 

Total Respondents 686 100.0% 
 

Then, clients were asked to describe their medication adherence in the past month (table 47.)  

Only 67.7 percent reported they did not miss any doses in the past month.  The two-year trend is 

shown in figure 75. 

 

Table 47.  Medication Adherence 

  Number Percent 

Not missed any doses 478 67.7% 

Missed a few 202 28.6% 

Took more than half 4 0.6% 

Took about half 5 0.7% 
Took some 4 0.6% 

Other 13 1.8% 
Total Respondents 706 100.0% 
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Figure 75.  Medication Adherence Trends 

 
 

The 36 survey participants (4.8 percent) who reported they were not taking medications were 

asked the reason why, as shown in table 48.  Clients were allowed to select multiple reasons. 

 

Table 48.  Reasons for Not Taking HIV Medications 
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Other 9 31.0% 
Total Respondents 29 100.0% 
 

Approximately 84 percent of clients stated they received treatment adherence education by 

doctor, nurse, or case manager (table 49). 

 

Table 49.  Treatment Adherence Education by Doctor, Nurse, or Case Manager 

  Number Percent 

Yes 582 83.5%  
No 115 16.5%  

Total Respondents 697 100.0%  
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Clients were asked for the payer source of their medications (table 50), which allowed for 

multiple selections.  The majority of clients reported Illinois ADAP (44.5 percent), Medicare 

(33.9 percent), and Medicaid (31.5 percent), 

 

Table 50.  HIV/AIDS Medication Payer Source 

  Number Percent 

Medicare 239 33.9% 
Medicaid 222 31.5% 

VA 24 3.4% 

Illinois ADAP 313 44.5% 
Private Insurance 46 6.5% 

COBRA 5 0.7% 
Self-pay 50 7.1% 

Other 36 5.1% 
Total Respondents 704 100.0% 
 

For clients receiving medications through Illinois ADAP, clients were asked to rate their 

satisfaction (table 51).  It is important to note that ADAP transitioned from a paper application to 

an online application in July 2011. 

 

Table 51.  ADAP Satisfaction 

  Above Neutral Below Total 

Ease of online application 78.8% 17.9% 3.3% 302 
Interaction with ADAP staff 82.6% 14.0% 3.3% 299 

Experience with CVS Caremark 91.0% 6.4% 2.6% 312 

Confidentiality 93.2% 5.5% 1.3% 307 
Overall satisfaction 90.9% 6.8% 2.3% 308 
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Appendix D:  SCSN/ICP Statewide Meeting Attendees 

First Name Last Name Agency Ryan 
White 
Part 

Other Provider Type 
Represented 

Hannah Anderson Chicago Department of Public Health A PCPG 

Marcy Ashby SIU School of Medicine B Housing, Part B Ryan White Lead 
Agency 

Mike Benner GCAP C Housing, Supportive Services 

Pam Briggs University of Illinois College of 
Medicine 

B,C Housing, Mental Health, Substance 
Abuse, Medical and Case 
Management 

Alicia Bunton AIDS Foundation of Chicago A,B   

Jamie Burns Illinois Department of Public Health B   

Linda Coon FCAN B Mental Health, Psychosocial 
Support, Legal Services 

Andrea Danner Illinois Department of Public Health B   

Gary Dunn Champaign Urbana Public Health B None 

Jeffery Erdman Illinois Public Health Association   PCPG 

Michael Gaines Illinois Department of Public Health B Corrections 

Dwight Gassett St. Clair County Health Dept. A, B Client Rep 

Jamie Gates Illinois Department of Public Health    HIV Counseling and Testing 

Iliana Gilliliand AIDS Foundation of Chicago A   

Eduardo Gonzalez Erie Family Health Center A,B,C Mental Health, Lending Hands for 
Life 

Deborah Grant Illinois Department of Public Health B Housing 

Ladarryl Hale Illinois Department of Corrections B Corrections 

Genise Heard Chicago Department of Public Health A   

Curt Hicks Illinois Department of Public Health   PCPG 

Antonio Jimenez UIC Community Outreach 
Intervention Projects 

A Substance Abuse, HIV Direct 
Services and Prevention 

Patricia Johnson Lawndale  B Faith-Based, Housing, Substance 
Abuse, Client Representative 

Linda Kasebier Illinois Department of Public Health B   

Shelton Kay Crusader Community Health C   

Chet Kelly Ruth M. Rothstein CORE Center A,B,C,
D 

  

Wendy Kelly The Project Quad Cities B PCPG 

Todd Kisner Winnebago County Health 
Department 

B Housing 

Terry Lake Vermilion County Aids Task Force B  Community Based Organization, 
Client Representative 

Megan Lengerman St. Clair County Health Dept. A,B Housing, Quality Management 

Lawrence Lewis Project ARK D Prevention Community Planning 
Group 

Michelle Lugalia-Hollon Illinois Department of Public Health   Perinatal HIV Prevention 

Fangchao Ma Illinois Department of Public Health, 
HIV/AIDS Section 
 

  Accepted 

Michael Maginn Central  Illinois Friends of People B Housing, PCPG, State Peer Program 
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with AIDS 

Jeffrey Maras Illinois Department of Public Health B   

Tina Markovich St. Clair County Health Dept. A,B Housing 

Larry Mayhew Southern Illinois Healthcare 
Foundation 

C  community health center 

Michael McFadden Howard Brown A,B,C,
D 

Mental Health, Substance Abuse, 
Adolescent Health, Prevention, 
Community Based Medical Clinic 

Bill Moran IDPH B None 

Maria Nava UIC Board of Trustees A  Prevention Case Management, HIV 
Counseling and Testing, and Syringe 
Exchange 

Janet Nuss Illinois Department of Public Health  PCPG, Prevention Community 
Planning Group 

Bashirat Olayanju AIDS Foundation of Chicago B  Quality improvement 

Susan Rehrig St. Clair County Health Department B None 

Ricardo Rivero MATEC F  Training Programs Related to the 
Clinical Management of HIV 

Lisa Roeder UIC College of Medicine- Peoria B Housing 

David Roesler Open Door Clinic A,B,C Mental Health, Substance Abuse 

Larry Rogers YMSM Statewide Capacity Building 
Project 

  Prevention Community Planning 
Group 

Carmen Sanchez RMR CORE Center D Corrections 

Barbara Schechtman MATEC F   

Steven St. Julian Jackson County Health Department B  HIV Prevention Services 

Cheryl Ward Illinois Department of Public Health B  HIV Surveillance 

Alice Wightman Heartland Health Outreach A,C   

Mildred Williamson Illinois Department of Public Health B  State Health Department 
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Appendix E:  SCSN/ICP Regional Meeting Attendees 

First Name Last Name Company Ryan 
White 
Part 

Other Provider Type 
Represented 

Belleville Meeting February 28, 2012 
Williamenia Allen East Side Health District A, B Case Management, Outreach, 

Transportation, Food 

Lori Brummer Jackson County Health Department B Case Management 

Paula Clark Jackson County Health Department B   

Andrea Danner Illinois Department of Public Health   IDPH Assistance Section Chief 

Bissi DiCenso Illinois Department of Public Health B   

Kim Donica Washington University Project ARK D Perinatal, Youth 

Megan Fleming Jackson County Health Department B Case Management 

Michael Gaines Illinois Department of Public Health B Corrections 

Dwight Gassett St. Clair County Health Department B Client Representative 

Jamie Gates Illinois Department of Public Health   Prevention 

Christy Hamilton SIU-C Student Health Center B Prevention, Advisory Board 

Miesha Houston Shawnee Health Service   Case Management, Health Educator 

Linda Kasebier Illinois Department of Public Health B   

Megan Lengerman St. Clair County Health Department A, B Quality Management, Housing 

Tina Markovich St. Clair County Health Department B   

Larry Mayhew Southern Illinois Healthcare 
Foundation 

B, C Outpatient/Ambulatory, 
Prevention, Case Management 

Sue Moore-Fenske Heartland Cares, Inc C Outpatient/Ambulatory 

Bill Moran Illinois Department of Public Health B   

Sylvia Nelson City of St. Louis Department of 
Health 

A, B Grants Administration 

Chesli Nigra Jackson County Health Department B Case Management 

Melinda Oxford Coordinated Youth & Human 
Services 

A, B Case Management, Treatment 
Adherence, Prevention, DRS 

Jeremy Ramirez Capital BSG Inc     

Allen Shelton Jackson County Health Department B Advisory Board 

Edward Smith Southern Illinois Healthcare 
Foundation 

A, B Case Management, Prevention 

Vanessa Smith Southern Illinois Healthcare 
Foundation 

    

Alison Smith Jackson County Health Department B Case Management 

Steven St. Julian Jackson County Health Department B Non-Medical Treatment Adherence 

Tammy Wall Southern Illinois Healthcare 
Foundation 

B Case Management 

Christopher Walson Southern Illinois Healthcare 
Foundation 
 

A, B Treatment Adherence 
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Rob Weis Macoupin County Public Health 
Department 

  Prevention 

Marsha Wild St. Clair County Health Department   Surveillance 

Tony Wyatt Jackson County Health Department B Client Representative 

 Bloomington Regional Meeting, February 22, 2012 

Marcy Ashby SIU School of Medicine B   

Terry Beard SIU School of Medicine B Client Representative 

Michael Benner GCAP B Housing, Nutrition 

Martin Brady SIU School of Medicine B   

Pam Briggs University of Illinois College of 
Medicine 

B,C Housing 

Elizabeth Clayton University of Illinois College of 
Medicine 

B   

Marian Dionne Get a Life Coaching & Counseling   Mental Health 

Cindy Gorbett SIU School of Medicine B DHS Home Services 

Malia Gross LaSalle County Health Department   Prevention, Local Health 
Department, HIV/STD/TB 

Cathleen Huntsman University of Illinois College of 
Medicine 

B   

Linda Kasebier Illinois Department of Public Health B   

Cathy Larsen LaSalle County Health Department   Prevention 

Casie Laskowski SIU School of Medicine B   

Christina Lykins TASC   Treatment, Family Case Manager 

Michael Maginn Central  Illinois Friends of People 
with AIDS 

B Homeless, Prevention, CTR, Client 
Representative 

Randy McClallen Peoria City County Health 
Department 

  Prevention 

Bill Moran Illinois Department of Public Health B   

Sheryl Packer Champaign Urbana Public Health 
District 

B   

Lisa Roeder University of Illinois College of 
Medicine 

B DHS Home Services, Housing 

Joan Stevens Sangamon County Health Dept   Prevention Lead Agent 

Alice Tkachik Sisters and Brothers   STD, Substance Abuse, Prevention, 
Mental Health 

Belinda Waller Peoria City County Health 
Department 

  Local Health Department 

Cheryl Ward Illinois Department of Public Health B IDPH Surveillance 

Deanna Williams Champaign Urbana Public Health 
District 

B Housing 

Mildred Williamson Illinois Department of Public Health B IDPH Section Chief 

 DuPage Regional Meeting, February 21, 2012 

David Allen DuPage County Health Department B Volunteer 

Christina Arnold Lake County Health Department B Local Health Department 
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Sally Bice Open Door Clinic A Case Management 

Brian Bongner Lake County Health Department & 
Community Health Center 

  Prevention 

Bill Christianson DuPage County Health Department A Case Management 

Lyyti Dudczyk Will County Health Department   PCPG 

Jeffery Erdman Illinois Public Health Association   Prevention Lead Agent 

Kristin Hartsaw DuPage County Health Department A,B Mental Health 

Tobi-Velicia Johnson Cook County Department of Public 
Health 

B Prevention 

Bridgette Jones Cermak Health of Cook County B Case Management 

David Luecht Agape Missions, NFP B Case Management 

Perry Maier Open Door Clinic C Outpatient/Ambulatory 

Michael McFadden Howard Brown A Outpatient/Ambulatory, Case 
Management 

Bill Moran Illinois Department of Public Health B   

Cheryl Potts Alexian Brothers (The Harbor) B Housing 

David Roesler Open Door Clinic B Outpatient/Ambulatory, Oral Health 

Babs Sehring Agape Missions A Case Management 

Jeana Stewart DuPage County Health Department B Volunteer 

Alice Tkachik Sisters and Brothers   STD, Substance Abuse, Prevention, 
Mental Health 

Melissa Travis People's Resource Center B Food Bank 

Mildred Williamson Illinois Department of Public Health B IDPH Section Chief 

 Moline Regional Meeting, February 29, 2012 

Tracy Box Winnebago County Health 
Department 

B Case Management, Housing 

Anthony Chandler Northwest Illinois HIV Care Connect B Client Representative 

Jean Dutton The Project Quad Cities B Case Management, Housing 

Mark Guest Prairie State Legal Services B Legal 

Tina Hall-Gardner The Project Quad Cities   Prevention 

Susie Harrison The Project Quad Cities B Treatment Adherence 

Linda Kasebier Illinois Department of Public Health B   

Wendy Kelly The Project Quad Cities   Prevention 

Tim Kelly The Project Quad Cities   Prevention 

Todd Kisner Winnebago County Health 
Department 

B   

Glen Lampkin PCPG   Prevention 

Deborah Leroy Whiteside County Health 
Department 

B Case Management, Housing 

Mike Macocco Winnebago County Health 
Department 

B Case Management, Housing 

Marie McGinnis The Project Quad Cities B Case Management, Housing 

Carolyn McIntyre The Project Quad Cities   HOPWA Housing Case Manager 
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Bill Moran Illinois Department of Public Health B   

Trish Paesani Winnebago County Health 
Department 

B Case Management, Housing 

Stacia Runge DeKalb County Health Department B Case Management, Housing 

Mollie Schmelzer The Project of the Quad Cities B Case Management, Housing 

Staci Shaffer Whiteside County Health 
Department 

B Case Management 

Rael Slavensky Moline County Health Department   Prevention 

Cheryl Ward Illinois Department of Public Health B IDPH Surveillance 

Mildred Williamson Illinois Department of Public Health B IDPH Section Chief 
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Appendix F:  Profile of the Ryan White Funded Providers 

 

The following listing presents information about the Ryan White Part B funded providers by 

service category for FY2011  

 

CORE SERVICES 
Name Of Provider City State 

 Early Intervention Services   

DuPage County Health Department Wheaton Ill. 

Jackson County Health Department Murphysboro Ill. 

Lawndale Christian Health Center Chicago Ill. 

St. Clair County Health Department Belleville Ill. 

University of Illinois at Chicago Chicago Ill. 

 Medical Case Management    

Adams County Health Department Quincy Ill. 

Agape Missions Joliet Ill. 

Catholic Charities of Chicago Chicago Ill. 

Cermak Health Services Chicago Ill. 

Champaign Urbana Public Health District Champaign Ill. 

Chicago House & Social Service Agency Chicago Ill. 

Children’s Place Association Chicago Ill. 

Christian Community Health Center Lansing Ill. 

Coordinated Youth and Human Services Granite City Ill. 

DeKalb County Health Department DeKalb Ill. 

East Side Health District East St. Louis Ill. 

Erie Family Health Center Chicago Ill. 

Haymarket Center/McDermott Center Chicago Ill. 

Heartland Human Care Services Chicago Ill. 

Hektoen Institute, LLC/The CORE Center Chicago Ill. 

Jackson County Health Department Murphysboro Ill. 

SIU School of Medicine Springfield Ill. 

Southern Illinois Healthcare Foundation East St. Louis Ill. 

St. Clair County Health Department Belleville Ill. 

Test Positive Aware Network Chicago Ill. 

The Project of the Quad Cities Moline Ill. 

UIC College of Medicine Peoria Peoria Ill. 

Whiteside County Health Department Rock Falls Ill. 

Winnebago County Health Department Rockford Ill. 

 Medical Nutrition Therapy    

Food Outreach, Inc. St. Louis Mo. 

 Mental Health    

A & E Behavioral Health Care Association P.C. Decatur Ill. 

Ben Gordon Center DeKalb Ill. 

Catholic Charities of Lake County Waukegan Ill. 

Catholic Social Services East St. Louis Ill. 

CHESI Carbondale Ill. 
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Chicago Women's AIDS Project Chicago Ill. 

Children’s Place Association Chicago Ill. 

Dr. Cynthia Clark Carbondale Ill. 

DuPage County Health Department Wheaton Ill. 

Erie Family Health Center Chicago Ill. 

Get a Life Coaching & Counseling Services Springfield Ill. 

Hektoen Institute, LLC/Austin Health Center Chicago Ill. 

Hektoen Institute, LLC/The CORE Center Chicago Ill. 

Helen McDonald Counseling Champaign Ill. 

Kevin Elliott Counseling Champaign Ill. 

Personal Counseling Services Springfield Ill. 

Ruth Kathryn Pearson, M.A., LCPC, CSAT Springfield Ill. 

Shawnee Health Services Carterville Ill. 

Sinnissippi Centers Dixon Dixon Ill. 

SIU School of Medicine Springfield Ill. 

Southpark Psychology Moline Ill. 

Test Positive Aware Network Chicago Ill. 

Tim Shea, LCSW Urbana Ill. 

Vital Bridges NFP, Inc. Chicago Ill. 

 Oral Health   

Adams County Health Department Quincy Ill. 

CHESI Cairo Ill. 

Community Health Care Davenport Iowa 

Crusader Community Health Rockford Ill. 

Dental Dreams, LLC Chicago Ill. 

Denzel Jines, DMD St. Louis Mo. 

Dr. Frederick Gustave Carbondale Ill. 

Duane Davis, DMD Mt. Vernon Ill. 

Hektoen Institute, LLC/Provident Hospital of Cook Co. Chicago Ill. 

Hektoen Institute, LLC/The CORE Center Chicago Ill. 

Improving Smiles PC Champaign Ill. 

JMJ Dental Inc. Springfield Ill. 

New Day Family Dental LLC Bellville Ill. 

Open Door Clinic Elgin Ill. 

Peoria City County Health Department Peoria Ill. 

Raffi K. Leblebijian, DDS, LLC Kankakee Ill. 

Shawnee Health Services Carterville Ill. 

Smile Team Dental Belleville Ill. 

Tabb Dental Lab Springfield Ill. 

Timothy Case, DMD Saint Louis Mo. 

Troy J. Roeder, DDS Moline Ill. 

 Outpatient/Ambulatory    

Cape Radiology Group Cape Girardeau Mo. 

Carle Foundation Hospital Urbana Ill. 

Carle Foundation Physician Services, LLC Mattoon Ill. 

Carle Physician Group Urbana Ill. 

Center for Medical Arts (SIMS) Carbondale Ill. 

Champaign Urbana Public Health District Champaign Ill. 
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CHESI Carbondale Ill. 

Community Health Care Davenport Iowa 

Danville Poly Clinic Danville Ill. 

DeKalb County Health Department DeKalb Ill. 

DMH Decatur Memorial Hospital Decatur Ill. 

DMH Medical Group Decatur Ill. 

Erie Family Health Center Chicago Ill. 

Heartland CARES Inc Paducah Ky. 

Hektoen Institute, LLC/The CORE Center  Chicago Ill. 

Howard Brown Health Center Chicago Ill. 

Infectious Disease Specialists Ltd. Harvey Ill. 

Jackson County Health Department Murphysboro Ill. 

Katherine Shaw Bethea Hospital Dixon Ill. 

Laboratory Corporation of America Dublin Ohio 

Lake County Health Department Waukegan Ill. 

Lawndale Christian Health Center Chicago Ill. 

Memorial Medical Center Springfield Ill. 

Near North Health Service Corporation Chicago Ill. 

Open Door Clinic Elgin Ill. 

OSF System Laboratory Peoria Ill. 

Provena St. Mary's Hospital Kankakee Ill. 

Quincy Medical Group Quincy Ill. 

Regional Care Association Joliet Ill. 

SIH/Memorial Hospital of Carbondale Carbondale Ill. 

SIU School of Medicine Springfield Ill. 

Southern Illinois Healthcare Foundation East St. Louis Ill. 

Springfield Clinic, LLP Springfield Ill. 

Sterling Rock Falls Clinic, LTD Sterling Ill. 

Swedish American Reference Laboratory Rockford Ill. 

Tri-County Community Health Center Malta Ill. 

UIC College of Medicine Peoria Peoria Ill. 

University of Illinois at Chicago  Chicago Ill. 

Whiteside County Health Department Rock Falls Ill. 

Winnebago County Health Department Rockford Ill. 

 Substance Abuse (Outpatient)    

Chicago House & Social Service Agency Chicago Ill. 

Haymarket Center/McDermott Center Chicago Ill. 

Healthcare Alternative Systems Chicago Ill. 

Personal Counseling Services Springfield Ill. 

Regional Care Association Joliet Ill. 

SUPPORT SERVICES 
 Emergency Financial Assistance    

Agape Missions Joliet Ill. 

Champaign Urbana Public Health District Champaign Ill. 

Coordinated Youth and Human Services Granite City Ill. 

DOVE Inc. Decatur Ill. 

Jackson County Health Department Murphysboro Ill. 

Winnebago County Health Department Rockford Ill. 
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 Food Bank/Home-Delivered Meals    

AIDS Foundation of Chicago Chicago Ill. 

Catholic Charities of Lake County Waukegan Ill. 

Champaign Urbana Public Health District Champaign Ill. 

Community Kitchen Inc. Rockford Ill. 

Coordinated Youth and Human Services Granite City Ill. 

East Side Health District East St. Louis Ill. 

Food Outreach, Inc. St. Louis Mo. 

GCAP Harvest to Home Champaign Ill. 

Heartland Human Care Services Chicago Ill. 

Jackson County Health Department Murphysboro Ill. 

Peoples Resource Center Wheaton Ill. 

Rock River Valley Pantry Rockford Ill. 

SIU School of Medicine Springfield Ill. 

Southern Illinois Healthcare Foundation East St. Louis Ill. 

St. Clair County Health Department Belleville Ill. 

The Project of the Quad Cities Moline Ill. 

UIC College of Medicine Peoria Peoria Ill. 

Vital Bridges NFP, Inc. Chicago Ill. 

Voluntary Action Center Sycamore Ill. 

Winnebago County Health Department Rockford Ill. 

 Housing    

Agape Missions Joliet Ill. 

Alexian Brothers The Harbor Waukegan Ill. 

Alexian Brothers/Bonaventure House Chicago Ill. 

Central Illinois Friends of PWA Inc. Peoria Ill. 

Champaign Urbana Public Health District Champaign Ill. 

Chicago House & Social Service Agency Chicago Ill. 

Children’s Place Association Chicago Ill. 

DOVE Inc. Decatur Ill. 

Homestyle Inn & Suites Springfield Ill. 

Interfaith House Chicago Ill. 

Interfaith Residence St. Louis Mo. 

Winnebago County Health Department Rockford Ill. 

 Legal    

AIDS Legal Council of Chicago Chicago Ill. 

Land of Lincoln Legal Assistance Foundation East St. Louis Ill. 

Prairie State Legal Services Winnebago Rockford Ill. 

 Linguistic    

SIU School of Medicine Springfield Ill. 

 Medical Transportation    

Ace Taxi Carbondale Ill. 

Action Taxi Service Rockford Ill. 

Adams County Retired and Senior Volunteer Program RSVP Quincy Ill. 

AIDS Foundation of Chicago Chicago Ill. 

AIDS Foundation of Chicago Chicago Ill. 

Central Illinois Friends of PWA Inc. Peoria Ill. 

Champaign Urbana Public Health District Champaign Ill. 
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CHELP Inc. Decatur Ill. 

Coordinated Youth and Human Services Granite City Ill. 

Crosstown Cab Murphysboro Ill. 

East Side Health District East St. Louis Ill. 

Helping Hands Belleville Ill. 

Jackson County Health Department Murphysboro Ill. 

SIU School of Medicine Springfield Ill. 

SMART Transportation Ullin Ill. 

Southern Illinois Healthcare Foundation East St. Louis Ill. 

St. Clair County Health Department Belleville Ill. 

UIC College of Medicine Peoria Peoria Ill. 

Winnebago County Health Department Rockford Ill. 

 Outreach    

East Side Health District East St. Louis Ill. 

Illinois Public Health Association Springfield Ill. 

Southern Illinois Healthcare Foundation East St. Louis Ill. 

UIC College of Medicine Peoria Peoria Ill. 

 Psychosocial    

Behavioral Health Alternatives Wood River Ill. 

FCAN Chicago Ill. 

Jackson County Health Department Murphysboro Ill. 

The Project of the Quad Cities Moline Ill. 

 Treatment Adherence (Non-medical)    

Central Illinois Friends of PWA Inc. Peoria Ill. 

Coordinated Youth and Human Services Granite City Ill. 

Jackson County Health Department Murphysboro Ill. 

Southern Illinois Healthcare Foundation East St. Louis Ill. 

The Project of the Quad Cities Moline Ill. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


