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Introduction

Measurement of the progression of HIV/AIDS among African Americans in
United States relies on prompt, accurate, and complete reporting of incident
HIV and new AIDS diagnoses through CD4 levels. The City of Cleveland,
Ohio has been fortunate in several factors: three large teaching medical
systems, each with centralized centers of excellence having highly competent
infectious disease departments; neighborhood clinics that report cases respon-
sively though their internal laboratories or their contracted agencies; and the
existence of a centralized HIV/AIDS surveillance database within the public
health system that has collected cases reported since the early 1980s. These
three factors have allowed the Cleveland Department of Public Health
(CDPH), the central reporting agency for all cases reported by agencies in
Cuyahoga County, to provide its citizens with quarterly prevalence and
exposure reports and detailed annual epidemiological summaries that
report incidence rates and temporal trends among groups by race/ethnicity,
age, and exposure history to HIV. This chapter describes the social and
economic context of HIV transmission in the Cleveland area and provides
an epidemiological analysis of HIV/AIDS among Black/African Americans in
Cleveland.

Demographic and Economic Context

Cleveland lies on the northern coast of Ohio against Lake Erie, the second
largest city in the state behind Columbus, the state capital. Since 1980, the
proportion of Black/African Americans in Cleveland has grown each decade
from 43.8%, 46.6% and then 51.0%, while the overall population has decreased
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from 573,822 to 478,403 in 2000 (US Bureau of the Census, 2005a). According

to the Population Estimate Program of the US Census, there were 452,208

residents in Cleveland at midyear 2005, with 41.5% White and 1.4% Asian/

Pacific Islanders (US Bureau of the Census, 2005b). While 7.3% of surveyed

residents are Hispanic, these residents tend to be underrepresented, especially

among children (West, Robinson, & Knavery, 1998).
With Lake Erie setting the northern border, Cleveland is surrounded by

some 50 other municipalities within Cuyahoga County. Fewer than 1.4 million

residents live in the County, where 27.7% are Black/African American overall.

Most Black/African Americans in Cleveland reside in the eastern and central

neighborhoods or statistical planning areas. (See map.)
African Americans constitute the majority population within 17 of 36 neigh-

borhoods, reflectingmajority presence fromDowntown toNorth Collinwood to

the northeast and toLee-Miles to the southeast. Clevelandwas, and bymany still

is, considered by many to be heavily segregated, and this disparity has prompted

legal action. In 1976, the federal district court under Judge Frank J. Battisti

orderedCleveland public schools to be desegregated (Reed v. Rhodes, 1976, 1978,

1979, 1980). The resulting mandated busing of students contributed to a 34%

drop in student enrollment during the first 4 years of implementation and the

Fig. 8.1 Black/African American Population Distribution across Statistical Planning Areas
of Cleveland, 2000 (US Bureau of the Census, 2000).
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migration of families out of Cleveland. With a lower student population and
smaller tax base, funding for schools dropped precipitously (Ohio Historical
Society, 2005).

The out-migration of White and Black residents was hastened by the eco-
nomic decimation resulting from oil shortages and inflation of the 1970s and a
wide contraction of the heavy steel, automotive, and large-scale manufacturing
base that has lasted to this current day. Currently, the largest employers in
Cleveland are hospitals and direct medical care, local universities, and govern-
ment. Cleveland serves as the headquarters of two major banks and several
financial agencies due to the location of 1 of the 12 Federal Reserve Banks.

During the past decade, poverty has gripped the city and the region. In
2003, Cleveland’s poverty rate was 31.1%, nearly twice the rate of Columbus
(16.5%), the capital city, and national levels (12.7%). Lower economic pros-
perity, unmitigated deterioration of the tax base and quality schools, and fewer
job opportunities have contributed to Cleveland’s ranking as one of the three
poorest major cities in the United States, with the ignomious title of ‘‘Nation’s
Poorest Major City’’ for the years 2003 and 2005 (Smith & Davis, 2004;
Webster & Bishaw, 2006). A study by the Center for Community Solutions
determined that approximately two-thirds of African American and Hispanic
youth live in severely distressed areas, and three-quarters of youths living in
predominately African American neighborhoods were in homes in poor con-
dition (Salling, 2006).

Foreclosure rates in Cleveland during the first four months of 2006 were
third highest in the nation with 95 per 100,000 residents, surpassed only by
Detroit and Dallas–Fort Worth (Fitch, 2006). Nationally, the annual foreclo-
sure rate was 29 per 100,000 residents. Compounding these problems has been a
spate of predatory lending throughout Ohio. Poor enforcement of existing laws
and agreements between government and banks has allowed predatory lending
firms a relatively open field. With the recent change in gubernatorial leadership
in 2006, the state attorney general Marc Dann has made predatory lending a
priority of his 2006–2009 term (Dann, 2007).

African Americans in Cleveland and throughout major Ohio cities have been
victims of housing bias. Almost one-third of all reports of housing discrimina-
tion in Northeast Ohio during 2002–2004 relate to minority populations (The
Housing Research and Advocacy Center, 2003). In January 2004, the United
States Department of Housing and Urban Development awarded $1.3 million
in grants to Ohio agencies that investigate allegations of housing discrimination
and work closely with citizens, area development corporations, and govern-
ment to promote fair housing. Two of the seven Ohio agencies receiving
such awards were located in Cleveland and work specifically in areas with
low–moderate income and minority representation (US Department of
Housing and Urban Development, 2004). However, in the past two decades,
segregation of African Americans in Cleveland and Cuyahoga County has only
marginally improved despite the efforts of many municipalities to enact fair
housing laws (Dillman, Pleasants, Roskilly, & Farmby, 2006).
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Health Indicators

In the midst of these economic pressures, African Americans experience reduced
access to medical care and services. Two-thirds of Cleveland neighborhoods
with predominately AfricanAmerican populations lie in areas that lack a thresh-

old number of primary care physicians. Based on Health and Human Service
Department regulations, much of eastern Cleveland can be officially designated
as Health Professional Shortage Areas (HPSA). In fact, a majority of African
Americans in all of Cuyahoga County reside in these HPSA areas (Lenahan,
2005). The incidence of low-birth weight babies and higher infant mortality are
greater among African American mothers compared with both White non-
Hispanic and Hispanic mothers (Cuyahoga County Board of Health, 2004;
Lenahan, 2005). Low birth weight infants (under 2,500 grams) and infant
mortality are associated with maternal health factors such as maternal smoking,
morbid obesity, diabetes, less than 12 years education, poor nutrition, and lack
of prenatal care (David & Collins, 1997; Goldenberg & Culhane, 2007).

African American teens in Cleveland appear to be more sexually active and
take greater risks during and among sexual encounters. First, 2003 birth rates to
teens aged 15–19 in Cleveland are twice as high as rates for Cuyahoga County
and Ohio. Sixty-nine percent of these births were to African American teen
mothers. Second, the impact of sexually transmitted disease (Chlamydia,
gonorrhea, and syphilis) cannot be understated as a sentinel marker for
risky sexual behavior. Chlamydia is the most frequently reported sexually
transmitted disease (STD) infection in the United States, Ohio, and Cleveland
(Centers for Disease Control and Prevention, 1996; Cleveland Department of
Public Health, 2007; Ohio Department of Health, 2007). Many studies have
shown that the presence of STDs increases the risk of acquiring HIV, either by
physiological, sociological, or assortive and probabilistic means (Centers for
Disease Control and Prevention, 2001; Fleming & Wasserheit, 1999; Halfors,
Iritani, Miller, & Bauer, 2007; Laumann & Youm, 1999; Wasserheit, 1992).
Administration of the YouthRisk Behavioral Survey at several middle and high
schools in Cleveland during 2004 revealed earlier initiation of sex, more binge
drinking, and marijuana use among African American students than their
White and Hispanic counterparts. Seventy-one percent of students had ever
engaged in sexual intercourse. Almost half were currently sexually active within
the month of the survey.Most disturbing, only 40% of all students regardless of
race and ethnicity did not use a condom during their last sexual intercourse at
the time of the survey (Center for Adolescent Health, 2006).

Most cases of Chlamydia and gonorrhea reported for Cuyahoga County
occur among those at 15–29 years of age at the time of diagnosis. At least 75%
of Chlamydia and gonorrhea incident cases reported in 2005 were
among Cleveland residents. In Cleveland, African Americans experience the
highest annual incidence rates for Chlamydia and gonorrhea compared with
White non-Hispanic and Hispanic residents. Chlamydia is now endemic
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among African American teen females (aged 15–19). On average, one in
ten young girls in Cleveland were reported as infected with Chlamydia in 2005
(10,775 per 100,000 group population), a level that has not substantially chan-
ged since in-depth analysis began in 2005 with testing for 2002–2003. For
African American males and females aged 20–29, Chlamydia infection inci-
dence rates were 5,083 and 3,384 per 100,000, from 3 to 11 times higher than
their Hispanic and White non-Hispanic counterparts.

The third and most pressing factor rests entirely on new HIV/AIDS surveil-
lance results identified and reported by CDPH. More African Americans have
HIV/AIDS than any other race or ethnic group in Cuyahoga County and
Cleveland. Fifty-nine percent (1,543) of some 2,622 Cleveland residents reported
and livingwithHIV as ofDecember 31, 2006 areAfricanAmerican (CDPH, 2007).
Their prevalence of 692.6 per 100,000 (African American) population is second to
only 1,039 Hispanics per 100,000 living with HIV. With Hispanics making up
slightly over 7% of the population, the 333 cases reflect a greater prevalence rate;
however, the absolute burden on the African American community is far greater.

In 2006, the CDPH reported that new HIV infections were appearing in
middle- and high school-age adolescents (Cleveland Department of Public
Health, 2006). In 2004–2005, 19 incidence cases of HIV were reported among
teens aged 15–19 in Cuyahoga County, a majority of whom were African
American males, most of whom reported male–male (MSM) sexual exposure
risk. Twelve cases were Cleveland residents at the time of diagnosis. One of 19
was later diagnosed as an incident AIDS case (i.e., being an incident AIDS case
as having been initially diagnosed with HIV within the previous 12 months). In
2003, there were five incident HIV cases in Cleveland. Prior to 2003, HIV cases
among teens were very rare. In fact, 60–65% of all incident diagnoses of HIV
(only) and AIDS over all ages for Cleveland are African American. In 2006,
45% of all new HIV/AIDS cases were attributable to African American males.
In retrospect, it was fortunate that these adolescents were reported so soon, as
studies have shown an increase in the incidence of HIV-positive young gay
Black males, many of whom were unaware of infection and not seeking routine
(annual) HIV screening (Centers for Disease Control and Prevention, 2002;
MacKellar et al., 2005; Valleroy et al., 2000). In light of these cases, CDPH
initiated a Rapid Assessment and Response Evaluation with the assistance of
an Epidemiological Investigation Service intern from the Centers for Disease
Control and Prevention (CDC). The project targeted youth to determine per-
ceptions, behaviors, and barriers to seeking screening and treatment. Based on
the initial findings, CDPH encouraged several of its funded agencies to work
more closely with lesbian, gay, transsexual and bisexual adolescents and young
adults to encourage HIV testing, prevention education, and esteem building.

Additionally, relevant to the startling STD incidence rates is a sustained
increase in HIV and AIDS incidence among 20- to 29-year-old residents in the
past decade. Since January 2004, 25% of newHIV cases and 20% of new AIDS
cases are among residents aged 20–29 at the time of diagnosis. The chart below
shows that more than 25% of incident AIDS cases among African Americans
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were in this age group. This differs substantially from 10 years ago, where

slightly over 3% of incident HIV and AIDS cases in 1995–1996 were aged

20–29 at the time of diagnosis. Sixteen of 21 (76%) Black males aged 20–29 at

the time of diagnosis of HIV or AIDS in 2006 reported MSM behavior, with

another 4 (19%) reporting bisexual behavior. Only one male reported solely

high-risk heterosexual contact as the primary route of HIV exposure. In the

previous year, 64% of new HIV/AIDS cases among Black males aged 20–29

reported MSM and 18% reported bisexual behavior.
Finally, maps developed by CDPH and presented to Cuyahoga County

health officials showed a diffusion of high Chlamydia and gonorrhea incidence

rates beyond those municipalities directly adjacent to the eastern and southern

Cleveland borders. Therefore, both by age and geography, the possibility of

undetected cases of HIV and STDs in adolescent and young adults throughout

the entire county has never been greater.
High rates of unsafe sexual activity, high birth rates to teens, and a potential

for HIV to spread among middle and high school students amidst the endemic

transmission of Chlamydia and gonorrhea among teens led CDPH Director

Matt Carroll and Mayor Frank G. Jackson, in 2006, to take the progressive

action of establishing a new sexual health curriculum for the Cleveland

Municipal School District (CMSD), one that built off of a 2002 plan to deliver

a comprehensive health plan (City of Cleveland, 2006; Cleveland Municipal

School District, 2006). Waves of layoffs of Cleveland school teachers, guidance

counselors, nurses, social workers, and physical education staff have curtailed

many supplemental programs including personal health education (Catalyst

Cleveland, 2006; Okoben & Reed, 2005).

Age at Diagnosis for AIDS Incidence during 2004-2006 for
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Fig 8.2 Age Distribution (Percent) of White, Non-Hispanic, Black/African American-Non-
Hispanic and Hispanic Persons from Cleveland at Time of Initial AIDS Diagnosis. Cases
reported in 2004, 2005, and 2006. (Cleveland Department of Public Health, 2007).
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The new comprehensive sexual health curriculum was jointly developed by

city and county health agencies alongside CMSD. Cuyahoga County Health

Commissioner Terry Allan secured critical TANF funding from county com-

missioners to support development and implementation of the curriculum.

Messages are age/grade appropriate. When fully completed, the curriculum

will extend from grades K through 12. (For example, personal cleanliness

and appropriate touching would be applied in K–6 school levels.) Abstinence

plus comprehensive health education is stressed, with materials that include

information about condom use and contraceptives. Parents can opt out, remov-

ing their children from the curriculum. Prevention information is based on

CDC, National Institutes of Health and Ohio Department of Health informa-

tion. All 7th, 8th, 11th, and 12th grade students were the first to receive the

curriculum in 2006. Other grades are being included with each year.
A presentation of this curriculum by curriculum leaders from CDPH and

CMSD at the Ohio Health Coalition meeting in Columbus, Ohio in April 2007

drew a near-capacity attendance (in the largest conference room at the meeting.)

Representatives of other major municipal school systems in Ohio and at least six

other states have contacted the CDPHHIV PreventionUnit office, whose office

at CDPH leads the initiative, for additional information. According to David

Merriman, Project Coordinator of the CDPH HIV Prevention Unit, most

parents with whom he has spoken and those contacting curriculum instructors

have expressed their encouragement and support for the initiative. Very few

parents have opted out and removed their children from the program.

HIV/AIDS in Cleveland

On a larger scale, the HIV/AIDS epidemic is a mature chronic disease in that

HIV appeared in Cuyahoga County early in the 1980s with racial and exposure

distributions that were similar to many major East Coast cities that have a large

African American presence. Based on CDPH HIV data, 90% of HIV/AIDS

cases reported in the early 1980s in Cleveland were male and mostly White

non-Hispanic. By 1986, Hispanic and African American males accounted for

53% of the reported cases, although the combined population of Hispanics and

African Americans represented 51% of the Cleveland population in 1990

(United States Bureau of the Census, 1990). Of these, 50% of the men reported

having sex with men (MSM), 16.5% self-identified as bisexual, and 20%

reported having engaged in injection drug use (IDU). Only 4% reported

high-risk heterosexual contact as the primary route of HIV transmission. The

mean age among males was 32 years at the time of diagnosis. However, these

data from the 1980s and 1990s may be confounded by secular changes related to

HIV and AIDS surveillance, treatment, counseling, and disease definition

(Centers for Disease Control, 1992).
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No longer could HIV/AIDS in Cleveland be called ‘‘a gay white man’s
disease’’ (Greeley, 1995; Mundell, 2007). Since 1997, African Americans have
accounted for a near constant 60–65% of incident HIV and AIDS reports.
African American males have represented from 40 to 48% of incident HIV and
AIDS cases annually since 1997, while African American females represented
11–24% of incident cases, exceeding 20% in 1998 and 2003. For 2006, more
than three-quarters (76.1%) of the 161 incident HIV (non-AIDS) and AIDS
cases in Cleveland in 2006 were male. Sixty-five percent were African American
non-Hispanic, 18.0% White non-Hispanic, and 6.8% Hispanic.

Since 2004, a greater proportion of younger (13–29) and older (50–64) adult
African Americans are appearing as incident HIV and AIDS cases. Most cases
are males. (See previous figure.) The increase has been slow but steady in
percentage and absolute numbers. Most of the older men have reported high-
risk heterosexual behavior, with some MSM and lesser IDU activity. None
reported bisexuality in 2006 incidence reports. Whether this increase is due to
more screening, awareness of STDs, availability of drugs for erectile dysfunc-
tion or random chance, more time and investigation are needed to determine
if the trend continues.

Transmission reported by IDU was and still is highest among Hispanic
persons; however, nearly 25% of all HIV/AIDS cases during the first two
decades of the epidemic. HIV exposure through IDU was reported to be as
high as 61% of incident HIV/AIDS Hispanic cases. By the end of 2006, only
11% of prevalent cases were attributable to IDU, and IDU use is currently
reported in only 20% of Hispanic males with HIV/AIDS. Any history of IDU
was reported by 12% of those African Americans currently living with HIV
(CDPH, 2007) but was reported in as many as a quarter of annual incident cases
two decades ago, mostly among older males. No IDU has been reported in the
past 5 years among incident HIV and AIDS cases among African American
adolescents and young adults aged 15–29.

Surveillance

Reporting of new cases has significantly improved since the early 1990s.
Because diagnoses of new HIV seroconversion, CD4 levels, and AIDS diag-
noses are reported to the CDPH through passive surveillance, greater efforts
were established by 1985 by Dr. John Neill at CDPH to begin tracking
suspected cases. A refinement of AIDS diagnosis in 1992 for 1993 surveillance
changed the landscape of surveillance, allowing for a clearer case definition
and encouraging more states to establish surveillance (Centers for Disease
Control and Prevention, 1992). Reporting of these HIV and AIDS diagnoses
is mandated by law (Ohio Department of Health, 2005). Viral loads are also
often reported by primary care medical centers and laboratories; this marker
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is often tested alongside CD4 lymphocyte counts, the sentinel marker for
progression to AIDS. The viral load is just one biomarker useful in monitoring
compliance with highly active antiretroviral therapy (HAART) (Kojima et al.,
1993; Levine, 1988; Little et al., 1999). Some active surveillance is performed by
the Office of Biostatistics at CDPH. On request, CDPH has received completed
audits of all HIV-positive patients who have been treated at specific clinics in
Cleveland. Data base records are updated and reconciled and new information
on patients is shared among HIV state and federal surveillance offices of the
Ohio Department of Health and the CDC.

Reporting from local medical centers, clinics, and laboratories has been
reliable and prompt. Since 2000, an average of 19% of incident cases reported
to CDPH lack risk factor information. For reports on males, the average is
21%. This is significantly fewer missing data than occurs at the national level,
where more than one-third of all reports to the CDC lack risk factor informa-
tion (Centers for Disease Control and Prevention, 2006). Because there are
under 200 incident diagnoses of HIV and AIDS annually for Cleveland (and
under 300 for Cuyahoga County), having complete information is key to
provide accurate surveillance and valid estimates.

Obtaining prevalence rates through passive surveillance presents many
challenges. Rates may be biased positively (overestimated) due to the lack
of information relating to migration, changes in addresses, and death. Deaths
are difficult to track and access to official death records from the Ohio
Department of Health (ODH) lags by approximately 2 years. Although the
Vital Statistics Office of ODH rigorously processes and reconciles death
certificates with other state and national offices, the process is resource-
intensive. By February 2007, CDPH had received only the official 2003
death records in electronic format. Receipt of the 2004 death records is
anticipated shortly, but this delay in reconciling deaths among HIV/AIDS
patients hampers accurate adjustment and confers a positive bias. The overall
negative bias in rates occurs from underreporting and lack of testing among
persons at high risk of acquiring HIV.

Biases due to lack of reporting information has been greatly reduced
through the efforts of the Disease Intervention Specialists (DIS). DIS agents
receive reports from CDPH and directly from several health and testing
agencies. DIS agents contact individuals with incident HIV and AIDS diag-
noses to encourage partner notification, provide educational and supportive
messages, and assist in referral to appropriate services. The skilled, compas-
sionate, and well-trained agents are at the frontline of initiating care and
networks for newly diagnosed persons. They are directly involved in counsel-
ing and cases tested at the CDPH health centers and encourage those who
were tested anonymously to be retested confidentially. Only those testing
positive through confidential testing (providing name, address, and other
personal health identifiers) are eligible to receive support from state and
federal services. Such diligence in contacting newly diagnosed HIV-positive
persons and notifying partners vastly improves surveillance reporting for
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cases of HIV/AIDS among African Americans and Hispanics. Most homeless
in Cleveland are African American, and obtaining stable addresses and resi-
dence information is difficult. Many have a long history of potential exposure
to HIV, and recall bias is inevitable. Distrust of medical and government
officials exists. In addition, among Hispanics, a language barrier may hamper
the delivery of service, contact, or education. Successful enumeration and
description of cases leads to more accurate surveillance that can ultimately
lead to more funding for prevention and care.

Those infected with HIV in both African American and Hispanic commu-
nities battle stigmatization at home, in the church, and in receiving medical
care. Fortunately in Cleveland, federal aid is widely available through Ryan
White Acts and other entitlements for services, medical care, and housing.
Agencies such as the Free Clinic of Greater Cleveland have become national
models for the provision of free or reduced-price care to the community. More
agencies have been hiring and training bilingual case workers and staff. Their
efforts to care for and refer HIV-positive patients to some of the many services
in Cleveland have led to the common knowledge among the national gay
community that Cleveland is one of many resource-rich cities for people suffer-
ing with HIV/AIDS in the nation.

Surveillance data culled and analyzed to produce quarterly and annual
reports and to monitor potential trends among groups at risk. Statistical
analyses and mapping of incident cases of HIV and AIDS are analyzed for
trends among new cases, while monitoring of prevalent cases provides ample
evidence of the potential burden of existing cases on social, governmental, and
medical systems. Age is a major factor, as younger persons contract HIV
through unsafe behavior, compounded by the lack of experience to the high
mortality rate of AIDS prior to combination therapy. Maps of incident cases
are developed through specialized mapping software (e.g., ArcGIS, ESRI
International, Inc.). These maps provide the Unit with critical information
where outreach may be needed. Together, behavior patterns, location, and
age are the primary determinants for groups at risk.

The CDPH HIV Prevention Unit is responsible in Cuyahoga County for
disbursing approximately $2.1 million dollars annually in federal and state aid
earmarked for HIV/AIDS-related services, prevention education, and screen-
ing. The Unit uses guidance from the CDC that directs funding to be based on
behavior groups rather than on racial or ethnic groups. Agencies are invited to
submit proposals in response to a formal request for proposal (RFP) announce-
ment. CDPH receives over 30 proposals for Community Development Black
Grant and housing for people with AIDS funding. Every 3 years, this number
nearly doubles in response to the federal HIV funding cycle. The proposals
submitted by individual agencies are graded based on merit, efficacy of beha-
vior-based intervention, appropriateness of target population served, outcomes
evaluation, and measurement of those served through some form of formal
project evaluation. This has been a difficult task for many agencies since they
often do not have staff with formal training in project evaluation. Some do not
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have adequate computing resources. Proposal grading is provided by a select

group of representatives from academia, medical and service agencies, govern-

mental officials, and prevention specialists. Experts are chosen from these fields

having multiple skill sets. These experts must lack a fiduciary or underlying

association with the applicants, or recuse themselves from grading proposals

where a conflict of interest may arise. Numeric grades are generated, ranked,

and proposals reevaluated against the principal aims of the aims delineated in

the RFP guidelines.
This process has been streamlined through the use of an internal evaluation

process. For several years, the Unit has hired an academician expert in evalua-

tion to review the funded agencies for the breadth and scope of their efforts. An

outcome evaluation was included in the most recent report (Smith, 2007).

Agencies are asked to provide comments of their experience to improve future

performance. CDPHHIV Prevention Unit uses these evaluations to recalibrate

its RFP process, provide feedback to the agencies, and inform local and state

officials.
Agencies that recently applied for funding were encouraged to address

specific groups not formally reached and to study evidence-based methods for

effective interventions (Center on AIDS & Community Health, 2007). For

example, those groups reaching youth can access non-traditional venues

(e.g., hip-hop events, clubs, recreation centers, barbershops, beauty salons,

jails, and shelters) where younger persons and those at the margins of society

may congregate. To youth, context is as important as message and those

agencies effective in reaching these groups have greater success in diffusing

complex prevention messages into straight talk. For the 2007–2008 CDPH

funding cycle, more than $250,000, some 14% of the annual federal funding,

will go to interventions that target youth as their primary or secondary popula-

tions. All six programs funded will reach minority youth.
Nearly 8% of disbursed funding will go to four interventions that target

African American females as a primary or secondary population. This popula-

tion is the target of a CDC social marketing campaign launched inOctober 2006

in Cleveland and Philadelphia. ‘‘Take Charge, Take the Test’’ targets African

American females aged 15–34 in Cleveland and surrounding suburbs to seek

routine and regular HIV testing, reduce stigma, encourage partners to be

screened, and avoid risk behaviors. Abstinence is encouraged, and methods of

protection from STD andHIV infection are similarly recommended. Handbills,

posters, billboard, transit advertising, and radio spots blanketed a large portion

of zip code areas in Cuyahoga County as a test demonstration. The CDPH

Office of Biostatistics is working directly with the CDC and Research Triangle

Institute, Inc (RTI, Inc., Triangle Park, NC) to evaluate the efficacy of the

messages based on testing patterns and calls to a toll-free HIV hotline adver-

tised in campaign material. Preliminary results of this pilot project were

favorable. Increases in HIV testing were registered at the two CDPH health

clinics and the Free Clinic of Greater Cleveland.
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Conclusions

Local health departments (LHDs) in other cities are encouraged to consider

several avenues to expand surveillance. Since most state-level agencies only
report overall counts or rates for STDs and HIV/AIDS at the county or
major city level, trends in incidence among target populations can easily be
missed. Lack of incidence and subgroup analysis is detrimental to funding
organizations, LHDs, and citizens.

For example, CDPH requested STD data from the Ohio Department of
Health in late 2004 and 2006 to analyze underlying trends among teens and

young adults. Reported incident rates for Chlamydia infections in Cleveland
peaked in 2002–2003 at 1,081 per 100,000 only to drop 4.8% for 2004–2005.
Regrettably, infection rates for African American males aged 15–19 and 20–24
increased by 26.5% and 76.9%, respectively. Without secondary analysis, these
opposing trends among groups at highest risk would not have been uncovered.

Therefore, LHDs should consider acquiring assistance in quantitatively and
qualitatively examining surveillance data obtained from their state STD and
HIV/AIDS surveillance units.

LHDs lacking staff who are trained in data analysis can partner with local
academic centers to extend resources, leverage experience and knowledge, and
expand surveillance activities (Covich, Parker, & White, 2005; Livingood,

Goldhagen, Little, Gornto, & Hou, 2007). Academic experts from schools of
public health (epidemiology and biostatistics) programs, medical education,
sociological, psychological, and anthropological programs are ideal partners.
Research, student internship, and potential job placement opportunities often
arise from these partnerships. LHDs can vet student interns as potential hiring
candidates, while academics can widen their research base and community

service.
Many successful synergies have been applied to interventions with urban

African American communities (Levine et al., 2003; VanDevanter, et al., 2002).
Once a joint plan has been developed, a letter of proposal, memorandum of
understanding, data sharing agreements, and possibly contracts for consulting
can be used to formalize and make operational the partnership. Privacy rules

concerning the use of public health information should be reviewed between
agencies to ensure that all participants are aware of privacy and confidentiality
concerns (Thacker, 2003). Due to the sensitive nature of STD and HIV surveil-
lance data, state health departments may be deeply involved in the arrangement
depending on the proposed activities.

One major issue is the final reporting of the results, whether those results will
be part of an internal process to improve the activities and public service within

the public health agencies or if reporting will be peer reviewed and reported as
research. This issue of the definition of research is contentious, as the inter-
pretation of the Common Rule of research when applied to public health
activities relying on iterations to inform quality improvement or provide
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feedback is not always clear (Bromley, 1991; Code of Federal Regulations,
2005; Doezema & Hauswald, 2002; Lynn, 2004). Since surveillance data is
collected as part of a legal and social contract to prevent and control the spread
and impact of disease through surveillance and other relevant activities, data are
collected on the public without direct consent. Consent is implied as part of this
social compact and analysis and public reporting of surveillance is to be routinely
performed as a business activity of the public health agency (United States
Department of Health and Human Services, 2005a). If the academic/LHD
relationship involves the potential for direct contact with the public (e.g., surveys,
interviewing, focus groups, etc.) often with the intent to publish the findings as
research, then involvement with an Institutional Review Board (IRB) or Human
Rights Board may be necessary or recommended by university or state statues
and officials, respectively. If the involvement does not span into research but
remains in the realm of the mandates, process, or service improvement as a
routine internal activity of the public health agency, IRB involvement may not
be necessary (United States Department of Health and Human Services, 2005b).

Therefore, LHDs and their academic contacts should document their shared
objectives with care and foresight. Established partnerships may be leveraged
beyond surveillance, reporting, internal process improvement, and research.
Partnerships are ideal candidates for federal funding for collaborative interven-
tions requiring analysis of outcomes related to proposal aims and objectives.

Second, LHDs should consider analysis of surveillance data using some form
of geographic information system that generate maps or spatial presentation.
Maps can display patterns hidden in mere tables and charts. Maps may be used
internally to provide exact location of cases, or be generalized to the census tract
or neighborhood to provide a greater measure of confidentiality. In our experi-
ence, maps using the residence location of incident cases were highly useful to
target areas where interventions may be critically needed. These maps provided
greater equity and determination for funding recommendations in the CDPH
RFP process.

Most LHDofficials can generate basic epidemiological measures from initial
data exploration, and most surveillance analysis can be performed without a
background in advanced statistics. However, a background in epidemiological
measures is recommended for those performing data analysis. Widely available
programs such as Microsoft Excel (Microsoft Corporation, Bellvue, WA) can
be used to sort and identify cases, generate counts of groups (e.g., by area) and
subgroups (e.g., by age, race/ethnicity). Many websites exist that walk users of
Excel through the steps and pitfalls in using Excel as a primary analysis tool
(Last, 2007; University of Kansas, 2003). The number of new cases occurring
annually (as a numerator) along with appropriate census data (denominator)
can provide annual incidence rates (Gordis, 2004). Depending on the time range
of the data, existing cases can be used to generate point or period prevalence.
Prevalence is a useful indicator of the burden of HIV and AIDS on the local
medical, social, and governmental systems. Persons new to data analysis should
employ epidemiologists or biostatisticians for initial guidance and validation of
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results. Expert users in sophisticated statistical programs such as SAS (SAS
Institute, Cary, NC), SPSS (SPSS Inc., Chicago, IL), R (R Foundation for
Statistical Computing, Vienna, Austria), or EpiInfo (CDC, Atlanta, GA) can
more easily perform data preparation and analysis to generate categorical
counts and rates.

Qualitative analyses can range from surveys and response cards to focus
groups and interviews. Because of the nature of direct contact and requirement
for consent, IRB involvement will be required. Skills for survey construction,
data coding, appropriate discourse, and facilitation of focus group participants
are advanced and well-documented. LHD staff considering use of qualitative
analysis should seek expert advice as early as possible in the development stage
(Miles & Huberman, 1994; Rea and Parker, 2005).

Third, community agencies should take a more open approach in seeking
the advice of LHDs in determining how to best identify populations in need of
outreach, testing, and service (Meyer, Armstrong-Coben, & Batista, 2005).
Too often, agencies only make contact with LHDs in response to funding
opportunities. Each party can quickly lose track of priorities, many of which
are shared. This is especially important for those agencies involved with
minority populations. A community agency can drive the need for additional
surveillance of populations when no surveillance analyses may exist. In our
experience, the uncovered risk for cross transmission of HIV into the youngest
populations where STDs are endemic was a major catalyst for action. Focus
groups with adolescents at higher risk of acquiring STDs and HIV were critical
in promoting specific outreach initiatives and developing effective prevention
messages (Keagy, 2006).

Lastly, it has been our experience that progress towards reducing the spread
of HIV and STDs begins with the quantitative recognition of the problem and
determining progressive, community-driven, and evidence-based solutions.
These solutions can be achieved by any community—government, LHD,
health delivery, and service organizations and community groups—dedicated
to the task.
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