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Executive Summary 
 

Our goal is to drastically reduce the spread of HIV and strengthen our response so that 
NYC is a national and global model for HIV/AIDS prevention, treatment, and care. 

Despite substantial progress and excellent institutions, significant challenges remain.  To 
reflect the dramatic changes in the epidemiology of the epidemic over the past quarter century, 
and to take advantage of new opportunities for synergy in prevention, treatment, and care, NYC 
must build on its strengths and update its approach. 

 
We can drastically reduce the spread of HIV and significantly improve control of the 

epidemic if we: 
• Increase the use of evidence-based prevention methods; 
• Expand HIV testing to increase the proportion of HIV-positive New Yorkers who 

know their status and are receiving treatment and care; and 
• Increase our focus on improving patient outcomes. 

 
 
Recommendations on Prevention 
 

To drastically reduce the spread of HIV, New York City must increase prevention 
activities that are effective and reach populations most at risk.  Because almost all HIV infections 
in NYC occur through unprotected sexual intercourse or sharing of HIV-contaminated syringes, 
prevention efforts should concentrate on reducing these risky behaviors. 

1. Make condoms much more widely available.  Make male and female condoms 
easily available in a wide variety of locations, including AIDS clinics and 
community-based organizations (CBOs); drug and alcohol treatment programs, harm 
reduction programs, and syringe exchange programs; hotel rooms; public facility 
restrooms; bars and clubs; bathhouses and other commercial sex venues; movie 
theaters; schools; correctional facilities in New York State; hospital emergency 
departments, doctors’ offices, clinics, and other health care facilities; beauty parlors, 
nail salons, and barbershops; laundromats; community centers; etc. 

2. Expand harm reduction programs.  Expand services and review and recommend 
revisions to city, state, and federal laws governing injection drugs, other drugs, and 
commercial sex work in order to reduce HIV risk and increase access to harm 
reduction programs.  Expand low-threshold drug treatment programs that incorporate 
a harm reduction approach. 

3. Expand drug treatment programs and facilitate referrals.  Expand services 
including buprenorphine treatment and review and recommend revisions to city, state, 
and federal laws in order to improve access to drug treatment and HIV care and 
treatment programs.  Fund and evaluate crystal methamphetamine and crack and 
powder cocaine prevention and treatment strategies. 

4. Expand Prevention With Positives initiatives.  Expand Prevention With Positives 
efforts led by HIV-positive people.  Expand partner notification and counseling 
services. 

5. Improve HIV prevention among HIV-negative people with continued risk-taking 
behaviors.  Reduce risk behaviors among high-risk groups among men who have sex 
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with men (both gay- and non-gay-identified), women of color, adolescents, alcohol- 
or drug-using individuals, immigrants, individuals with recurrent sexually transmitted 
diseases (STDs), sex workers, and incarcerated and criminal justice populations. 

6. Expand social marketing programs that work.  Use City funding to create and 
disseminate effective social marketing campaigns. 

7. Improve HIV/AIDS health education in schools.  Update and revise the HIV/AIDS 
School Health curriculum and provide as part of comprehensive health education 
curriculum. 

8. Reduce HIV-related stigma in order to improve HIV prevention, testing, and 
treatment. 

9. Evaluate prevention programs and expand those that work. 
 
 
Recommendations on Testing and Linkage to Care 
 

Most new HIV infections are transmitted by people who are infected but unaware of their 
status.  More timely diagnosis of HIV improves treatment and care of people infected with HIV, 
improves health outcomes, prolongs survival of people living with HIV, and reduces the spread 
of HIV.  Making HIV testing a normal part of medical care and reducing HIV-associated stigma 
will increase the proportion of HIV-positive New Yorkers who know their HIV status.  An 
estimated 1 in 4 New Yorkers living with HIV do not know that they are infected.  Last year, 
more than 1,000 New Yorkers – 3 every day – found out that they had HIV when they were 
already sick with AIDS.  NYC must remove barriers to HIV testing and expand testing 
availability. 

10. Increase voluntary HIV testing and linkage to care of those who test HIV-
positive. 
a. Advocate for the integration of HIV testing in normal medical care.  Voluntary 

testing, availability of counseling, informed consent, right of refusal, 
confidentiality safeguards, and availability of anonymous testing must be 
preserved.  No one should feel pressured into taking an HIV test based upon 
sociodemographic profiles or other factors, and medical care and other 
governmental and social services must not be denied to individuals who decline to 
be tested.  Post-test counseling of HIV-positive persons should be strengthened to 
include explicit monitoring of referral to comprehensive health care. 

b. Ensure that reimbursement schedules maintain the existing testing and counseling 
infrastructure, which will be needed even more urgently in order to link newly 
diagnosed PLWHA to treatment and care. 

c. Increase citywide availability of HIV testing, especially rapid tests, in venues 
where high-risk populations can be found in order to encourage people who 
would not normally get tested to do so.  Improve and expand partner notification. 

d. Support a high-visibility social marketing and media campaign involving cultural 
role models, elected officials, entertainers, athletes, activists, and other high-
profile individuals who agree to be tested and to publicly describe the benefits to 
them of being tested; results of testing would of course be confidential. 

11. Monitor HIV testing closely.  Ensure, particularly with wider use of rapid testing, 
that all HIV tests are accurately performed and that confirmed positive results are 
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reported to existing surveillance systems while continuing to maintain strict patient 
confidentiality. 

12. Evaluate testing programs and expand those that are effective. 
 
 
Recommendations on Treatment, Care, and Coordination 
 

NYC must enhance its systems in order to keep pace with increased caseloads, increased 
complexity of medical care, and unmet needs (particularly for housing and substance use and 
mental health treatment), and to continue to improve patient outcomes. 

13. Preserve and strengthen treatment, case management, and support services to 
further improve patient outcomes.  Continue to review and improve case 
management services provided by governmental and non-government entities. 

14. Increase housing opportunities and improve allocation based on client needs.  
All housing programs receiving funding for HIV-positive persons should be required 
to ensure that residents receive appropriate health care and social services, low-
threshold substance use treatment/harm reduction services, and other needed services.  
Alternatives to emergency housing placement locations (e.g., SRO hotels) should be 
found as quickly as possible.  In the interim, social services and harm reduction 
services should be provided on-site or by referral.  Address the needs of HASA-
ineligible immigrant PLWHA. 

15. Expand mental health, behavioral health, and harm reduction services and co-
locate them with HIV/AIDS care.  Expand mental health services and co-locate 
with medical services wherever possible, including, at a minimum, harm reduction 
providers and full-time mental health providers in all centers treating a large number 
of HIV-positive persons. 

16. Increase access to care by further improving health care worker and community 
staff training, enhancing patient education and empowerment, and 
disseminating information on service availability to PLWHA and service 
providers. 

 
 
Areas Requiring Additional Study 
 

There are several areas on which the Commission is in general agreement, but 
acknowledges that additional review is needed in order to formulate recommendations.  These 
include: 

• Possible legislative changes to facilitate normalization of testing and counseling 
to make it a regular part of medical care, particularly with widespread adoption of 
new rapid testing technologies; 

• Possible methods to improve case management, including establishing single 
points-of-entry, the use of patient registries, implementation of managed care 
models for delivery of health care, and changes to case management enabling 
legislation (i.e., Local Law 49 of 1997); and 
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• Specific city, state and/or federal laws that should be revised to promote the harm 
reduction approach to reduce HIV/HCV risk and improve access to treatment and 
care. 

• Appropriate methods to improve diagnosis, treatment, and care of people in 
correctional facilities that address the specific needs of these individuals and their 
communities. 
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Introduction 
 

Mayor Michael Bloomberg charged the New York City Commission on HIV/AIDS to 
build on existing strengths in order to make NYC a national and global model for HIV/AIDS 
prevention, treatment, and care.  In the 1980s, NYC showed the world that gay men, intravenous 
drug users, and other high-risk individuals could change their behavior and thus reduce the 
spread of HIV.1, , , , ,2 3 4 5 6  In the 1990s, led by New York State’s AIDS Institute in partnership with 
the HIV Planning Council and community-based organizations, New York demonstrated that it 
is possible to provide high-quality community-based primary care, mental health services, 
housing, and other support services for tens of thousands of PLWHA. 

Despite substantial progress and excellent institutions, significant challenges remain.  
NYC continues to be the epicenter of the HIV/AIDS epidemic in the U.S., but is also a center for 
AIDS research in this country; we must take better advantage of these resources.  There are more 
than 100,000 people living with HIV/AIDS (PLWHA) in NYC today, approximately 1 in 6 
people living with HIV/AIDS in the United States.7  Each year in NYC, there are still 
approximately 4,000 people newly diagnosed with AIDS and 1,700 deaths from AIDS. 

In the 25 years since the emergence of HIV/AIDS, the epidemiology of the epidemic has 
changed dramatically.  New York must update its approach to effectively address these changes.  
Increased use of evidence-based prevention methods, expanded voluntary HIV testing in order to 
increase the proportion of HIV-positive New Yorkers who know their status, strengthened 
linkage to and improved coordination of HIV/AIDS treatment and care, and improved patient 
outcomes can reduce HIV-related illness and death.  We can significantly improve control of the 
HIV epidemic in NYC. 
 
 
Evolution of an Epidemic 
 

The first cases of what would become known as HIV/AIDS were reported in the United 
States in June 1981.8  The first wave of the epidemic occurred largely among sexually active, 
gay-identified MSM, a group that then as now experiences extreme stigma and discrimination 
within our society.  Subsequently, other groups such as people who use injection drugs (who are 
also highly stigmatized) and hemophiliacs who received blood transfusions became affected.  
Women have accounted for an increasing proportion of infections. 

Although MSM continue to comprise the largest proportion of new HIV and AIDS 
diagnoses, the epidemic in NYC has increasingly affected other groups, many of which also face 
stigma and lack of access to health care.  Racial/ethnic minority MSM in particular face a double 
burden of stigma. 

Over the past two decades, New York City’s epidemic has increasingly affected blacks 
(44% of AIDS cases in 2003 vs. 31% in 1987),7,9 Latinos (32% of AIDS cases in 2003 vs. 25% 
in 1987),7,9 women (31% of AIDS cases in 2003 vs. 12% in 1987),7,9 and the poor.  Today more 
than 80% of new AIDS diagnoses and deaths are among blacks and Hispanics, who comprise 
half of NYC’s population.  In 2003 among New Yorkers age 13 and older, 2.0% of blacks, 1.3% 
of Hispanics, and 0.7% of whites had been diagnosed and were living with HIV/AIDS.  Black 
men are nearly 3 times more likely to be living with HIV/AIDS than other New Yorkers, with 
black men age 40-54 about 7 times more likely. 
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In addition, evidence suggests a resurgence of risky behavior among MSM both 
nationwide and in New York City.10  The ongoing outbreak of syphilis among MSM suggests a 
significant increase in high-risk behavior.  The majority of cases in the recent outbreak of 
lymphogranuloma venerem (LGV) were among HIV-positive MSM.  Gonorrhea has been 
endemic in NYC’s MSM community since the early 1990s.  There have been increasing 
anecdotal reports of sexually transmitted drug-resistant Staphylococcus infections.  Three 
behavioral risk surveys show recent unprotected anal intercourse (UAI) in 30-53% of 
respondents, and UAI was reported by 41% of HIV-positive MSM responding to the Computer-
Assisted Behavioral Surveillance and Medication Adherence survey, a behavioral risk and 
medication compliance study of HIV-positive persons on antiretroviral therapy (ARV). 

The percentage of all new HIV diagnoses that were among MSM increased from about a 
quarter to a third between 2001 and 2004, and the proportion of MSM cases among all males 
increased from 42% to 52%.  Among MSM, new HIV diagnoses among whites increased from 
35% to 41% between 2001 and 2004; in 2004 among MSM with new HIV diagnoses, 29% were 
among African Americans, 27% among Hispanics, and 3% among Asian MSM.  The extent to 
which these trends reflect better access to HIV testing and/or more accurate ascertainment of risk 
behaviors in different groups is not known. 

Drug use, particularly use of crystal methamphetamine, plays a significant role in 
facilitating HIV transmission within this community.11  The recent case in NYC of a 
methamphetamine-using MSM who became infected with a multidrug-resistant strain of HIV 
with apparent rapid progression to AIDS is particularly troubling.12

Women are increasingly affected by HIV/AIDS, and women appear to be more 
vulnerable to HIV infection than men.13  Early in the epidemic, about 1 in 10 New Yorkers with 
AIDS were women, with most infected as a result of IDU.  In 2003, about 1 in 3 people 
diagnosed with AIDS were women, and more than two thirds with known risk factors had been 
infected with HIV through sexual intercourse with an infected male partner.  More than 90% of 
NYC women newly diagnosed with HIV or AIDS are black or Latina. 

In 2003, 34% of cases with a known risk factor in 2003 contracted HIV through IDU, 
down from 54% in 1993.7,9

Younger people are also increasingly affected by HIV/AIDS; the Centers for Disease 
Control and Prevention (CDC) estimates that half of new HIV infections in the United States 
now occur in people under age 25.14  At the same time, there is an aging of the epidemic in NYC; 
between 1993 and 2003, the number of people with AIDS who are age 50 and older increased 
six-fold, and more than a quarter of PLWHA are now 50 or older.15  Increased HIV prevention 
and care for elderly populations will be needed.  As people are living longer with HIV infection, 
the proportion of deaths among PLWHA from non-HIV-related causes has increased from 7% in 
1995 to 26% in 2003, indicating that medical needs of PLWHA increasingly include prevention 
and treatment for chronic diseases such as cardiovascular disease, drug and alcohol dependence, 
and tobacco use. 

The HIV/AIDS epidemic has evolved in complex ways, and is likely to continue to 
evolve.  New York City’s population is also not static; enhanced surveillance will be critical to 
providing an up-to-date epidemiologic assessment and predicting the future course of the 
epidemic. 
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Some Areas Where We Have Succeeded 
 

Annual AIDS deaths among New Yorkers have decreased 75% since the peak in 1994.  
Maternal to fetal transmission of HIV in NYC has been nearly eliminated, decreasing from 320 
cases of perinatal HIV transmission in 1990 to 5 such cases in 2003.16  HIV seroprevalence 
among IDUs has declined from an estimated 50% in the 1980s and early 1990s to about 13% 
today,17, ,18 19 and the number of people diagnosed annually with AIDS from injection drug use 
has fallen by 89%, from 6,626 in 1993 to 760 in 2003.7,20  Hospitalizations for AIDS-related 
causes in NYC declined by more than two thirds between 1995 and 2002.21

Modest reductions in mortality were achieved in the early 1990s due to improved 
prophylaxis of opportunistic infections.   The most significant reductions in mortality can be 
attributed to the introduction and widespread access to protease inhibitors and antiretroviral 
therapy (ARV), also known as highly active antiretroviral therapy (HAART). 

NYS has comprehensive Medicaid and AIDS Drug Assistance Program (ADAP) 
benefits.  New York State created an enhanced Medicaid reimbursement rate system for HIV 
care, resulting in the establishment of dedicated HIV centers throughout the State and improving 
care for tens of thousands of PLHWA.22  ADAP Plus covers comprehensive HIV primary care 
services and the treatment of both HIV-related and non-HIV-related illness.  New York State’s 
Home Care Program provides skilled nursing and home health services, intravenous medications 
and supplies, and medical equipment.  The ADAP Plus Insurance Continuation Program (APIC) 
pays insurance premiums for PLWHA who have cost-effective insurance plans and cannot afford 
to pay the premiums.  The State has implemented a unified approach to facilitate client 
enrollment; with one application, clients can enroll in ADAP, ADAP Plus, and the Home Care 
Program. 

In collaboration with Designated AIDS Centers, community health care providers, 
consumers, and other health care advocates, New York State has one of the strongest fee-for-
service Medicaid programs in the country for people living with HIV/AIDS and also has 
developed a voluntary Medicaid capitated managed care model focused on quality care for 
people with HIV.  Unlike other jurisdictions, access to ARV in NYS is not affected adversely by 
age, gender, exposure category, race/ethnicity, or type of facility.23,24

In addition, there are hundreds of active, committed organizations providing effective 
services to people living with and affected by HIV and AIDS that also provide crucially 
important HIV prevention activities.  These organizations and initiatives – large and small – 
operate throughout the five boroughs in the communities most affected by the epidemic, funded 
by federal, state, city, and private dollars.  They are medical, cultural, legal, governmental, 
community-specific, and culturally competent organizations that form the fabric of the 
HIV/AIDS prevention and service community.  In addition, many new initiatives, such as rapid 
testing, the expansion of syringe exchange and harm reduction, and focused activities within the 
health care and faith communities, are underway today. 

However, the Commission does not intend that this report be primarily a document of our 
successes.  It is instead meant to identify areas for improvement.  It is also not an operational 
plan, but rather is a strategic framework from which such a plan will be developed.  The 
implementation of the recommendations made in this report will be tracked. 
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Challenges: Areas Where We Must Do Better 
 

Continued improvements in all aspects of our approach to the epidemic will be essential 
to build on our successes to date. 
 
Prevent risk-taking behavior among people who are HIV-negative as well as among those who 
know they are HIV-positive.

Approximately 350,000 New York City adults age 18-64 engage in high-risk* sexual 
behavior.25  Nearly 15,000 NYC public high school students report having sex before age 14.26  
In 2003, 48% of all NYC public high school students reported having sex, and 17% of public 
high school students have had sex with 4 or more partners.   Among teen girls in NYC in 2003, 
there were about 25,000 pregnancies27 and more than 10,000 reported cases of chlamydia and 
other sexually transmitted diseases.28  Less than half of MSM report using condoms consistently, 
and more than a third of MSM who had three or more sexual partners within the past year do not 
use condoms consistently.   As a result of these behaviors, far too many New Yorkers become 
newly infected with HIV each year. 
 
Promptly diagnose HIV infection. 

In NYC in 2003, there were approximately 4,000 new AIDS diagnoses, including more 
than 1,000 people who were not diagnosed with HIV until they were already sick with AIDS.  
Risk factors for late detection of HIV infection include being male, being Black, and living in 
Brooklyn. 

More than a third of people newly diagnosed with HIV have either a CD4 cell count of 
less than 350 at the time of their HIV diagnosis or receive an AIDS diagnosis within one year of 
the HIV diagnosis.  Approximately 1,000 New Yorkers – 3 per day – do not learn they are 
infected with HIV until they are already ill with AIDS.  Since it takes on average 10-12 years 
from the time of HIV infection for a person’s CD4 cell count to decline to less than 350,29, ,30 31 
many of these individuals had multiple opportunities to have been diagnosed and receive care to 
prevent their HIV from progressing, and may have been engaging in sexual or needle-sharing 
practices that resulted in preventable infections of their sexual or needle-sharing partners. 

People with concurrent HIV and AIDS diagnoses have higher rates of illness, 
opportunistic infections, and death than those diagnosed in early stages of HIV infection.32  HIV-
infected persons who are aware they are infected are more likely to reduce behaviors that 
transmit HIV to others.33, , , ,34 35 36 37  Many individuals with concurrent HIV and AIDS diagnoses 
have had multiple contacts with the health care system; if offer of testing had been a routine part 
of medical care, they would have been diagnosed and treated earlier, and thus would be healthier 
and fewer of their partners would have become infected. 

There are many missed opportunities for HIV testing.38,39  Until recently, more than 60% 
of people diagnosed with STDs and 90% of Rikers Island inmates were not tested for HIV.28,40  
In addition, 21% of New Yorkers who received standard (non-rapid) HIV tests did not return for 
their test results.41  Testing of partners (spouses, sexual partners, or needle-sharing partners) of 
HIV-positive persons is the exception rather than the norm.  Only 1 in 4 New Yorkers who test 
                                                 
* High-risk behavior defined in this survey as: 1) having 3 or more sex partners in the past year and not 
using condoms at last sex; or 2) using intravenous drugs; or 3) having been diagnosed with a sexually 
transmitted disease (STD) in past 12 months; or 4) exchanging sex for money or drugs; or 5) having 
unprotected anal intercourse.  
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HIV-positive provides the name of a partner through HIV partner counseling and referral 
services (PCRS),42 and less than 20% of partners of PLWHA get tested through PCRS. 

 
Link people newly diagnosed with HIV to care. 

Many newly diagnosed HIV-positive individuals in NYC have no evidence of receiving 
care within the first year of diagnosis.  HIV-positive persons with alcohol or other substance use 
problems or mental health problems, or who lack social support, are homeless, or are recent 
immigrants, are more likely to delay entry into care.43,44

 
Optimally treat and care for all of the more than 100,000 New Yorkers living with HIV/AIDS. 

Despite the availability of free or low-cost drugs and medical care for New Yorkers with 
HIV/AIDS provided through the Medicaid-funded continuum of HIV services (including the 
HIV Special Needs Plans) and through ADAP, many who are in care are not receiving consistent 
care.  We must continue to improve our monitoring of patient outcomes to ensure that PLWHA 
are receiving the best possible medical treatment and care. 

Many organizations fund or provide HIV/AIDS services, including governmental 
(federal, state, city) and community-based providers.  There is not uniformly sufficient 
communication, coordination, and information exchange among community-based organizations 
and primary care providers,45 although there has been progress in this area.46

 
 
Broader Social, Political and Economic Context 
 

This report and its recommendations focus on evidence-based activities proven to stop 
the spread of HIV and improve treatment outcomes.  There are, of course, broader social, 
political, and economic forces (e.g., poverty, shortages of affordable and low-cost housing, 
empowerment of women, federal and state anti-drug policies) that result in health disparities and 
affect health generally and HIV/AIDS in particular.  Addressing these broader social and 
economic forces can improve the health outcomes of people with HIV/AIDS and reduce new 
infections. 

Lack of access to health care is an urgent national issue.  Although New York City and 
State have addressed health care access through expanded public health insurance programs, 
more can be done to streamline and simplify enrollment in and access to these programs.  
Affordable private insurance opportunities for employees of small businesses as well as for 
individuals need to be expanded.  Incentives to increase the proportion of employers doing 
business in or with New York City that provide health coverage to their employees should be 
explored. 

The absence of systems to monitor and ensure the provision of effective preventive 
services, including HIV prevention, is another key barrier to improving health.  Advocacy for 
broader policy changes such as universal access to quality health care, if effective, would have 
major health and social benefits. 

In New York City, there are significant disparities in HIV-associated mortality.47  About 
20% of excess mortality in NYC is due to HIV, but substantial disparities continue to exist 
among neighborhoods and racial/ethnic groups in a broad variety of health measures, including 
HIV/AIDS, which is the leading cause of excess death in lower-income neighborhoods.  
Nationally, HIV prevalence among MSM tested in MSM-identified locations (e.g., bars/clubs, 
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community organizations, and street locations) was 46% among blacks, 21% among whites, 17% 
among Hispanics, and 15% among those who were multiracial or other race; of the nearly half of 
MSM previously unaware of their HIV infection, 64% were black, 18% Hispanic, 11% white, 
and 6% multiracial/other.48  A recent study by the Rand Corporation indicates that beliefs within 
communities of color that HIV/AIDS is part of a conspiracy against them result in fear of testing, 
non-adherence to treatment, and barriers to prevention messages.49  This must be addressed by 
actively involving community leaders and stakeholders to help mitigate conspiracy beliefs and 
engage their support for additional and non-traditional settings for prevention messages and 
community planning.  Some HIV interventions rigorously studied early in the epidemic may not 
be transferable with the same results to communities most affected by the epidemic today, 
highlighting the need to try as well as evaluate new strategies.  Additionally, culturally 
appropriate tactics need to be developed and expanded to most effectively reach some 
populations. 

Addressing socioeconomic and psychosocial factors such as drug use, depression and 
other mental health problems, and domestic and sexual violence that contribute to risky 
behaviors would also significantly reduce the risk of HIV transmission. 

In 2005, President Bush issued a set of principles to be followed in determining future 
federal HIV/AIDS funding under the Ryan White Care Act.  Such changes would significantly 
reduce funding to NYC and other large cities that have invested heavily in HIV treatment and 
care.  The Commission supports Mayor Bloomberg’s letter expressing the City’s concern about 
the stated principles. 

 
 
HIV/AIDS Stigma 
 

Stigma results in prejudice and discrimination directed at people perceived to have HIV 
or AIDS, and at the individuals, groups, or communities with which they are associated.50  
Although progress has been made in reducing HIV-related stigma, it remains all too common.51  
Prejudicial attitudes toward the lesbian/gay/bisexual/transgendered community appear to be the 
root cause of much HIV-related stigma; to reduce HIV-related stigma, homophobia in our 
society must be addressed.  Stigma against injection drug users must also be addressed.  Loss of 
social support, persecution, isolation, job loss, and problems accessing health services are still 
reported.52  Women who disclose their HIV-positive status report rejection by family members, 
friends, health care providers, employers, and church members.53, ,54 55

Various approaches have been used to reduce HIV-related stigma.  Historically, reduction 
in stigma for other infectious diseases can be traced to the availability of drugs that cured the 
illness or relieved the worst symptoms.56  Introduction of quality HIV care reduced HIV-related 
stigma and increased voluntary counseling and testing in Haiti.57  Contact with people living 
with HIV/AIDS, provision of information, and skills building are promising approaches to 
reduce negative attitudes toward PLWHA.58,59

Although the Americans with Disabilities Act protects HIV-infected people against 
discrimination (in housing, transportation, employment, and public accommodation), it cannot 
prevent HIV-related stigma.  Reducing stigma around HIV counseling and testing is crucial to 
increase the proportion of HIV-positive New Yorkers who are aware of their status.  While the 
New York State AIDS Institute studies reveal no barriers in the receipt of appropriate treatment 
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care among people diagnosed with HIV in NYC based on racial/ethnic, gender, or 
socioeconomic factors,  barriers to testing in effect serve as barriers to treatment and care. 

Stigma feeds upon, strengthens, and reproduces existing inequalities of class, race, 
gender, and sexual orientation.60  Results suggest some stigma reduction interventions appear to 
work, at least on a small scale and in the short term, but many gaps remain.58,61  In New York 
State, interventions against HIV-related stigma and discrimination are integral components of the 
comprehensive approach to HIV prevention, with multiple interventions employed at both policy 
and program levels to achieve maximum impact.62
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Recommendations 
 

The NYC Commission on HIV/AIDS has the following recommendations to further 
improve our response to the HIV/AIDS epidemic. 
 
 
Prevention 
 

Currently, almost all new HIV infections in NYC occur when an infected person shares 
bodily fluids with an uninfected partner via unprotected sexual intercourse or sharing of HIV-
contaminated needles.  Prevention efforts should concentrate on reducing these risk-taking 
behaviors. 

The NYC Commission on HIV/AIDS makes 9 recommendations to better prevent HIV 
transmission in NYC: 

1. Make condoms much more widely available. 
2. Expand harm reduction programs. 
3. Expand drug treatment programs and facilitate referrals. 
4. Expand Prevention With Positives initiatives. 
5. Improve HIV prevention among HIV-negative people with continued risk-taking 

behaviors. 
6. Expand social marketing programs that work. 
7. Improve HIV/AIDS health education in schools. 
8. Reduce stigma associated with HIV in order to improve prevention, testing, and 

treatment. 
9. Evaluate prevention programs and expand those that work. 

 
1.  Make condoms much more widely available. 

Condom use decreases HIV transmission; consistent use of condoms among 
serodiscordant heterosexual couples reduces HIV incidence by 80%.63  Increasing condom 
availability64 in varied settings such as high schools, colleges, dry cleaners, hair salons, barber 
shops, and gyms increases condom use.65, , ,66 67 68  Providing an attractive and convenient means of 
carrying condoms has the potential to increase condom use.69  Although condoms are effective in 
decreasing transmission of HIV and some other STDs, improper condom use is the most 
common cause of condom failure; education on proper condom use must be made available, 
especially to populations that have limited or no experience with condoms. 

A randomized controlled trial in Latin America compared providing educational 
materials with providing condoms in hotel rooms and found that providing condoms was most 
effective in increasing condom use in both commercial and non-commercial sex.70  Health 
promotional materials actually decreased the use of condoms in commercial sex and had no 
effect in non-commercial sex.  Social marketing and free distribution of condoms can increase 
condom use.68, ,71 72  Some countries have used local laws to require hotels and motels to provide 
customers with condoms or to make them easily accessible.73,74

Female condoms, which are made of polyurethane and placed inside the vagina, have 
been available since 1995 yet are underutilized in HIV prevention.75  New York City currently 
distributes female as well as male condoms.  The female condom is as effective as the male 
condom in the prevention of sexually transmitted diseases, including HIV.76,77  Female condoms 
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may also be used by MSM as well as women for receptive anal intercourse*; they may be an 
alternative for risk reduction among MSM who have difficulty consistently using penile 
condoms.78  Distribution of female condoms should also be promoted. 

In the United States, the AIDS case rate among correctional inmates is 5 times that of the 
general population,79 and AIDS is the second leading cause of death in U.S. prisons.80  Studies of 
inmates in Florida over a 22-year period demonstrated that individuals who contracted HIV 
while in prison were more likely to have had sex with other men than to have used injection 
drugs,81 indicating the need for availability of condoms in prisons and jails.  Although condoms 
are currently provided in NYC jails, they need to be made more readily available; currently, 
condoms are not provided to inmates in correctional facilities outside of NYC. 

Individuals are less likely to use condoms when under the influence of alcohol or 
drugs.82,83  Syringe exchange and drug and alcohol treatment programs should include discussion 
of safer sex practices. 

Continued social marketing and public-private partnerships to provide condoms at low or 
no cost, which have been successful in other areas as well as in NYC, will increase the 
availability and use of condoms.67,68

The NYC Commission on HIV/AIDS recommends that NYC greatly increase the 
availability of both male and female condoms in a wide variety of locations, including AIDS 
clinics and CBOs; drug and alcohol treatment programs, harm reduction programs, and syringe 
exchange programs; hotel rooms; public facility restrooms; bars and clubs; bathhouses and other 
commercial sex venues; movie theaters; schools; all NYC and NYS correctional facilities; 
hospital emergency departments, doctor’s offices, clinics, and other health care facilities; 
welfare, food stamp, and day care eligibility offices; beauty parlors, nail salons, and barber 
shops; and community, youth, and senior centers.  Information and resources should also be 
provided to individuals on proper condom usage and negotiating dynamics of condom use within 
relationships.  Water-based lubricants should also be made widely available; in Amsterdam, for 
example, condoms and small packets of lubricant are packaged together for free distribution.  
NYC has recently expanded its program of lubricant distribution in conjunction with its condom 
distribution program. 

The Commission also recommends that NYC and other public health organizations 
advocate for the media (print, broadcast, cable, and online) to reduce their self-imposed 
restrictions on condom advertising.  Greater exposure to condom advertising and social 
marketing has been proven to increase condom acceptance and use and reduce not only 
HIV/AIDS transmission but also other sexually transmitted infections and unintended pregnancy.  
Other non-condom-based HIV prevention (e.g., vaginal microbicides84) should be assessed and 
adopted as their efficacy is demonstrated.  Other woman-oriented prevention methods should be 
researched and implemented as efficacy is proven. 

 
2.  Expand harm reduction programs. 

Harm reduction promotes safety and risk reduction in the ways people have sex and use 
drugs and has emerged as an effective response to the spread of infectious disease.85,86,87  The 
harm reduction philosophy is not universally accepted in the United States despite its strong 
scientific basis,85,87 but is a part of national policy in other countries, including the Netherlands, 
Germany, and the United Kingdom. 
                                                 
* The Aegis Barrier Pouch is currently under FDA investigation for use in disease prevention during anal 
intercourse. 
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Needle sharing consistently declines among attendees of syringe exchange programs.88  
Syringe exchange programs reduce transmission of HIV and hepatitis C virus (HCV) without 
encouraging substance use.89,90  Harm-reduction-based methadone treatment, in which use of 
illegal drugs is tolerated, is strongly related to decreased mortality from both natural causes and 
overdoses.91

A harm reduction intervention study focused on black female crack users found that 
participants significantly reduced crack use and high-risk sex at each follow-up, but only the 
participants receiving harm reduction interventions improved their employment and housing 
status.  Compared with other subjects at 6 months, participants receiving harm reduction services 
were less likely to engage in unprotected sex.92

A randomized clinical trial of harm reduction group therapy among methadone 
maintenance program participants demonstrated that individuals receiving harm reduction group 
therapy were more likely to be abstinent from cocaine and reported fewer unsafe sexual 
practices.93

In NYC, a collaboration between CitiWide Harm Reduction and Montefiore Medical 
Center using a physician as part of the outreach team to drug users in SROs resulted in a greater 
proportion of SRO residents having a regular health care provider and utilizing HIV-related 
medications.94  

Co-locating a wound and abscess clinic with a syringe exchange program provided 
economical treatment and aftercare for injection-associated soft tissue infections and increased 
referrals to services such as HIV counseling and testing, medical care, and drug treatment.95

The NYC Commission on HIV/AIDS recommends that city, state, and federal laws 
governing injection drugs (e.g., heroin and methamphetamine) and commercial sex work be 
reviewed and revised to reduce HIV/HCV risk and improve access to harm reduction programs. 

Low-threshold drug treatment programs that incorporate a harm reduction approach 
should be expanded.  The Commission recommends that harm reduction and substance use 
education materials should be strengthened, particularly for younger people who use drugs.  
Physicians should receive better training in harm reduction and chemical dependency as well as 
support to facilitate improved provision of care for drug users.  Funding should be provided to 
make medical care and behavioral health services available through syringe exchange programs.  
Testing for hepatitis B and C should be expanded and treatment provided. 

In the past year, syringe exchange programs (SEPs) in NYC have been expanded to high-
need areas in Queens based on high prevalence of injection drug use in those neighborhoods.  An 
SEP opened in Long Island City in 2004, the first new program to open in NYC in more than a 
decade, and additional SEPs opened in Far Rockaway and Jamaica, Queens in 2005.  SEPs 
require waivers from the NYSDOH and approval by Community Boards before they can begin 
providing services.  The Commission recommends expanding the SEP program to additional 
neighborhoods that have a demonstrated need, that linkages to medical treatment and other 
services be strengthened, and that NYC provide direct funding for these programs.  Establishing 
SEPs at HHC facilities, Article 28 facilities, and CBOs should be considered. 

In 2000, the New York State Legislature changed the Public Health Law to authorize the 
Expanded Syringe Access Demonstration Program (ESAP), an important public health initiative 
that allows for the sale or furnishing of up to 10 hypodermic needles and syringes at a time 
without a prescription to persons 18 years of age or older.  A licensed pharmacy, a licensed 
health care facility, or a health care practitioner who is otherwise authorized to prescribe the use 
of hypodermic needles or syringes within his or her scope of practice may provide needles or 
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syringes pursuant to this program, as long as they have registered with the state Department of 
Health.  As of January 31, 2005, there were 2,789 registered ESAP providers in NYS, more than 
a third of which were located in NYC. 

The NYC Commission on HIV/AIDS recommends reviewing and making permanent 
ESAP legislation to further expand ESAPs at licensed pharmacies, health care facilities (such as 
Article 28 facilities and affiliated CBOs, as well as Health and Hospitals Corporation facilities) 
and health care practitioners, as well as providing social marketing about ESAPs and to 
encourage and promote participation in the program. 

The NYC Commission on HIV/AIDS also recommends expansion of training programs 
that educate law enforcement officials about appropriate treatment of participants in SEPs and 
ESAPs, including not arresting people for possession of syringes, as well as increased support for 
low-threshold substance-use treatment that incorporates a harm reduction approach. 

 
3.  Expand drug treatment programs and facilitate referrals. 

Drug treatment can prevent the spread of HIV.  Alcohol and drug use, along with a 
number of other mental and psychosocial issues, increase the risk of becoming infected with 
HIV.96,97  Although there are excellent drug treatment programs in NYC, access and coordination 
among health care providers, case managers, and drug treatment providers need to be improved, 
and low-threshold drug treatment programs that incorporate a harm reduction approach need to 
be expanded. 

Substance use is a significant problem for many PLWHA; about a quarter of non-HIV-
related deaths among PLWHA in NYC are due to use of alcohol or drugs.   Injection drug users 
(IDUs) are at extremely high risk of getting and spreading HIV.  Crystal methamphetamine use 
is not only associated with increasing spread of HIV,98 but can also reduce effectiveness of 
antiretroviral therapy and result in higher viral loads.99  Both crack and powder cocaine continue 
to be a significant problem.  A study of HIV transmission risk factors in homeless, chemically 
addicted, and mentally ill persons found that cocaine users were more than 3 times more likely to 
have shared needles than others.100

A Cochrane review* found that maintenance treatment for opioid-dependent IDUs was 
associated with significant reductions in illicit opioid use, drug injecting, and sharing of injection 
equipment.101  Maintenance treatment is also associated with reductions in the proportion of 
IDUs reporting multiple sex partners or exchanging sex for drugs or money; a reduction in these 
risk behaviors reduces HIV transmission.  

Some effective examples include Personalized Nursing LIGHT, a model that co-locates 
HIV treatment for HIV/AIDS with substance use treatment, which was effective in decreasing 
drug use and improving general health.102  Integrated approaches can promote greater efficiency 
by improving communication and coordination among clients, providers, and government 
funding agencies.103

New York State’s Substance Abuse Initiative co-locates HIV prevention and treatment in 
substance use treatment programs, including methadone maintenance treatment programs and 
residential and ambulatory treatment programs.  The Initiative, which provides high-quality 
treatment for approximately 3,600 substance users with HIV in NYC, tested almost 20,000 
individuals in 2004 with a seroprevalence rate of 4.4%. 

                                                 
* Cochrane reviews are comprehensive reviews of the medical literature and are based on the best 
available information about health care interventions. 

October 31, 2005  17 



The NYC Commission on HIV/AIDS recommends that city, state, and federal laws 
governing methadone be reviewed and revised to reduce HIV/HCV risk and improve access to 
drug treatment and HIV/HCV care and treatment programs.  Use of buprenorphine, recently 
approved by the FDA use in the treatment of opioid dependency on an outpatient basis, has been 
proven effective and should be expanded by removing federal limitations on prescription to 
greatly increase the number of patients receiving buprenorphine by increasing the number of 
doctors certified to prescribe it.104  Buprenorphine should be added to the ADAP formulary for 
opioid users who are HIV-infected. 

Drug treatment programs and medical treatment services for persons who use drugs 
should be expanded so they have the capacity to serve anyone who seeks treatment (i.e., low-
threshold drug treatment on demand).  Substance use treatment and AIDS care services for drug 
users should be more tightly integrated.  The number of specialized treatment slots should be 
increased; population-specific treatment slots also need to be developed and increased, 
particularly for the lesbian, gay, bisexual, and transgendered community; immigrants; and 
women, especially those with families.  Pilot programs should be developed specific to treatment 
of stimulant use (e.g., cocaine, crystal methamphetamine).  A central referral registry for drug 
treatment services, similar to the central registry currently available for mental health housing, 
should be considered. 
 
4.  Expand Prevention With Positives initiatives. 

Further reduction of HIV transmission will require new strategies that focus on 
preventing transmission by HIV-positive individuals.105,106  A multi-site survey of younger MSM 
in 6 urban locations nationally, including NYC, found an overall HIV prevalence of 12%, with 
46% of participants reporting unprotected anal intercourse.107  Another study of racially diverse 
men from New York and San Francisco found that 34% reported having unprotected anal 
intercourse with non-primary partners of unknown status.108

Safer-sex “fatigue” and treatment optimism are associated with high-risk behaviors such 
as “barebacking” (unprotected anal intercourse).109, , ,110 111 112  Unprotected anal intercourse is 
increasing among younger MSM in urban centers.113, ,114 115  Despite declining syphilis prevalence 
in the general U.S. population, there have been recent outbreaks of syphilis among MSM, many 
of whom are HIV-infected; rates of gonorrhea and chlamydia infection have also risen in this 
population.116, , , , ,117 118 119 120 121  Bacterial and viral STDs are also increasing in HIV-infected men, 
reflecting an increase in risky behaviors.122, ,123 124  Lymphogranuloma venereum (LGV) cases 
have been reported among HIV-positive MSM in the Netherlands;125 in early 2005, New York 
City reported cases of the same serovar.126  Rising STD rates among MSM increase the potential 
for HIV transmission due to risky behavior, and because other STDs have a synergistic effect on 
HIV infectiousness and susceptibility.127

For Prevention With Positives (PWP) interventions to be effective, both providers and 
PLWHA must be targeted for intervention.  Clinicians often miss opportunities to provide PWP 
counseling.128, , ,129 130 131  Recent CDC guidelines suggest incorporating PWP protocols into 
routine medical care through behavioral and clinical risk factor screening at each visit.132  
Written clinic procedures improve delivery of PWP counseling in primary health care settings.133  
Brief safer-sex counseling by medical providers is feasible during primary care visits and 
reduces risky behaviors in PLWHA.134, ,135 136
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Some effective examples include the WiLLOW Program, a sexual risk reduction and 
social network intervention targeted predominantly to black HIV-positive women in Georgia and 
Alabama, reduced risky sexual behavior and bacterial STDs among women living with HIV.137

The CDC identified a small-group, three-module intervention (Teens Linked to Care) for 
substance abusing youth living with HIV/AIDS that reduced unprotected sexual intercourse and 
drug use and improved physical and mental health outcomes.138  A more cost-effective version of 
the intervention with telephone and in-person delivery was also effective in reducing unprotected 
sexual intercourse.139

Options, a clinician-initiated model developed by the University of Connecticut Center 
for Health/HIV Interventions, is a promising intervention for integrating prevention into routine 
HIV care and can reduce transmission risk behavior among PLWHA.140  In 2004, the NYSDOH 
initiated Options New York as a demonstration project to evaluate its feasibility and 
effectiveness when implemented as a routine component of the HIV medical visit.  
Demonstration programs currently operate at three sites, and if shown to be effective in practice, 
the NYSDOH AIDS Institute will expand the program to facilities receiving New York State or 
Ryan White CARE Act funding for HIV clinical services. 

The national “HIV Stops With Me” campaign, which has recently been introduced in 
New York City, is an example of a social marketing effort that uses HIV-positive spokesmodels, 
a website (www.hivstopswithme.org), newspaper and magazine ads, postcards, billboards, transit 
media, and other approaches to support HIV-positive people in their efforts to be leaders in HIV 
transmission prevention.  Different aspects of the campaign focus on men, women, and 
transgendered persons.  Preliminary evaluations of this program show success, but to date there 
have been no peer-reviewed studies published to confirm these findings. 

The CDC’s Diffusion of Effective Behavioral Interventions (DEBI) project, developed in 
coordination with Center on AIDS & Community Health at the Academy for Educational 
Development, brings science-based, community- and group-level HIV prevention interventions 
to community-based service providers and state and local health departments.  The goal is to 
enhance the capacity to implement effective interventions at the state and local levels, to reduce 
the spread of HIV and other STDs, and to promote healthy behaviors.  The Latino Commission 
on AIDS is in the process of adding stigma reduction modules to its DEBI programs.141

The NYC Commission on HIV/AIDS recommends that HIV prevention and care 
programs promote disclosure of HIV status to partners wherever possible, realizing that 
disclosure in some situations may involve personal and physical risk for individuals and thus 
may not be immediately possible.  Without endangering the lives of PLWHA, disclosure of HIV 
status should be promoted as part of changing community norms around disclosure and HIV 
stigma, and because false assumptions about serostatus can lead to increased transmission.  

Partner notification (also known as contact notification) is an important but underutilized 
mechanism to prevent HIV transmission.  Many HIV-positive individuals cooperate in partner 
notification and contact tracing.142,143  This is an effective prevention strategy,144,145 especially 
when targeted to primary HIV infection.  Partner counseling and notification programs in North 
Carolina proved effective in identifying previously untested individuals who were HIV-
infected.146  Innovative e-mail and internet-based approaches to “disclosure assistance” used by 
the San Francisco and Los Angeles Departments of Health show promise.147,148  Partner 
notification is more effective when conducted by public health officials than by the infected 
person or by the patient’s physician.149, ,150 151  Enhanced partner notification strategies must be 
designed in collaboration with the HIV/AIDS community to ensure that the safety and rights of 
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PLWHA are maintained.  The NYS DOH AIDS Institute has published a guide for individuals to 
assist in the process of serostatus disclosure,152 and the NYC DOHMH has recently issued 
updated physician guidelines on HIV/AIDS reporting and partner notification.153

Although Prevention With Positives initiatives are still relatively new and have not been 
extensively evaluated, they nonetheless are promising and should be increased in NYC, with 
efforts focused on HIV-positive people who engage in persistent risky behavior.  These programs 
should address mental health, substance use (including crystal methamphetamine use) and other 
barriers to safer behaviors while being sensitive to stigma issues.  New training courses were 
developed by AI in 2004 to help health and human service providers address prevention with 
HIV-infected individuals, and cover psychosocial issues, provider beliefs and values, disclosure 
assistance, prevention strategies, and interventions and resources for prevention with positives.  
Openly HIV-positive persons in high-visibility leadership positions should be encouraged to 
participate in and lead Prevention With Positives initiatives.  Outreach to medical providers, 
community-based organizations, and other groups should emphasize the importance of condom 
use, clean needles, and partner notification in preventing ongoing HIV transmission. 
 
5.  Improve HIV prevention among HIV-negative people with continued risk-taking behaviors. 

Culturally specific or subpopulation-directed HIV prevention models are more effective 
than general approaches.  In one study, print media reached the greatest number of women, but 
outreach activities were better at communicating with subpopulations of high-risk women who 
exchanged sex for money or who had STDs.154  Effective approaches directed at drug users,155,156 
heterosexual men,157 adolescents,158 older women,159 and MSM160 have also been described.  
Community-level interventions aimed at decreasing high-risk behavior among MSM were at 
least as effective as small group and individual level interactions and interventions that focused 
on promoting interpersonal skills.   Social marketing campaigns encouraging condom use have 
been successful.67,74, ,161 162

Improved control of sexually transmitted diseases (STDs) is also important to reducing 
the risk of HIV transmission.  STDs, particularly genital ulcers (e.g., chancroid, syphilis, genital 
herpes), but also the more common non-ulcerative STDs (e.g., chlamydia, gonorrhea) enhance 
sexual transmission of HIV.163,164  Genital ulcers (mainly chancroid) can increase the likelihood 
of HIV transmission during a single sexual act by a factor between 10 and 100.   Recent infection 
with herpes simplex virus type 2 (HSV-2), the most common cause of genital ulcer disease, is 
associated with an increased risk of HIV infection.165  People who are immunocompromised 
have more genital ulcers;166,167 this probably increases their infectiousness during sexual 
intercourse. 

Gonorrhea and chlamydial infection are less likely than genital ulcers to result in HIV 
acquisition in women.   However, these STDs are far more common than genital ulcers, so their 
contribution to the heterosexual spread of HIV may be greater.168  Several studies have found 
that genital shedding of HIV is greatly enhanced in the presence of urethral, cervical, or vaginal 
inflammation.169,170  

Effective screening, diagnosis and treatment of STDs can reduce the sexual transmission 
of HIV.  Prevention efforts should also ensure that all individuals with STDs are offered 
counseling and testing for HIV.  

NYC should continue to target high-risk groups among MSM (both gay- and non-gay-
identified), women of color, adolescents, alcohol- or drug-using individuals, immigrants, 
individuals with recurrent STDs, sex workers, and incarcerated and criminal justice populations 
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through culturally relevant social marketing programs with evidence-based HIV prevention 
messages and strategies.  Outreach should also include sex and needle-sharing partners of IDUs.  
There needs to be a greater emphasis on risk reduction strategies in counseling for high-risk 
individuals.  Issues related to treatment optimism need to be explored within the context of 
prevention activities, particularly among adolescents.  The CDC’s DEBI project, also used in 
programs targeted to people with HIV infection, is a model that can be used to strengthen CBO-
based prevention programs for high-risk persons. 

Syringe exchange programs and ESAPs should be expanded.  Substance use treatment for 
opioid dependence should be increased to reduce injection drug use and prevent intranasal users 
from transitioning to injection use.  Crystal methamphetamine prevention and treatment 
strategies should be evaluated and funded, as should strategies to address the continuing problem 
of cocaine, particularly crack cocaine use.  HIV prevention programs should be funded for both 
HIV-positive and HIV-negative drug users. 

 
6.  Expand social marketing programs that work. 

Social marketing programs, which use sophisticated consumer marketing techniques to 
“sell” ideas, attitudes, and behaviors, can increase availability, sales, and use of condoms, as well 
as knowledge and awareness of the role of sexually transmitted diseases in spreading 
HIV.171, , , , ,172 173 174 175 176  Social marketing involves in-depth consumer research to understand and 
address the needs and desires of target audiences.  Since 1985, the CDC has provided funds for 
HIV prevention programs with a requirement for review of all materials.  In 1992, the CDC 
published HIV content guidelines that prohibit the use of CDC funds for AIDS prevention 
programs that develop educational and related program materials perceived to directly promote 
or encourage sexual activity (homosexual or heterosexual) or intravenous substance use.177  The 
CDC guidelines require that messages emphasize sexual abstinence except in a mutually 
monogamous relationship with an uninfected partner. . 

Many organizations contend that these guidelines prohibit social marketing of HIV 
prevention messages that would be most effective in reaching the highest-risk individuals and 
groups.  In major metropolitan areas such as New York City, non-monogamous sexual 
relationships are relatively common among young unmarried heterosexuals and MSM.  HIV 
prevention materials that promote monogamy tend to lack credibility with these audiences; sex-
positive HIV prevention messages are likely to attract greater consumer attention.  The focus on 
IV drug use in and of itself ignores that HIV risk derives from the sharing of contaminated 
injection equipment, and also disregards the role of non-IV injection drug practices (e.g., 
intramuscular steroid injections) and non-IV drug use (e.g., crack cocaine and crystal 
methamphetamine) that increases HIV transmission risk.  Targeted campaigns to Latino/Latina 
and other non-English-speaking communities should involve community leaders and 
stakeholders to engage their support, and should be culturally sensitive and not merely 
translations of English-language campaigns.  Hearing-impaired individuals will need targeted 
campaigns that use sign language interpreters to assist with HIV educational initiatives. 

Given such proposed federal restrictions on HIV prevention programs, the NYC 
Commission on HIV/AIDS recommends that City funding be used to create and disseminate 
evidence-based social marketing campaigns, particularly for programs and populations that are 
not reached through federal and/or state support. 
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7.  Improve HIV/AIDS health education in schools. 
NYC’s HIV/AIDS health education school curriculum was last revised in 1994.  It is 

currently being updated by individuals from the Department of Education and DOHMH along 
with parents, community members, and other concerned individuals.  The current plan is to 
update only the scientific basis of the curriculum, not to change the manner by which the 
information is taught. 

Sex education and HIV education and intervention programs can reduce unprotected sex 
by delaying initiation of sex, reducing its frequency, and/or increasing condom 
use.178, , , ,179 180 181 182  Some effective examples include “Safer Choices,” a behavioral-theory-based 
HIV, STD, and pregnancy prevention intervention.  This curriculum has been shown to delay 
onset of sexual activity in certain racial/ethnic subgroups,183 increase condom use school-
wide,184 decrease the number of partners, decrease frequency of unprotected sex, and be cost-
effective and cost-saving.185  The Rochester AIDS Prevention Project for Youth (RAPP), a 
middle- and high-school-based HIV and sexuality intervention program, is effective in delaying 
onset of intercourse and risky sexual behavior, most significantly among middle school 
females.186

The NYC Commission on HIV/AIDS recommends not only a scientific and medical 
update of the HIV/AIDS curriculum, but also revision to include behavioral interventions that 
have been shown to be both effective and cost-effective in preventing HIV infections among 
youth.  Currently, the NYC public school system does not fully comply with statewide and 
citywide AIDS education mandates;187 adequate personnel and other resources are needed to 
ensure proper implementation of HIV/AIDS education in the schools.  Condom availability in 
schools should be implemented as per long-standing policy, and this implementation should be 
monitored.  Condom availability programs and demonstrations of proper condom use that have 
an evidence base of effectiveness could improve safer sex education.  Parents, communities, and 
the Department of Education’s Community Education Councils must be involved so that any 
programs established as part of the curriculum will appropriately address community concerns 
and can be implemented effectively.  CBO participation in school health education activities 
should be explored to determine whether they can effectively supplement school-based 
programs. 

 
8.  Reduce HIV-related stigma in order to improve HIV prevention, testing, and treatment. 

HIV-related stigma can discourage HIV test-seeking behavior, reduce willingness to 
disclose HIV status, health-seeking behavior, and treatment adherence, and can reduce the 
quality of health care received and social support solicited and received.188, , , , ,189 190 191 192 193  Social 
stigma continues to contribute to non-disclosure of HIV diagnosis,194 which can lead to increased 
transmission.   The NYC Commission on HIV/AIDS recommends the adoption of evidence-
based programs to reduce stigma related to HIV that involve public education about HIV/AIDS, 
incorporate skill building exercises, and address social issues. 

Because of the stigma of an HIV-positive diagnosis, people are often reluctant to be 
tested.195,196  More than one third of all respondents in a 1999 national telephone survey reported 
that concerns about AIDS stigma would affect their own decision to be tested for HIV.197  
Normalizing testing and making it a standard part of medical care can reduce stigma and other 
barriers to testing. 

The New York State AIDS Institute’s Project WAVE (War Against the Virus Escalating) 
addresses stigma and discrimination and encourages testing in communities of color by making it 
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available at non-traditional venues using radio advertisements, celebrity promotion, and free 
concert tickets.  More than 6,000 New York State residents have been tested for HIV through 
this initiative since its introduction in 2001; the program should be evaluated as a model to 
potentially replicate and expand. 

The influence of celebrities and other role models should not be underestimated.  After 
Magic Johnson made his announcement that he was HIV-positive, there was a significant 
increase in the level of accurate knowledge among individuals, the number of persons getting 
tested for HIV, and the desire for people to obtain more information about HIV and 
AIDS.198, ,199 200  Announcements around the same time about his wife and baby, who tested 
negative, had a significant effect on increasing the numbers of women tested during 
pregnancy.201

The NYC Commission on HIV/AIDS recommends harnessing the power of celebrities 
and other role models in launching social marketing campaigns targeted to high-risk populations 
to reduce the stigma of HIV testing and increase the number of people tested.  Key national and 
local elected officials, clergy, community leaders, athletes, musicians, actors, and others would 
be asked to voluntarily be tested as part of the media campaign.  The results would, of course, be 
kept confidential unless disclosed by the person tested. 

 
9.  Evaluate prevention programs and expand those that work. 

The NYC Commission on HIV/AIDS recommends that NYC improve evaluation of 
current and potential HIV prevention strategies and intervention models, in particular those 
targeted to specific high-risk groups (e.g., MSM, IDUs, women of color).  Potential future 
strategies should be evaluated in order to increasingly allocate and prioritize funding and 
resources based on needs, gaps, and evidence of efficacy.  The development of new, innovative, 
and intensive HIV prevention strategies should be promoted, particularly those that address the 
role of substance use and mental health issues, including through partnerships with academia.  
Funding sufficient to properly evaluate prevention programs must be included in program 
budgets. 

 
 

Testing and Linkage to Care 
 

More timely diagnosis of HIV is crucial because, while all new HIV infections are 
transmitted by people who are HIV-positive, most are transmitted by people who are unaware of 
their status.202,203  Increasing the proportion of HIV-positive New Yorkers who know their status 
and who are in effective care will not only improve the health of the approximately 20,000 New 
Yorkers living with undiagnosed HIV infection, it is also most likely the single most important 
way that NYC can reduce the spread of HIV.  Testing is integral to a coordinated approach to 
improve control of the epidemic, provided that there is linkage to care for those who test 
positive.  Although some HIV-infected persons continue to engage in behaviors that place others 
at risk for HIV infection,204, , , , ,205 206 207 208 209 HIV-infected persons who are aware of their HIV 
status generally reduce risky behavior.33,34,35,36,210

On average, people do not show signs of AIDS for 10-12 years after HIV infection.29,30,31  
Among people first diagnosed with HIV when already ill with AIDS, these years include many 
missed opportunities to prevent HIV progression to AIDS, opportunistic infections, and HIV 
transmission to uninfected partners. 
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By reducing barriers to HIV testing in the prenatal period, New York has curbed 
maternal-fetal transmission of HIV.  The number of New Yorkers infected through injection 
drug use (IDU) has fallen dramatically since the expansion of syringe exchange programs (SEPs) 
and increased HIV testing among IDUs.  In 2003, among individuals whose risk factors were 
known, there were 760 new AIDS diagnoses among IDUs (27% of cases), compared with 6,626 
new AIDS diagnoses (56% of cases) among IDUs in 1993. 

Many of the approximately 1,000 New Yorkers concurrently diagnosed with HIV and 
AIDS each year had multiple contacts with the health care system.  These contacts are missed 
opportunities to diagnose HIV, prevent opportunistic infections, start treatment for HIV, and 
prevent the spread of HIV.  Early diagnosis of HIV leads to early medical care, early treatment 
that can preserve immune function,211, ,212 213 decreased likelihood of rapid disease progression,214 
and provision of support services, which improves health outcomes and decreases HIV 
transmission.215, , , ,216 217 218 219

The NYC Commission on HIV/AIDS makes 3 recommendations to increase the 
proportion of HIV-positive New Yorkers who know their HIV status and are linked to care. 

10. Increase voluntary HIV testing and linkage to care of those who test HIV-positive. 
11. Monitor HIV testing more closely. 
12. Evaluate testing programs and expand those that are effective. 

 
10.  Increase voluntary HIV testing and linkage to care of those who test HIV-positive. 

The current model of voluntary counseling and testing dates back to 1985, when there 
was no antiretroviral therapy and learning one’s HIV status was associated with social, personal, 
and legal risks that were not necessarily offset by clear benefits.  With the advent of effective 
antiviral therapy and other medical and social interventions, the benefits of knowing one’s status, 
for individuals as well as for society, now far outweigh the risks. 

First suggested more than a decade ago,220 the CDC now recommends that routine, 
voluntary testing and counseling be universally offered in any setting in which HIV prevalence 
in the population is greater than 1%,221 a recommendation that is being increasingly supported 
within the medical community regardless of HIV prevalence in a community.222 In addition, the 
CDC recommends re-testing within three months of a high-risk exposure.223  Today, HIV 
prevalence (including those infected but undiagnosed) is estimated to be at least 1.5% among the 
entire NYC population, with many subpopulations having significantly higher infection rates. 

When HIV tests are offered to individuals as a routine part of medical care in a high 
prevalence area, more infections are diagnosed than when HIV testing is offered based on risk 
factors.224,225, , , , , , , ,226 227 228 229 230 231 232 233  Routine offer of HIV testing is likely to increase life 
expectancy and decrease HIV transmission.234,235  Testing is more likely to be accepted if 
providers recommend it as part of medical care.236, , , ,237 238 239 240  Increasing the number of venues 
where individuals can be tested, and including non-traditional venues that attract individuals 
likely to engage in risky sex, such as bathhouses, sex clubs, pick-up bars, large circuit parties, 
and gay pride events, will increase options for HIV testing.  As long as newer testing sites have 
strong linkages to care and treatment, this approach to HIV testing will also increase access to 
quality medical care and treatment. 

Some effective examples include a program in Massachusetts that offered routine, 
voluntary HIV counseling, testing, and referral to individuals entering 4 hospital-associated 
urgent care centers.  Among the approximately 3,000 people tested, the program identified an 
HIV prevalence of 2% – twice as high as before the program was implemented.241  A review of 
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studies conducted in emergency departments found that many locations met the 1% prevalence 
threshold CDC recommends for routine, voluntary testing (prevalence ranged from 2 to 17%), 
and that emergency department (ED) testing was cost-effective.242  When the routine offer of 
voluntary HIV testing was implemented in Boston Medical Center’s inpatient medicine service, 
HIV prevalence of 3.8% was found.243  These studies indicate that routine HIV testing in urgent 
care and inpatient settings can successfully identify many HIV-positive persons who may not 
have otherwise been tested, diagnosed, and started on treatment and care. 

Rapid testing enables people to learn their HIV status in less than an hour, compared with 
the 1-2 weeks to receive results from standard HIV tests.  Rapid HIV testing increases the 
number of people tested as well as the likelihood that people receive their test results.  Effective 
programs have been implemented for pregnant women,244 individuals attending sexually 
transmitted disease and outpatient clinics,  and individuals presenting in emergency 
departments.245  Rapid HIV testing also permits early counseling and discussion of risk reduction 
and therapy.246

Until recently, voluntary HIV counseling and testing had not been offered in emergency 
departments and many in-patient hospital settings.  Since many medically underserved people 
who are at high risk for HIV use emergency departments for primary care, this may be the only 
time these people interface with the medical system.247  Among pregnant women, HIV testing by 
risk factor assessment identifies only 41-57% of PLWHA, whereas routine voluntary testing 
detects up to twice as many (87%).248,249

Rapid testing has been implemented in a variety of non-traditional sites; in NYC, these 
include hospital emergency departments, correctional facilities, community-based organizations, 
and DOHMH STD clinics.  The NYSDOH is also promoting rapid testing in primary care 
settings and substance use detoxification programs and by allowing same-day billing of routine 
medical visits as well as pre- and post-test counseling visits.  In 2004, health facilities receiving 
funding through the NYS DOH Community-Based HIV Prevention and Primary Care Initiative 
in NYC tested 13,523 individuals with a seroprevalence rate of 4.5%. 

In the past year, with CDC, New York State, and New York City funds, there have been 
pilot programs of rapid HIV testing in emergency departments in NYC; while these programs 
have found more than 1% of those tested to be HIV-positive, the numbers tested have been small 
in relation to the number of people who would benefit from testing. 

Since 1989, the NYSDOH has operated an HIV Primary Care Medicaid Program, which 
integrates counseling and testing into routine clinical care and allows for same-day billing of 
HIV counseling visits and any other visit for which a Medicaid rate is established.  In 2004, 
55,131 clients in NYC were tested through this program, as measured by submitted Medicaid 
billing claims for HIV testing. 

Seattle researchers found that the keys to developing a successful voluntary HIV 
counseling and testing program in bathhouses included establishing community prevention 
collaborations between bathhouse personnel and testing agencies, ensuring that testing staff are 
supported in their work, and offering anonymous rapid HIV testing.250

A survey of residential drug treatment centers in the U.S. in 2001 revealed that only 
about half offered their clients on-site HIV testing.  Factors associated with offering on-site 
testing included larger size, public rather than private ownership, and medical orientation (i.e., 
operated by a hospital, the unit’s perception of itself as their clients’ primary medical provider, 
or providing medical care to individuals either on-site or at another part of the same treatment 
agency).251
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HIV counseling may not be an effective long-term primary prevention strategy for 
uninfected participants, as HIV-negative participants may not modify their behavior more than 
untested participants.252,253

The NYC Commission on HIV/AIDS supports increasing voluntary HIV testing through 
the routine offer of HIV testing in outpatient clinics and private providers’ offices as well as in 
hospital emergency departments and inpatient units.  Voluntary HIV testing must also be 
expanded to community settings where populations with potentially high HIV prevalence 
congregate (i.e., bars, nightclubs, parks, bathhouses, homeless shelters, syringe exchange 
programs, drug treatment centers, gay pride events, and commercial sex venues) and settings in 
which they might be more comfortable being tested than in a clinical setting.  Initiatives using 
rapid testing technology in community-based sites and hospital emergency departments recently 
implemented in New York City and State should be enhanced and expanded. 

In addition to recent proposed regulatory changes, the current law governing voluntary 
counseling and testing needs to be studied further to determine if changes to legislation are 
required to facilitate normalization of testing.  Current provider training should be updated to 
enable normalization of HIV testing.  Laws and regulations should ensure the routine offer of 
HIV testing in health care settings and facilitate routine offer in non-clinical settings.  Voluntary 
testing, availability of counseling, informed consent, right of refusal, and confidentiality 
safeguards must be preserved.  No one should feel pressured into taking an HIV test based upon 
sociodemographic profiles or other factors, and medical care and other governmental and social 
services must not be denied to individuals who decline to be tested.  Anonymous testing should 
continue to be supported, despite its complications on effective linkage to care and tracking of 
epidemiology. 

Post-test counseling of HIV-positive persons should be strengthened to include explicit 
mechanisms and accountability for referral to comprehensive health care services, including 
better use of currently existing mechanisms and enhanced follow-up to ensure that people with 
newly identified HIV infection enter treatment.  Post-test counseling for people who test HIV-
positive, whether in medical settings such as hospital Emergency Departments or in community-
based settings, should be supported.  A “one size fits all” approach to counseling and testing 
should not be adopted as a way to simplify and streamline the process; where feasible, 
personalized and realistic risk-reduction plans, though potentially more expensive and difficult to 
implement, are more likely to result in actual reduction in risky behavior. 

Linkage to care is extremely important for the health of the patient as well as to prevent 
transmission of HIV into the community; the large number of PLWHA who are not linked to 
effective and consistent treatment and care demonstrates how difficult this can be to accomplish 

and the need for additional attention to and monitoring of this issue.  Linkage refers to actual 
facilitation of commencement of care and receipt of services, not merely referrals.  For high-risk 
persons who test negative and others who request it, post-test counseling should include linkage 
to intensive prevention counseling as well as substance use, mental health, and behavioral 
counseling and support programs. 

Partner notification is an underutilized yet effective HIV prevention strategy, and a key 
element of voluntary counseling and testing.  The NYC Commission on HIV/AIDS recommends 
that partner counseling and referral services should be tightly integrated into all voluntary HIV 
counseling and testing programs, especially as rapid testing is expanded to nontraditional venues. 

Linkage to care is especially problematic for correctional populations.  Drug treatment 
and maintenance therapy, hepatitis A and B vaccinations, HCV testing and treatment education, 
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harm reduction education, and voluntary HIV testing and treatment should all be improved for 
people in the correctional system, and linkage to primary care, drug treatment, and harm 
reduction services upon release should be improved.  The practice of releasing prisoners in the 
early hours of the morning should be abandoned, and those released should be provided a 
sufficient supply of necessary medications, including ARV if prescribed, until post-release 
medical appointments can be facilitated. 

To help ensure more effective linkage to care, the Commission recommends that 
awareness of health insurance options, including enrollment and recertification, be increased 
among PLWHA, physicians, health care facilities, and other testing sites, including CBO testing 
sites.  The Mayor’s Office of Health Insurance Access (MOHIA) and NYC DOHMH’s Division 
of Health Care Access and Improvement can play critical roles in patient and provider education, 
as well in streamlining access for persons eligible for or enrolled in public health insurance 
programs and strengthening linkage to care.  Hospital clinical and social work staff should 
further improve access to public health insurance and free medical care. 

Reimbursement for HIV testing must be structured to maintain the existing testing and 
counseling infrastructure, which will be essential to linking newly diagnosed PLWHA to 
treatment.  Incentives should be provided to greatly expand testing volume, including in 
emergency departments.  Private insurers should universally provide reimbursement for HIV 
testing performed in doctor’s offices or other medical care facilities.  Reimbursement schedules 
need to be flexible to support availability and expansion of rapid testing into areas where high-
risk patients present, especially in part-time clinics and emergency rooms.  NYC should advocate 
changing NYS regulations to remove administrative barriers to reimbursement of HIV testing 
(e.g., providing for reimbursement for HIV testing during a hospital emergency department 
visit).  Increased resources will be needed to support normalization of testing in EDs and other 
health care settings. 

As voluntary HIV testing is expanded into nontraditional sites, NYC should promote, 
fund, and provide training and technical assistance to facilitate citywide availability of HIV 
testing, especially rapid tests, in all venues where high-risk populations may be found in order to 
encourage people who would not normally do so to get tested.  A peer-oriented approach to 
recruit drug users and other at-risk individuals should be pilot-tested and evaluated.  New saliva-
based HIV rapid testing technology should be adopted as appropriate to provide people with 
additional testing options.  NYC should use social marketing and educational materials to 
complement voluntary testing strategies targeted to specific populations and settings. 

The Commission fully supports the NYS DOH’s emergency regulations that simplify the 
testing HIV consent form, provide HIPAA-compliant consent for transfer of medical records by 
patient request, and provide the option for provision of printed information in lieu of traditional 
face-to-face pre-test counseling.  These regulatory changes, which should be adopted on a 
permanent basis, will make less burdensome for health care providers to offer voluntary HIV 
testing, making it more likely that testing will be offered in health care settings.  Individuals 
would still have the option of face-to-face counseling.  The Commission also recommends study 
of these changes once implemented and consideration of additional measures, including 
consideration of legislative changes, that would further streamline the testing process and make it 
a normal component of medical care. 

 
 
 

October 31, 2005  27 



11.  Monitor HIV testing closely. 
The NYC Commission on HIV/AIDS recommends that NYC ensure, particularly with 

wider use of HIV rapid testing, that all positive test results are confirmed by Western Blot, and 
that all confirmed positive test results are accurately reported to existing surveillance systems as 
required by law.  Improved adherence to existing data collection protocols, including risk factor 
assessment, is essential and will facilitate more effective planning and resource allocation.  There 
must also be improved assessment of risk factor status in newly diagnosed PLWHA in order to 
more effectively target services to communities and populations at highest risk. 

 
12.  Evaluate testing programs and expand those that are effective. 

The NYC Commission on HIV/AIDS recommends that NYC evaluate all testing 
programs and expand those that identify and effectively engage in treatment a large number or 
proportion of individuals newly diagnosed with HIV.  NYC should elicit feedback from all HIV-
positive and selected HIV-negative individuals on linkage from testing to other services through 
a simple, anonymous, standardized, and confidential post-test survey as part of a citywide 
evaluation of the testing-referral continuum. 
 
 
Treatment, Care, and Coordination 
 

The Commission makes 4 recommendations to further improve the care and treatment of 
PLWHA in NYC. 

13. Preserve and strengthen treatment, case management, and support services to 
further improve patient outcomes. 

14. Increase housing opportunities and improve allocation based on client needs. 
15. Expand mental health, behavioral health, and harm reduction services and co-locate 

them with HIV/AIDS care. 
16. Increase access to care by further improving health care worker and community 

staff training, enhancing patient education and empowerment, and disseminating 
information on service availability to PLWHA and service providers. 

 
13.  Preserve and strengthen treatment, case management, and support services to further 
improve patient outcomes. 

With the advent of antiretroviral therapy, HIV/AIDS has increasingly become a chronic 
disease requiring long-term disease management; however, medical service infrastructure must 
continue to remain in place for seriously ill PLWHA.  Methods and resources to further improve 
treatment outcomes, particularly for PLWHA with multiple problems including unstable 
housing, mental illness, and chemical dependency, are needed.254, , , ,255 256 257 258  While there has 
been a decreasing need for inpatient and long-term care for PLWHA, there has been an 
increasing need for general medical care and substance use and mental health treatment, which 
will require reallocation of funding and resources to shift capacity. 

The NYC Commission on HIV/AIDS recommends that the existing treatment and service 
delivery resources for PLWHA be preserved and further strengthened in order to improve patient 
outcomes.  To maintain and increase continued breadth of services through multiple funding 
sources, the Commission recommends ensuring that existing Medicaid reimbursement structures 
are maintained and new funding streams developed. 

October 31, 2005  28 



Prophylaxis after exposure to HIV, such as in the case of high-risk sexual exposures 
when a condom breaks or in the case of unprotected forced sex, is effective in preventing HIV 
and should be expanded. 

In order to identify and provide additional needed resources for PLWHA who are lost to 
care or who are not being treated effectively, systematic citywide monitoring of patient status, at 
least through laboratory tests which are already being performed (viral load and CD4) should be 
strengthened, and would be facilitated by recently proposed regulatory changes.  This 
information, which is essential to help evaluate whether PLWHA are on an effective course of 
treatment, should be used in the aggregate to assess and improve patient outcomes.  Whether this 
information can and should be used on a patient-specific basis, either by the DOHMH or NYS 
DOH, and whether it should be available, with written patient consent, for the treating physician 
to review, will require further review and discussion.  Additional methods to improve monitoring 
and quality of care should be evaluated. 

Antiretroviral therapy is highly effective even in IDUs with advanced HIV infection.259  
Treatment for HIV infection should not exclude people with a history of IDU. 

Newly diagnosed persons as well as those who are diagnosed but not in care are more 
likely to get into care if they have a case manager.260  Outreach, mental health, and case 
management services can maintain HIV-positive and at-risk youth and young adults in 
care.261, , ,262 263 264  Case management that includes supportive services such as mental health and 
substance use treatment, transportation, housing, and legal assistance improves primary care 
entry and retention.265, , , , , , , ,266 267 268 269 270 271 272 273  Effective case management is associated with 
fewer unmet needs (e.g., mental health, substance use treatment, housing, legal services, and 
transportation) and higher use of HIV medications in persons receiving HIV treatment.274,275

The NYC Commission on HIV/AIDS recommends that NYC investigate ways to further 
improve the case management system to focus on population-based, rather than facility-based, 
quality of care.  New York State has developed case management standards and is currently 
reviewing its own standards as well as other states’ standards.  NYS is revising and updating its 
standards to fit current needs of PLWHA in NYC and is requiring that all case managers adhere 
to case management standards already implemented as well as those that may be developed.  The 
needs of immigrant PLWHA should be addressed within a framework of legal and 
culturally/linguistically-appropriate support.  Legal services are also important for many 
individuals living with HIV/AIDS. 

Support services for people providing care to PLWHA should also be expanded.  NYC 
must also address the growing number of AIDS orphans – youth who have lost one or both 
parents to AIDS and are being raised by grandparents or other relatives or are in foster care.  
These children are also among those at highest risk for becoming HIV infected themselves; 
prevention education is especially important for this group. 

The Commission fully supports the NYS DOH’s proposed changes to regulations that 
would make all results of CD4 testing, all viral load tests, and drug resistance testing reportable.  
It is critical to prioritize services to those most in need and develop more effective treatment and 
care strategies.  These regulatory changes will facilitate improved monitoring of critical aspects 
of the epidemic, including identification of subgroups in need of more intensive services and 
monitoring of drug resistance and adequacy of treatment.   
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14.  Increase housing opportunities and improve allocation based on client needs. 
Housing remains a vital need for PLWHA in NYC.  NYC has a substantial homeless 

population, with 36,000 people (single adults as well as families with children) sheltered each 
night in addition to an estimated 2,700 homeless people each night who are unhoused and on the 
streets.  Local Law 49 entitles symptomatic PLWHA to housing assistance administered by 
HASA, using city tax dollars and federal funds awarded through HOPWA (Housing 
Opportunities for People With AIDS).  More than 31,000 PLWHA currently receive some form 
of housing assistance through HASA, Sustainable Living Fund, Rental Assistance Program, and 
other programs.  This represents approximately half of New Yorkers diagnosed with AIDS and a 
third of those with non-AIDS HIV infection. 

A recent DOHMH analysis of the prevalence of HIV/AIDS among homeless persons 
found that homeless individuals are diagnosed with HIV at more than five times the rate as the 
overall NYC population.  While homeless and non-homeless PLWHA were equally likely to 
have kept an initial primary care appointment, homeless PLWHA were significantly less likely to 
remain in care.  Deaths among homeless PLWHA tend to occur at younger ages than non-
homeless PLWHA.  Many PLWHA are emergently housed in single-room occupancy hotels 
(SROs).  SROs may expose clients with substance use issues to drug dealing and other illegal 
activities, and do not offer the supportive services that clients may need and that other housing 
models provide.276, ,277 278  PLWHA housed in SRO hotels are often very sick, and frequently do 
not receive regular health care because of multiple barriers.94,279  Under legislation recently 
enacted by the City Council and signed by the Mayor, HASA now gives every homeless client 
an application for non-emergency housing the same day they are found eligible for HASA 
services, and gives clients eligible for non-emergency housing a medically appropriate referral 
within 90 days of their placement in emergency housing or their completion of a non-emergency 
housing application. 

Clients no longer requiring intensive support should be able to transfer to more 
independent housing environments, which will increase the availability of supportive housing for 
those who require more intensive support.  Alternatives to emergency housing placement in 
SROs should be found as quickly as possible.  In the interim, comprehensive social and harm 
reduction services should be provided on-site or by referral.  Laws regarding eligibility for public 
benefits for PLWHA returning to the workforce should be reviewed so that access to housing 
and health benefit entitlements are not lost.  The need for support in housing programs for the 
marginally homeless, to prevent lapse into long-term homelessness, should be met.  The housing 
needs of undocumented symptomatic PLWHA who are unable under current benefits eligibility 
rules to access housing support should also be addressed. 

In 2001, the Mayor’s Office of AIDS Policy Coordination commissioned a study of the 
housing needs of PLWHA, which was issued in early 2005.280  The City has already begun to 
implement some of the report’s recommendations for improving provision of housing for 
PLWHA.  With improved treatment and longer survival, the number of New Yorkers living with 
AIDS nearly doubled in the past 8 years, resulting in an increased need for housing that includes 
a spectrum of supportive housing.  The City is committed to working with partners at the federal, 
state, and local level to develop programs and services to meet these increasing needs. 

The NYC Commission on HIV/AIDS recommends that NYC increase the number of 
units and types of housing for PLWHA and that the Sustainable Living Fund be fully resourced.  
A single point of access for housing placement and a centrally coordinated database of all 
government- and privately-funded housing programs in NYC, which could be modeled on the 
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existing database for mental health bed availability in NYC, should be investigated.  All housing 
programs should be required to ensure that residents receive appropriate medical care and social 
services, low-threshold substance use treatment and harm reduction services, and other needed 
services.  The integration of housing and medical care must be substantially improved.  Housing 
programs should provide standardized assessments of substance use, mental health, and other life 
skills. 
 
15.  Expand mental health, behavioral health, and harm reduction services and co-locate them 
with HIV/AIDS care. 

Many people infected with HIV also have mental health and/or substance use 
disorders.281  Co-occurrence of HIV, mental illness, and substance use is significantly higher in 
women, racial/ethnic minorities, and socially disenfranchised groups.  Additional stressors for 
this population include incarceration and homelessness.  Approximately half of New Yorkers 
enrolled in the Ryan White Planning Council’s longitudinal client cohort evaluation (CHAIN 
study*) have experienced clinically relevant mental health symptoms.  Medicaid provides mental 
health services to nearly 1 in 5 HIV-positive Medicaid recipients in NYC.  Most PLWHA 
enrolled in the CHAIN study receive mental health services through Medicaid, Title I, or other 
sources.  

Integration of care is ideal; however, mental health and substance use services are often 
poorly coordinated, even without the added complication of HIV/AIDS.  Funding continues to be 
a critical issue, as these programs often receive separate funding streams.  Integrated and 
coordinated service delivery models improve outcomes.  More interdisciplinary training is 
needed to help medical staff and case managers better understand mental health problems, as is 
training for mental health/substance use staff to better understand HIV. 

A study that anonymously evaluated severely mentally ill individuals at two public 
psychiatric hospitals in New York City found relatively high HIV infection rates among both 
men (5.2%) and women (5.3%).282  A study of HIV-infected adolescents revealed that most 
(53%) had been diagnosed with mental illness prior to their treatment at an urban adolescent 
primary care clinic, had a documented history of sexual abuse (50%), and had a history of 
substance use (82%).283  More than half of HIV-positive adolescents in this sample also suffered 
from depression.  Psychiatric disorders in adolescents, especially affective disorders, may be a 
risk factor for high-risk sexual behavior and substance use, which increase the risk of HIV 
infection.   More than a third (37%) of HIV-positive men in San Francisco and Denver were 
found to be depressed.284  Persons with HIV-related symptoms, little social support, who were 
unemployed, and those with CD4 counts under 200 were significantly more likely to be 
depressed.  

Mental illness among PLWHA is strongly correlated with reduced health care access, 
lower treatment adherence, poor medical outcomes, and higher rates of substance use, and 
housing instability.285,286  Depression and other mental health co-morbidities can also affect HIV-
related health outcomes.287  The AIDS-related death rate is higher among women with chronic 
depressive symptoms; receipt of mental health services is associated with reduced mortality  and 
significantly increases the probability of utilizing ARV.288  Behavioral skills training can 
increase condom use in persons with serious and persistent mental illness.289

                                                 
* The Community Health Advisory and Information Network (CHAIN), an ongoing longitudinal study of 
people living with HIV in New York City, was initiated in Fall 1994.  CHAIN assesses health and social 
services needs of PLWHA and the availability, accessibility, and quality of HIV/AIDS services. 
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Co-location of primary care and mental health services increases interaction and 
collaboration and can improve health outcomes.290,291  Co-location of mental health and 
substance use services is more effective than treatment in two separate systems.292  The number 
of opioid-addicted New Yorkers enrolled in medication-assisted treatment using buprenorphine 
should be increased substantially, as has been previously recommended.   Harm reduction 
approaches provide low-threshold entry, which can be followed by interventions to enhance 
motivation.   Managing patient benefits of drug users reduces the likelihood of homelessness, 
hospitalization, or incarceration.  

Existing programs that can be used as a basis on which to improve and enhance services 
include the AIDS Institute Mental Health Clinical Guidelines, which assist primary care 
practitioners in working with PLWHA with mental health issues; AIDS Institute Mental Health 
Standards of Care, which integrate and coordinate mental health care for PLWHA; and Statewide 
Mental Health Consumer Forums for PLWHA developed by the AI in consultation with the 
Leadership Training Institute, consumers, and providers. 

New York State is involved with programs that co-locate HIV care and mental health and 
substance use treatment services.  Research conducted by SAMHSA along with NIMH and 
HRSA on the HIV/AIDS Mental Health Services Demonstration Program293 and the HIV Cost 
and Services Utilization Study294 determined that access to care has improved but remains 
suboptimal, particularly among blacks, Latinos, women, the uninsured, and those with Medicaid.  
One of these programs, located at Montefiore, included methadone maintenance with co-located 
HIV/AIDS clinical care and some mental health and substance use services.  The HIV/AIDS 
Treatment Adherence, Health Outcomes and Cost Study highlighted various models of 
multifaceted, integrated service delivery systems for people with HIV, substance use, and mental 
health disorders; many of these may prove promising in treating triply-diagnosed individuals.295

The NYC Commission on HIV/AIDS recommends that mental health services be 
expanded and co-located with medical, drug treatment, and harm reduction services wherever 
possible.  Because of the high proportion of PLWHA with opiate addiction, buprenorphine 
treatment should be available at all HIV clinics.  Primary health care staff and case managers 
must be trained to identify, treat, and provide appropriate referral for PLWHA with mental 
illness and chemical dependency.  Likewise, mental health and chemical dependency 
professionals must be trained in the needs and care of PLWHA. 
 
16.  Increase access to care by further improving health care worker and community staff 
training, enhancing patient education and empowerment, and disseminating information on 
service availability to PLWHA and service providers. 

PLWHA who are treated by HIV specialists (whether specialty-board certified or not) 
have better outcomes.296, , ,297 298 299  A study of adherence counseling found that physicians who 
treat a greater number of PLWHA were more likely to assess and reinforce adherence counseling 
than other physicians.300

NYS AI publicizes data on institutional compliance with established guidelines and also 
provides technical assistance, continuing medical education programs, and HIV specialist 
training.  For nearly two decades, AI has sponsored a clinical education initiative based on state-
of-the-art evidence regarding effective educational intervention strategies for clinicians, and the 
AI’s quality management program includes dissemination of best practices and provider 
credentialing.  While these programs provide a sound basis for health care worker training, 
physician adherence to guidelines can be strengthened even further.  Additional training to 
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improve health outcomes among drug users is needed.  Personalized physician education using 
tutorials, statements by local opinion leaders, and performance feedback are effective.301  In 
institutions throughout the country, poor organization and insufficient access to clinical 
information at the point of care are obstacles to optimal performance.302  Provider adherence to 
clinical guidelines can be improved if these guidelines are incorporated into a system that 
improves the organization of clinical information and provides reminders for indicated 
interventions.303  Many clinics have implemented clinical reminders at the point of care through 
use of electronic medical records (EMRs).  A prospective study of an electronic clinical reminder 
system in an HIV specialty clinic found that, despite high baseline adherence to HIV practice 
guidelines, clinical reminders delivered at the point of HIV care were associated with more 
timely initiation of recommended practices.  

As the burden of HIV infection in NYC is increasingly borne by women, health care and 
services providers must be further trained and have their skills updated, including through 
increased offer of HIV testing and improved clinical management of HIV infection in women.  
The needs of women and children with HIV/AIDS need to be more effectively addressed, and 
HIV care providers should receive additional training and resources to better address women’s 
health issues. 

Full therapeutic benefit of antiretroviral treatment (i.e., optimal viral load suppression304) 
requires a high level of adherence.305  Monitoring of PLWHA on ARV showed that non-
adherence, including drug holidays, erratic pill taking, and other causes of sub-optimal dosing, 
led to dramatic rebounding of previously suppressed viral loads.306  Non-adherence can lead to 
treatment failure and limit options for HIV therapies due to cross-resistance to entire classes of 
HIV drugs.307  In addition, transmission of drug-resistant strains to individuals not previously 
treated, which was documented as early as 1998, has significant ramifications.308  Younger age, 
higher number of pills, higher frequency of doses, and longer time on therapy increase the risk of 
non-adherence.309  Lower adherence was associated with lack of long-term housing, not 
belonging to an HIV support group, crack cocaine use, and medication side effects.  Alcohol use 
was associated with lower adherence among women.310  Depression, borderline personality 
disorder, and serious family or social problems are also strongly associated with non-
adherence.311,312

A study of adolescents infected with HIV through sexual behavior or injection drug use 
revealed that only 28% reported taking all their medications within the past month.313  Factors 
associated with non-adherence in adolescents included medication-related adverse effects and 
complications of strict adherence on their day-to-day routines.   HIV-positive women with young 
children have been found to have very low rates of adherence to ARV.314

Both clinic- and pharmacy-based programs of pharmacist-provided education, supportive 
counseling, and follow-up telephone support with conventional dispensing of ARV medications 
significantly enhance treatment efficacy and improve adherence.315,316

Adherence improvement is particularly needed for youth, inmates, injection drug users, 
persons with mental illness, and women with young children.  A comparison of excellent 
adherers with sub-optimal adherers found that those with excellent adherence believed that 
adherence rates needed to be 90-100% for ARV efficacy, trusted their primary providers, took 
medications even when actively abusing substances, were open about their HIV status, had 
substantial social support, and were not depressed.317  Rigorous clinical management of ARV 
adverse effects also maximizes adherence support.  Continuous health insurance is extremely 
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important to enable adherence; insurance programs in New York should be preserved and further 
expanded. 

Between 50% and 90% of individuals recently infected with HIV experience symptoms 
of acute HIV infection.  Individuals at this early stage of HIV infection have an extremely high 
viral load and are at significantly greater risk of spreading infection to others.  Improved 
recognition of symptoms of acute HIV infection among health care personnel and the public will 
encourage earlier testing and diagnosis and facilitate earlier linkage to prevention counseling, 
treatment, and care.  Pooled polymerase chain reaction (PCR) testing, which helped identify an 
outbreak of HIV in North Carolina by identifying recent seroconverters with acute HIV 
infection,318 should be implemented. 

The NYC Commission on HIV/AIDS recognizes that all of its recommendations to 
improve treatment, care, and coordination will support adherence in PLWHA.  The integration of 
primary care with mental and behavioral health and drug treatment services, provision of quality 
case management services and safe and adequate housing, as well as novel approaches to 
adherence counseling and treatment support such as community-based, peer-led treatment 
education and health care literacy programs, are all integral to supporting adherence in PLWHA.  
Increased support for physicians is needed to help them facilitate testing and link individuals 
who test positive with treatment and care services.  

The Medical Health and Research Association (MHRA) and the Ryan White Planning 
Council have undertaken the New York HIV Mapping Collaborative Project, a public-private 
partnership to develop a single, integrated database containing information about all publicly 
funded HIV-related services in New York City.  The mapping project intends to create a master 
database of all Ryan White, CDC Prevention, HOPWA, and other federal-, state-, and city-
funded HIV programs in NYC to develop maps of service locations for consumers and providers.  
The web-based resource directory will include all HIV/AIDS prevention, medical treatment, 
care, and support services, including medical providers, housing resources, substance use 
programs and housing, harm reduction programs, mental health treatment programs and housing, 
job retraining, legal assistance, long-term care services, and other services. 

The NYC Commission on HIV/AIDS supports creating, routinely updating, maintaining, 
and widely disseminating information provided through the NYC HIV/AIDS Services database. 
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Areas Requiring Additional Review 
 

There are several areas on which the Commission is in general agreement, but 
acknowledge that additional review is needed in order to formulate recommendations.  These 
include: 

• Counseling and testing:  Although there is consensus that barriers to voluntary 
testing need to be reduced and testing increased, more study is needed to 
determine: 

o Whether and to what extent current laws governing HIV counseling 
should be changed; 

o The best way to make testing a normal part of normal medical care that is 
universally offered and generally accepted; 

o All costs associated with comprehensive HIV testing and counseling, as 
well as the effectiveness of these programs; and 

o How best to expand testing and incorporate risk-reduction counseling in 
this process. 

• Case management: Although there is consensus that the current system of case 
management provides essential services, there appear to be a large number of 
people who are not adequately served.  It is imperative that we develop new case 
management and support service models to reach, re-engage, and sustain in care 
individuals who are lost to care.  More study is needed to determine: 

o How service delivery systems can best monitor and improve treatment 
effectiveness; 

o Whether there is a role for systematic citywide monitoring of patient status 
in order to identify individuals lost to care and to assist them in returning 
to care; 

o The role of the case manager in a single point-of-entry system, and the 
extent to which single point-of-entry, if established, should incorporate 
housing, drug treatment, and other services as part of an integrated care 
approach; 

o The role of managed care models (i.e., Medicaid HIV Special Needs 
Plans) in facilitating more coordinated treatment and care for PLWHA; 

o How best to develop and implement of additional programs to transition 
clients from disability to work force entry; and 

o Whether and to what extent current laws governing case management 
(e.g., Local Law 49 of 1997) should be changed to strengthen the case 
management system. 

• Harm reduction.  Although there is consensus that harm reduction approach to 
HIV prevention works and should be expanded, more study is needed to 
determine which city, state and/or federal laws and regulatory policies should be 
revised and how best to revise them to reduce HIV/HCV risk and improve access 
to treatment and care.  This process must include drug prevention and treatment, 
law enforcement, and harm reduction experts, as well as representatives of drug 
user groups. 

• Correctional populations: People who cycle in and out of the correctional system 
are at especially high risk for poor health outcomes.  In the United States, the 
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AIDS case rate among correctional inmates is 5 times that of the general 
population, and AIDS is the second leading cause of death in U.S. prisons.  Of 
particular concern is the number of individuals released from correctional 
facilities who return to their communities with undiagnosed and/or untreated HIV 
infection, mental illness, and alcohol and drug use problems, and are not linked to 
needed HIV prevention, treatment, and care services or other medical and mental 
health care.  Correctional populations need to be significantly better served with 
regard to HIV/AIDS prevention, testing, treatment, and care.  Introduction of 
rapid testing quadrupled rates of voluntary testing among inmates at Rikers 
Island.  HIV case management services in City jails and discharge planning for 
HIV-positive patients receiving treatment have been expanded.  A peer education 
program for HIV prevention among correctional populations has been 
reintroduced.  Additional program enhancements are planned.  However, more 
study is needed to determine appropriate responses to these issues that can be 
implemented and that are sensitive to privacy and confidentiality concerns.  
Services within the correctional system as well as supportive and transitional 
services after release back into the community need to be strengthened.  Quality 
of care needs to be addressed.  Because many New York City residents are 
incarcerated in upstate correctional facilities before returning to NYC, ways in 
which HIV/AIDS-related correctional policies can be better coordinated need to 
be investigated. 

 
 
 
 

Conclusion 
 

NYC can drastically reduce the spread of HIV.  Accomplishing this will save tens of 
thousands of lives, improve the health of the City’s poorest and sickest neighborhoods, and 
transform NYC into a national and global model.  This will not be easy and will not be without 
challenges.  But it can be done.  New Yorkers deserve no less. 
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