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Guide to Readers

A. Purpose

The purpose of a needs assessment is to define and describe service needs as well
as gaps in services for people with HIV disease. This enables planning, priority-
setting, and allocation of resources in local communities. In the context of HIV/AIDS
funding, one objective of a needs assessment is to assure that Federal CARE Act
Title | funding is targeted where it is most needed. HIV/AIDS needs assessments
also draw a comprehensive picture of an area’s needs so that all resources can be
spent in the most effective manner.

This needs assessment was commissioned by the HIV Health and Human Services
Planning Council of New York. It partially satisfies the mandates of the CARE Act
Amendments of 2000 requiring each Title | planning council to assess needs and
develop comprehensive plans for the organization and delivery of HIV/AIDS services.
This document is one of several that make up the current effort in New York to
develop its Comprehensive Strategic Plan for HIV/AIDS Service 2002-2005, which is
scheduled to be issued in the fall of 2002.

The New York City Mayor’s Office/AIDS Policy Coordination (MO/APC) oversees the
entire planning process, including this needs assessment. MO/APC provides
professional and administrative support to the Planning Council, which sets priorities
and allocates CARE Act Title | funds. Title | funds are granted by the Federal
government to eligible metropolitan areas (EMAs) that are disproportionately
affected by the HIV/AIDS epidemic. Funding is to support the provision of care and
treatment services. The New York EMA consists of New York City and the counties
of Westchester, Rockland, and Putnam (known as the “Tri—County Region”). A
separate needs assessment document has been prepared for the Tri-County Region.

Title | grants are awarded to the chief elected official of the city or county that
administers the public health agency providing services to the greatest number of
people with AIDS in the area. In the New York EMA, the Title | grant is awarded to
the Mayor of New York City. Consistent with the CARE Act Amendments of 2000, the
Planning Council is responsible for establishing the service priorities to which Title |
funds are allocated within the New York EMA.

The Planning Council will use this needs assessment as the base of evidence to develop
a plan consisting of goals, objectives, and mechanisms to monitor the plan. The




INITIAL 2002 NEEDS ASSESSMENT FOR NEW YORK CITY

Planning Council conducts much of the detail work of planning through the Planning and
Evaluation Committee, the Executive Committee, six Work Groups, additional input from
subcommittees, planning groups, and the PWA Advisory Group.

B. Methods

The needs assessment was designed to be consistent with the CARE Act
Amendments of 2000, Federal guidance as promulgated by the Health Resources and
Services Administration (HRSA), and local circumstances. The major elements of
the needs assessment are:

* An epidemiological profile that describes the current status of the epidemic in
New York City, specifically the prevalence of HIV and AIDS among defined sub-
populations. The profile also identifies trends.

e An assessment of service needs among the affected populations that explores
the perspectives of people living with HIV (PLWH), providers, researchers, and
community representatives about service needs.

e A resource inventory that describes organizations providing services across the
continuum of care. This inventory develops a comprehensive picture of
services, regardless of funding source.

* A profile of provider capacity and capability that shows the extent to which
services identified in the resource inventory are accessible, available, and
appropriate for PLWH.

e An assessment of gaps in services that brings together data on service needs,
resources, and barriers to help set priorities and allocate resources.

Needs assessments, as with all health services planning, are not completely precise
processes. Eventhe most comprehensive and rigorous needs assessment have
missing or even conflicting information. It is the responsibility of the Planning
Council to apply its best effort, wisdom, and judgment in considering all the
information that is available to its members in defining gaps, developing goals and
objectives, and setting priorities.

This needs assessment was developed using a variety of methods and types of data.
We gathered and analyzed quantitative and qualitative data drawn from a wide
range of existing data sources. Indeed, a large volume of source material was
condensed into a manageable collection of essential needs assessment data that
are presented in the sections which follow. Nearly 130 documents were gathered
and thousands of pages analyzed. Not every item that resulted from this process
easily fit into one of these definitions, so readers may find some overlap. See
Section 2, Sources (below) for more information on how the documents were used to
develop the needs assessment.
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C. How to use this document

The needs assessment is a tool. Itis designed to be flexible and capable of being
augmented as the planning process unfolds. Its structure and organization was
drawn from HRSA guidance and technical assistance materials, from the most
recent needs assessment developed by the Planning Council (the 1997
Comprehensive Planning Tool), input from the New York City Department of Health
and MHRA, and from direction provided by the MO/APC.

As was the case with its 1997 predecessor, the current needs assessment is
intended to provide each Planning Council Work Group with a common base of
evidence for use in its later planning decision-making. Despite being designed with
the processes of Work Groups in mind, certain specific planning questions may not
be able to be fully answered by the needs assessment. Identification and
examination of relevant source materials — or use of new source materials -- can
occur throughout the planning process at the request of the Work Groups.

Certain definitions are important to keep in mind:

Quantitative data: numbers that can be statistically analyzed and are used to
describe what, who, when, how many, or how much in relation to a question or issue.

Qualitative data: descriptive information usually presented in narrative form.
Qualitative data can help illuminate what is happening, as well as describe how or
why something is occurring.

Special needs: Broad descriptions of the population and its unique cultural and/or
service needs.

Targeted services: Services that exist within the continuum of care in order to meet
the unique needs of this population.

Service utilization: Qualitative or quantitative data that describes the service
utilization patterns of a population.

Disparities: Differences, primarily in longer-term health outcomes, between different
populations or geographic regions.

Gaps: A perceived (qualitative) or measurable lack of availability or appropriateness
of services or concrete needs.

Barriers: Impediments in access to care, including structural (availability, how
organized, transportation), financial (insurance coverage, reimbursement levels,
public support), and personal (acceptability, cultural, language, attitudes,
education/income).
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Overcoming barriers: Strategies, usually programmatic, that could potentially help to
overcome barriers.

Outcomes: Defined as longer-term outcomes, such as improved health status, versus
intermediate outcomes, such as service utilization rates. Client satisfaction and
service quality measures are also included in this category.

It is the responsibility of the Planning Council and its Work Groups to determine the
meaning of the data contained in this needs assessment. In doing so, it is important
to carefully consider the data gaps presented in Section 8, below. However, some
broad themes and general trends can be stated as a basic framework for readers of
this document:

e Persons with HIV/AIDS who seek care and services can get them in New York City.

* Housing is a significant unmet or partially unmet need in New York City for
people living with HIV/AIDS.

e The actual number of people living with HIV infection (as distinguished from the
smaller number of people with reported cases of AIDS) remains unknown.
However, a very large number of individuals with HIV disease (HIV infection and
AIDS) and their families reside in New York City and seek HIV/AIDS care and
support services.

e Alarge amount of qualitative and quantitative data are available on the
characteristics and needs of the populations of people living with HIV/AIDS in
New York City, but certain data gaps also exist.

Table 1 helps readers locate tables in the needs assessment that may help them find
answers to some specific planning related questions.




SECTION TITLE

Table 1. Guide To Readers

FREQUENTLY ASKED QUESTIONS

WHERE TO LOOK

A

1.

Where can | find basic information
on the number of AIDS cases and

their demographics?

Figures 1-8, pages 28-36
Table 4, page 41

Where can | find general
population information?

Table 3, pages 28-39

. Where do | go to find needs identified
by people living with HIV/AIDS?

Table 14, pages 118-135

. Which tables present information on
specific populations affected by HIV?

Table 5, pages 43-63
Table 7, pages 69-75,
Table 8, page 76

Table 9, page 77

Table 12, pages 97-107
Table 13, pages 108-113
Table 15, pages 136-138

. Which tables present information

on HIV/AIDS services?

Table 7, pages 69-75
Table 8, page 76

Table 9, page 77

Table 10, pages 88-90
Table 14, pages 118-135

. Which tables and maps present
information on boroughs?

Table 10, pages 88-90
Figure 8, pages 34-36
Figure 9, pages 82-87

. Where do | look for information on
barriers and strategies to overcome them?

Table 12, pages 97-107

. Where do | look for information on gaps?

Table 14, pages 118-135

. Where do | look for information on funding?

Table 10, pages 88-90
Table 11, page 91

10.Where do | look for information on outcomes?

Table 13, pages 108-113

11.Where can | find information on persons
unconnected to HIV care, including persons
who are aware of their HIV status?

Table 15, pages 136-138
Table 16, pages 139-142
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Sources

This section lists all the sources used for developing this needs assessment.’

The Office of the Mayor/AIDS Policy Coordination, the New York City Department of
Health, and MHRA provided many of the documents. In addition, the Planning
Council work groups, planning committees, as well as the PLWA Advisory Group
were invited to review an initial roster of documents and provide additional
contributions.

Every document was given a unique code number and assigned to a member of the
project team. In addition, all team members reviewed certain key documents. Every
document was studied for its relevance to the needs assessment and planning
process. An abstract was then written for each document using a common format.
Relevant and useful information was noted, such as the page number on which a
specific item appears. A database containing all the abstracts was then developed.
Outputs from this database on key subjects, such as specific populations and
service categories, were then used to develop the tables and narrative of this needs
assessment.?

Throughout the document, readers will find sources referenced using the unique
code number that appears in column A of Table 2, below. In addition, the specific
page number of that document is cited. This is intended to give the reader the ability
to locate specific objective evidence for future planning-related decision-making.

For example, Table 14 includes this entry: “89:ES. In a 1998 Montefiore study 64% of
survey respondents reported a serious delay or total inability to access needed
dental care.” The reader can location row 89 on this table to find out the full title of
the study and the date it was published: “Needs Assessment and Service Utilization
Study of Dental Care for HIV Infected Persons,” December 2001. The “ES” part of
the entry indicates the data are found in the report’s Executive Summary. Normally,
this would be a number (such as “89:45"), indicating the information can be found on
page number 45 of document 89.

' Through March 1, 2002

2 The database of abstracts is available for future planning questions.

1"
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Table 2. Sources by Abstract Code Number

Code # Title Source/
Date Authors
A B C
001 The Epidemiology of AIDS in New York City  New York City
December 2001 Department of Health
(DOH), HIV/AIDS
Surveillance
002 AIDS Surveillance Update for the Fourth DOH
Quarter 2000 HIV/AIDS Surveillance
June 2001
003 New York City Children Perintally Exposed DOH
to HIV, Semiannual Surveillance Update HIV/AIDS Surveillance
May 2001
004 AIDS Surveillance Update for the First DOH
Quarter 2000 HIV/AIDS Surveillance
June 2000
005 HIV Seroprevalence Update 1999 DOH
AIDS Research/HIV
Serosurvey Program
006 NYC epi data by zip code DOH
Judy Sackoff
007 ADAP Plus data NYSDOH
008 Medicaid claims data NYSDOH
009 Quarterly Performance Report NYC HRA
October 2000-December 2000 DASIS
010 Review of 1998-2001 Strategic Plan Team
01 NY EMA FY 2002 Title | Application DOH
012 NY EMA FY 2001 Title | Application DOH
013 New York City Ryan White Title | CARE Act MHRA
Service Directory
June 2000
014 Title | Program Services Internet 1999 DOH

http://nyc.gov/html/doh/html/rw/rw4.html

12



SOURCES

Code # Title Source/ Table 2 continued
Date Authors Sources by Abstract
A B C Code Number
015 NYC Ryan White Title | Service Directory ~ DOH
Program Services by Agency
http://nyc.gov/html/doh/html/re/rwa.html
016 New York Statewide Coordinated NYSDOH
Statement of Need SRA
December 1997
017 Community Health Advisory & Information  Columbia
Network (CHAIN) Fact Sheet
October 2000
018 CHAIN Report #44: Drug Use and Service  Columbia
Utilization Among People with HIV in NYC:
Barriers to Care and Low Threshold
Services
December 2001
019 CHAIN Maps: Update Report #42, A Columbia
Geographic Display of the CHAIN Cohort’s
Service Utilization
May 2001, Revised December 2001
020 CHAIN Report Update #39: Trends in Columbia
Health Status
September 2001
021 CHAIN Report Update #38: Ancillary Columbia
Services and Adherence to HIV
Medications
October 2001
022 Housing, Health and Wellness Study: A Columbia and Bailey
Collaborative Project House
October 2000
023 CHAIN Report #37: Housing and Health Care  Columbia
Among Persons Living with HIV/AIDS
July 2001
024 CHAIN Report Update #36: Pathways to Columbia

Systems of HIV Medical Care in New York
City
October 2001

13
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Table 2 continued Code #

Sources by Abstract

Title
Date

Source/
Authors

Code Number

c

025

CHAIN Update Report #35: Assessing the
Impact of the Ryan White CARE Act on
Health Outcomes in New York City:
Executive Summary (Revised Draft)
November 2001

Columbia

026

CHAIN Update Report #34: Medication
Adherence and Patient Outcomes
November 2001

Columbia

027

CHAIN Update Report #33: Dental
Services for HIV+ Individuals in New York
City’s CHAIN Cohort

March 2001

Columbia

028

CHAIN Update Report #32: Housing
Assistance and Housing Stability Among
Persons Living with HIV/AIDS

May 2000

Columbia

029

CHAIN Update Report #30: The Impact of
Ancillary Services on Entry and Retention
to HIV Medical Care in New York City
Date?

Columbia

030

CHAIN Update Report #29: Mental Health
Services and Treatment Needs
June 2000

Columbia

031

CHAIN Briefing Papers for Year 9 CHAIN
Reports

May 2000

[Update Report #s 23, 24, 25, 26, 27, 28, 30, 32
Technical Report #16

Rapid Response Report #2]

Columbia

032

CHAIN Project [Overview]
2000?

Columbia

033

CHAIN Update Report #28: Women’s Need
and Utilization of Services by Family Types
June 2000

Columbia

14



SOURCES

Code # Title Source/ Table 2 continued

Date Authors Sources by Abstract

A B C Code Number

034 CHAIN Update Report #27: Complementary Columbia
and Alternative Medicine: Rates of
Utilization Among the CHAIN Cohort

May 2000

035 CHAIN Update Report #26: Declining Columbia
Mortality Rates and Service Interventions
April 2000

036 CHAIN Update Report #25: Factors Columbia

Influencing Interest in Employment
Among Persons Living with HIV
May 2000

037 CHAIN Update Report #24: Comorbid Columbia
Conditions: Intersecting Needs Among
CHAIN Cohort
May 2000

038 CHAIN Update Report #23: Patterns of Columbia
Adherence to Antiretroviral Medications
1995-1999
June 2000

039 CHAIN Rapid Response Report #2: High Columbia
Risk Behaviors: Unprotected Sex and
Needle Sharing 1994-1999
Undated

040 CHAIN Report: The Impact of Ancillary Columbia
Services on Entry and Retention to HIV
Medical Care in NYC: A Report to HRSA
October 1999, Revised January 2000

041 CHAIN Briefing Papers for Year 8 CHAIN Columbia
Reports
May 1999
[#s 18, 19, 20, 21, 22]

042 CHAIN Update Report #22: Needs Columbia

Assessment for Work-Related Services
Among Persons Living with HIV/AIDS
May 1999

15
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Table 2 continued Code #

Sources by Abstract

Title
Date

Source/
Authors

Code Number

c

043

CHAIN Update Report #21: Trends in
Health Status
May 1999

Columbia

044

CHAIN Update Report #20: Patterns of
Adherence to Antiretroviral Medications
May 1999

Columbia

045

CHAIN Update Report #19: Trends in
Current Use of HIV Antiretroviral Therapy
May 1999

Columbia

046

CHAIN Update Report #18: Using CHAIN
Data to Measure Program Qutcomes
May 2000

Columbia

047

CHAIN Briefing Paper #1: The
Unconnected Revisited
May 1999

Columbia

048

CHAIN Update Report #16: Top Client-
Identified Unmet Needs for Medical and
Social Services

May 1998

Columbia

049

Ryan White Title | Technical Assistance
Services Impact Study and Needs
Assessment, preliminary data

Personal communication, 2002

Center for Health
Policy Studies

050

CHAIN Update Report #15: Trends in Managed
Care Plans and People Living with HIV
April 1998

Columbia

051

PWA/HIV Advisory Group Strategic Plan Input
December 2001

MO/APC

052

NYC Ryan White CARE Act Title |
Consumer Advisory Groups Funding
Recommendations Report

March 2001

PWA/HIV Advisory
Group

053

Winter 2001 Community Forums Executive
Summary

MO/APC

054

Community Forum Report (Spring 2000)
November 2000

MO/APC

16



SOURCES

Code # Title Source/ Table 2 continued
Date Authors Sources by Abstract

A B C Code Number

055 High Needs Index for Ryan White Title | MO/APC
Services
April 1998

056 Draft High Needs Index II MO/APC
December 2001

057 New York City HIV Prevention Plan DOH
Prevention Planning Group Plan for HIV
Prevention Services, 5 volumes
2000

058 2002 HIV Prevention Projects Cooperative ~ DOH
Agreement Application
September 2001

059 Workgroup Charge for Year 13 (March MO/APC
2002-February 2003) Priority Setting
November 2001

060 AOD Work Group Year 11 Priorities: Harm ~ MO/APC
Reduction, Recovery Readiness, and AOD
Relapse Prevention: Escort and Follow-up
Services
June 2000

061 Health Services Work Group Year 11 MO/APC
Priorities: Adult Day Care HSWG
July 2001

062 Health Services Work Group Year 11 MO/APC
Priorities: Oral Health Care HSWG
July 2001

063 Health Services Work Group Year 12 MO/APC
Priorities: Ambulatory Outpatient HSWG
Care/Counseling and Testing
July 2001

064 Health Services and AOD Work Groups MO/APC
Year 12 Priorities: Outpatient Medical HSWG/AQD

Care/ Harm Reduction Clinic
July 2001

17
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Table 2 continued Code # Title Source/
Sources by Abstract Date Authors
Code Number A B C
065 Housing Work Group Year 12 Priorities: MO/APC
Housing for PWAs in Need of Mental Housing WG
Health and Harm Reduction Services
July 2001
066 Housing Work Group Year 12 Priorities: MO/APC
Emergency Rental Assistance (CBC) Housing WG
July 2001
067 Housing Work Group Year 12 Priorities: MO/APC
Emergency Rental Assistance (non HASA  Housing WG
eligible)
July 2001
068 Housing Work Group Year 12 Priorities: MO/APC
Housing Enhancements for Special Housing WG
Populations
July 2001
069 Infrastructure and Housing Work Groups ~ MO/APC
Year 12 Priorities: Technical Assistance Infra and Housing WGs
for HIV/AIDS Housing Providers
July 2001
070 Infrastructure Work Group Year 12 MO/APC
Priorities: Building and Sustaining Infra WG
Organizational Capacity
June 2000
071 Infrastructure Work Group Year 12 MO/APC
Priorities: Enhancing Capacity to Serve Infra WG
People Living with HIV/AIDS
June 2000
072 Infrastructure Work Group Year 12 MO/APC
Priorities: NYC and NYS PWA/HIV Infra WG
Leadership Training Institute
June 2000
073 Mental Health Work Group Year 12 MO/APC
Priorities: HIV/AIDS Mental Health MHWG

Services in Primary Care Settings
July 2001

18



SOURCES

Code # Title Source/ Table 2 continued
Date Authors Sources by Abstract

A B C Code Number

074 Social Services Work Group Year 11 MO/APC
Priorities: Transportation SSWG
July 2001

075 Social Services Work Group Year 11 MO/APC
Priorities: Client Advocacy SSWG
July 2001

076 Social Services Work Group Year 11 MO/APC
Priorities: Food and Nutrition SSWG
July 2001

077 Social Services Work Group Year 11 MO/APC
Priorities: Custody Planning and SSWG
Transitional Supports
June 2000

078 Social Services Work Group Year 12 Priorities:  MO/APC
Promoting Access to Early Intervention SSWG
Services for Title | Program Funding (CBC)
July 2001

079 Work Group Priorities for Years 7,8,9,and 10  MO/APC

080 Ryan White Title | Program Monitoring MHRA
Report to the NYCDOH,
(March 2000-February 2001)
January 2002

081 Title | Year 11 Contracts MHRA

082 P & E Committee Initiatives Status Report ~ MO/APC
Undated

083 CBC Outcome Evaluation Quarterly MO/APC
Reports (May-August 2001) NYAM
September 2001

084 Housing Needs Assessment Chart of MO/APC
Milestone, Deliverables, and Timeframes
2001

085 AOD Quantitative Study NYAM

February 2002

19
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Table 2 continved Code # Title Source/
Sources by Abstract Date Authors
Code Number A B C

086 Assessing the Effects of Selected Policy MO/APC
and Legislation McClain
February 2002

087 DRAFT Policy on Early Intervention MO/APC
Services/Maintaining Appropriate
Referral Relationships
December 2001

088 Report on the Mental Health Tool MO/APC
Feasibility Study Cicatelli
Undated

089 Needs Assessment and Service Utilization MO/APC
Study of Dental Care for HIV Infected Montefiore
Persons
December 2001

090 Draft Qualitative Needs Assessment of HIV  MO/APC
Services Among Dominican, Mexican, and  Sociomedical
Central American Immigrant Populations Resource Associates
Living in the New York EMA
December 2001

091 Senior Needs Assessment Project: The MO/APC
Housing and Service Needs of Older New  Columbia
Yorkers Infected [With} and Affected by
HIV/AIDS
May 1999

092 Towards a Comprehensive Plan for NYAM
Syringe Exchange in New York City
Undated

093 Fair Work Policies for People Living with MTS
HIV/AIDS
October 1998

094 Evaluation Studies at Selected CARE Act Columbia
Pilot Sites
February 1999

095 Health Care Accessibility Among People NYAM

that Infect Drugs or Use Crack Cocaine
March 2000

20



SOURCES

Code # Title Source/ Table 2 continued
Date Authors Sources by Abstract
A B C Code Number
096 2002 Tri-County Title | Steering Committee ~ Westchester DOH
Meeting Scheduled
097 2002 Planning Council Calendar MO/APC
098 2002 PC Executive Committee Calendar MO/APC
099 2002 P & E Committee Calendar MO/APC
100 2002 Work Groups Calendar MO/APC
101 Roster of PC Members & Chairs MO/APC
102 Roster of Work Group Coordinators MO/APC
103 New York Strategic Plan for HIV/AIDS MO/APC
Services 1998-2001
104 Consolidated Planning Tool MO/APC
1997
105 Unmet Needs Consultation Report HRSA
November 2000
106 Needs Assessment and Comprehensive HRSA
Planning
Summer 2001
107 Title I Request for Proposals MHRA
May 2000
108 Title | Request for Proposals MHRA
January 2002
109 CHAIN Update Report #41: Columbia

Housing Status and Health Outcomes
among Persons Living with HIV/AIDS
November 2001

110

Prison Planning Group: Recommendations
and Priorities Report
April 9, 2001

Prison Planning Group

m

Results of the PWA/HIV Advisory Group
Survey: Recommendations for Year 12
Priorities

July 2001

MO/APC

21
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Table 2 continved

Sources by Abstract
Code Number

Code # Title Source/
Date Authors
A B C
112 Preliminary Report: Regional Gap Analysis Westchester DOH
(Tri-County: Lower Hudson HIV CARE
Network)
March 2001
113 Notice of AIDS Funding Availability: Direct Westchester DOH
Services and Technical support for
HIV/AIDS Organizations
January 2002
114 Estimating the range of HIV+ individuals Columbia
who know their status but are not
engaged in care
Personal Communication from D. Abramson
January 2002
115 Measuring Unmet Need for HIV Care UCSF
December 2001
116 Unemployment Rate Rises Again in Wake  New York Times
of Attacks
January 18, 2002
17 Title | and Title | Regional Training HRSA
Conference
July 2001
118 Community Need Index (Hudson Valley Westchester DOH
Region)
2000
119 Tri-County Title | FY 2002 Grant Application Westchester DOH
Tables
October 2001
120 Year 10 RWCA Title | Tri-County Service Westchester DOH

Utilization Data
March 2000-February 2001
DATE?

121

Race and HIV Infection in New York City
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Epidemiologic Profile

A. Introduction

This section of the needs assessment presents an epidemiological profile of
HIV/AIDS in New York City, highlighting how the demographics of the disease have
changed over the past decade, the epidemiology of the disease as it currently exists,
and emerging trends that will likely shape the epidemic over the coming years.

B. Methods

The epidemiological data presented in this section were obtained from the New York
City Department of Health (DOH), HIV/AIDS Surveillance Program, and a number of
other sources listed on the master roster.

In some cases tables or charts included were taken directly from documents on this
list. In other cases material from multiple documents was combined to create a new
table or chart.

C. General Epidemiological Findings

As of December 31, 2000, a total of 120,783 cumulative adult and adolescent AIDS
cases had been diagnosed in New York City. Of these, 43,150 people were known to
be living with the disease at the end of 1999, the most recent year in which these
data were publicly available.

The largest proportion of AIDS cases result from injection drug use — 45% of
cumulative cases and 41% of living cases. The disease disproportionately affects:
e Males —77% of cumulative cases and 74% of living cases.

* People of color*— 73% of cumulative cases and 76% of living cases.

e Manhattan residents — 38% of cumulative cases and 35% of living cases.

* Unless otherwise noted, data in Section 3 are derived from documents 002, 122, 123, 124, and 125.

‘ All subsequent uses of the term “people of color” refer to the following groups: African
Americans, Blacks, Latinos, Hispanics, Native Americans, Asian Americans, Native
Hawaiians, and Pacific Islanders.
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Potentially critical changes in disease demographics have been observed in the last
several years:

e The proportion of AIDS cases diagnosed among women in a given year has
increased from 23% in 1992 to 31% in 2000.

e The proportion of AIDS cases diagnosed among people of color in a given year
has increased from 74% in 1992 to 83% in 2000.

e The proportion of AIDS cases diagnosed in a given year resulting from
heterosexual contact has increased from 10% in 1992 to 17% in 2000.

e Beginning in the late 1990s, the majority of new AIDS cases were diagnosed in
those over 39 years of age.

Just published New York State Department of Health data reveal that the number of
syphilis cases in New York City doubled from 2000 to 2001, with most of the increase
coming from men who have sex with men. According to preliminary data presented
at the National STD Prevention Conference in March 2002, 282 New York City cases
of primary or secondary syphilis were recorded in 2001, compared to 117 in 2000,
continuing a trend that began in 1999. The rise in cases among MSMs may be
particularly troubling because it indicates a rise in unprotected sex. Syphilis
facilitates HIV transmission during the primary and secondary stages when sores
are open on the skin (document 129).

As of December 31, 2000, 1,975 cumulative pediatric AIDS cases had been diagnosed
in New York City. Of these, over 700 children were still known to be living with the
disease at the end of 1999, the most recent year in which these data were publicly
available. The vast majority of these are children of color — 93% of both cumulative
and living cases — who were infected from mothers who use injection drugs — 47% of
cumulative cases and 44% of living cases.

Starting in the mid-1990s, the introduction of new drug therapies resulted in a sharp
decline in the number of adult and pediatric deaths reported annually and a
concomitant increase in the number of people living with HIV/AIDS. In 1993 the
number of adult/adolescent AIDS deaths per year peaked at 8,349. By 1999 that
number had declined to 729, a 91% reduction.

Simultaneously, advancements in pre- and post-natal HIV treatment have led to a
major reduction in pediatric HIV/AIDS cases. According to a recent Associated
Press/Albany Times Union article, the rate of vertical HIV transmission from mother to
child in New York State has decreased "dramatically” -- from 25% to 3.5% -- since the
implementation of a 1997 law requiring infant HIV testing and maternal notification. In
fact, during 1999, only 13 new AIDS cases among children were reported.
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At the national level, an estimated one-third of persons with HIV know their status
and are not in care. This group is the focus of considerable attention because of the
potential to bring them into HIV care. Atthe present time, estimates of the

population of persons in New York City who know their status and are not in care are

considerably lower. One recent estimate produced a range of 2,250 to 7,200
individuals in New York City who know their HIV-positive status but are unconnected
from primary medical care either chronically or episodically.®

Figures 1-8, below, are charts, graphs, and maps illustrating these findings. More

detailed information, in the form of AIDS prevalence counts by zip code, are included

in Appendix A.

* The estimate was developed in early 2002 by the CHAIN project at Columbia University. The
rationale is that (1) there are 48,000 unduplicated persons who have filed an HIV-related
Medicaid claim in 1999/2000, (2) the payor mix on all HIV-related hospital discharges in 1999 was
2/3 Medicaid and 1/3 all others, (3) CHAIN estimated in 1995 that 6.5% of HIV+ persons [in care]
(sic) were unconnected to care, and (4) CHAIN #35 found that 3.5% of the cohort between 1997-
2000 indicated at any given time they did not have a primary medical provider, meaning they are
episodically or disconnected from medical care. The assumptions leading to the estimate are
that (1) the total number of individuals in care is 72,000 (48,000 Medicaid beneficiaries plus 24,000
non-Medicaid beneficiaries) and assumes that the distribution of people in care is equivalent to
the distribution of people who have been hospitalized; (2) the lowest number estimated to be
unconnected would be 72,000 x 3.5%, or 2,520; (3) the middle number estimated to be
unconnected would be 72,000 x 6.5%, or 4,680; and (4) the higher end of the estimate would be a
combination of those episodically in and out of care (2,520) and those more chronically
disengaged from care (4,680), or 7,200.
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Figure 1. Adult/adolescent AIDS cases in New York City,
cumulative (2000) and living (1999) by gender, race, borough,
and mode of transmission (men and women)

By Gender

Cumulative AIDS Cases, Living with AIDS
Through 2000 Cases in 1999

Females
26%

Females
23%

Males Males
77% 14%

By Race/Ethnicity

Cumulative AIDS Cases, Living with AIDS
Through 2000 Cases in 1999
Other White Other White

1% 26% 1% 23%
Hispanic
31%

Hispanic
34%

Black Black
42% 42%
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By Borough
Cumulative AIDS Cases, Living with AIDS
Through 2000 Cases in 1999
S.L. S.L
Queens 2% Manhatten Queens 2% Manhatten

14% 38%

Bronx
20%

Brooklyn
26%

15% 35%

Bronx
22%

Brooklyn
26%

By Mode of Transmission for Men

Cumulative AIDS Cases,
Through 2000

Heterosexual
7%

IDU
43%

Living with AIDS
Cases in 1999

Heterosexual
11%

Other
IDU 11%

40%

MSM
38%
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Mode of Transmission for Women

Cumulative AIDS Cases, Living with AIDS
Through 2000 Cases in 1999
Other
13% Other

16%
Heterosexual Heterosexual

37% 41%

50% 43%

Figure 2. Cumulative pediatric’ AIDS cases in New York City

Cumulative AIDS Cases, Cumulative AIDS Cases,
Through 2000 Through 2000
Mother's
Other Male Partner Other

1% has HIV 7%

10%

Hispanic
36%

Mother has
i 56% IDU Partner Mother
7% 16% is DU
47%

” Children less than 13 years old at time of diagnosis. Categories defined by CDC.
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Figure 3. Adult AIDS Cases by Year of Diagnosis
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Figure 5. Adult AIDS Cases by Gender and Year of Diagnosis
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Figure 6. Adult AIDS Cases by Race/Ethnicity and Year of Diagnosis
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Figure 7. Adult AIDS Cases by Age Group and Year of Diagnosis
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Figure 8. PLWA 2000: Queens and Brooklyn, Manhattan and Bronx, Staten Island
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Manhattan and Bronx
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Staten Island

Staten Island PLWA
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D. Sociodemographics

Table 3 presents non-HIV specific New York City demographic data by borough, and
by gender and race/ethnicity. It also compares population changes between 1990
and 2000. During this period the total population of New York City grew by 9.4%,
while the Hispanic population grew by 21.1% (to 2,160,554), the Asian/Pacific Islander
population grew by 59.9% (to 783,058), the black population grew by 8.5% (to
1,962,154), while the white population fell by 11.4% (to 2,801,276).

Between 1990 and 2000, Manhattan grew the least (with a 3.3% growth rate) and
Staten Island the most (with a 17.1% growth rate). In 2000, Brooklyn was the largest
borough (with 30.8% of the total New York City population), followed by Queens
(27.8%), Manhattan (19.2%), the Bronx (16.6%) and Staten Island (5.5%).

Race/ethnicity changes at the borough level generally mirrored those of the city as a
whole. The white population declined in all boroughs, except Staten Island, with the
greatest declines in the Bronx and Queens. The Hispanic population grew in all
boroughs, with the greatest increase in the Bronx, Queens, and Staten Island. The
black population grew at roughly equal rates across boroughs, with the exception of
Staten Island, which experienced a large percentage growth in this population and
Manhattan, which experienced a decrease.
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Table 3. Race/Borough Populations and Sub-populations in 2000
Compared to 1990

Category Number Percent Percent Change
Since 1990
A B C D

New York City 8,008,278 100.0 94
Gender

Male 3,794,204 47.4 10.4

Female 4,214,074 52.6 8.5
Race/Ethnicity

White 2,801,267 35.0 -11.4

Black 1,962,154 24.5 6.2

Hispanic 2,160,554 21.0 21.1

Asian/ 783,058 9.8 59.9

Pacific Islander

Other 301,245 3.8 N/A
Brooklyn 2,465,326 100.0 14

(30.8% of total NYC population)

Gender

Male 1,156,446 46.9 8.0

Female 1,308,880 53.1 6.4
Race/Ethnicity

White 854,532 34.7 -1.4

Black 848,583 34.4 6.4

Hispanic 487,878 19.8 5.5

Asian/ 185,094 1.5 74.6

Pacific Islander

Other 88,751 3.6 N/A
Bronx 1,332,650 100.0 10.7

(16.6% of total NYC population)

Gender

Male 620,171 46.5 11.7

Female 712,479 53.5 9.8
Race/Ethnicity

White 193,651 14.5 -28.9

Black 416,338 31.2 12.8

Hispanic 644,705 48.4 23.2

Asian/ 39,032 29 25.1

Pacific Islander

Other 38,924 29 N/A
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Category Number Percent Percent Change
Since 1990 Race/Borough
A B C D Populations f'md
Sub-populations
Manhattan 1,537,195 100.0 3.3 in 2000 Compared
(19.2% of total NY population) to 1990
Gender
Male 729,534 475 4.1
Female 807,661 52.5 2.6
Race/Ethnicity
White 703,873 45.8 -3.1
Black 234,698 15.3 -10.1
Hispanic 417,816 21.2 8.1
Asian/ 143,863 94 35.3
Pacific Islander
Other 35,355 2.3 N/A
Queens 2,229,379 100.0 14.2
(27.8% of total NY population)
Gender
Male 1,073,568 48.2 15.7
Female 1,155,811 51.8 12.0
Race/Ethnicity
White 732,895 32.9 -21.8
Black 422,831 19.0 8.2
Hispanic 556,605 25.0 46.0
Asian/ 390,164 17.5 69.8
Pacific Islander
Other 124,845 5.6 N/A
Staten Island 443,728 100.0 171
(5.5% of total NYC population)
Gender
Male 214,485 48.3 17.1
Female 229,243 51.7 17.1
Race/Ethnicity
White 316,316 7113 4.4
Black 39,704 8.9 40.9
Hispanic 53,550 12.1 77.1
Asian/ 24,905 5.6 51.1
Pacific Islander
Other 9,318 2.1 N/A

Because of rounding, not all columns add to 100%

N/A=compatible category did not exist in 1999
Source: 2000 US Census Data
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Table 4 presents the race and borough distribution of AIDS prevalence in New York
City and the percentage of new Title | clients by service-related work group areas in
2000 (also known as Year 10).

This table shows that the epidemic has disproportionately impacted the black and
Hispanic communities. It also shows that new Title | client service use has generally
followed suit, with 51.6% of all new clients being black and 39.1% being Hispanic —a
trend that generally holds across work group areas.

The table also shows that one-third of all new Title | clients are from the Bronx
although the Bronx has 20% of the city’s AIDS cases, likely reflecting the greater
needs of individuals residing in this borough. Roughly one-quarter of new Title |
clients come from Brooklyn (with 26% of the total city cases) and one-quarter from
Manhattan (with 38% of the total city cases).
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E. Assessment of Populations with Special Needs

Table 5 presents specific epidemiological data and HIV infection risk trends among
the following special populations:

e Infants and children (under 13 years old)

*  Youth (13-24 years old)

e Injecting Drug Users (IDUs)

e Men of color who have sex with men

e White (Anglo) men who have sex with men

e  Women of child-bearing years (13 years and older)

e QOther substance users

e Mentally ill chemical abusers

e Immigrants and Undocumented persons

* Homeless population in shelters, SROs, and “on the street”
e Detained inmates and recently released inmates

42



EPIDEMIOLOGIC PROFILE

Table 5. Assessment of Populations with Special Needs

Infants and Children (under 13 years old)

1. Estimated number of persons in this population (regardless of HIV status)
1,632,809, children 14 and under

2. Estimated number of persons in this population living with AIDS

Over 700 children were still known to be living with the disease at the
end of 1999 (the most recent year in which these data were available).

3. Estimated number of persons in this population with HIV infection (including AIDS)

Unknown

4. Estimated HIV prevalence rate for this population

Unknown

5. Description of the population, including geographic distribution in the EMA,
income level, language barriers, and other characteristics

Of living pediatric AIDS cases in 1999, 61% were black, 7% white, and
32% Hispanic. 34% lived in Brooklyn, 28% in the Bronx, 17% in
Manhattan, 13% in Queens, and 2% in Staten Island.

6. HIV infection and risk trends in this population

The vast majority of HIV-infected pediatric cases are children of color
who were infected from mothers who use injection drugs (47% of
cumulative cases; 44% of living cases). Other notable routes of
infection, based on 1999 living cases, include: mother is sex partner of
IDU (12%), mother is sex partner of man with HIV/AIDS (15%), mother
with HIV/AIDS—risk not specified (24%).

The rate of vertical HIV transmission from mother to child in NY state
has decreased from 25% to 3.5% since 1997. During 1999, only 13 new
AIDS cases among children were reported.

Table 5 continued on next page
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Table 5 continved

Assessment of
Populations with
Special Needs

Youth
(13-24 years old)

Youth (13-24 years old)

1. Estimated number of persons in this population (regardless of HIV status)
1,496,343

2. Estimated number of persons in this population living with AIDS
1,605

3. Estimated number of persons in this population with HIV infection (including AIDS)

Unknown

4. Estimated HIV prevalence rate for this population

Unknown

5. Description of the population, including geographic distribution in the EMA,
income level, language barriers, and other characteristics

Youth comprise approximately 16% of the overall population, and are
uniformly distributed geographically within the EMA; among households
headed by persons <25, 40% have incomes $14,999 or below; among all
persons 12-17, 39% fall below the federal poverty level; among persons
5-17, 6% speak English “not well” or “not at all”; among persons 14-17,
8% are “linguistically isolated” at home.

6. HIV infection and risk trends in this population

While the proportion of new or live AIDS cases among youth is small, as
most individuals infected at a young age do not progress to AIDS until
their twenties or thirties, the converse is also true — in 2000, of those living
with AIDS in NYC who were diagnosed in their twenties (13%) or thirties
(42%), many were likely infected while adolescents. In NYC in 2000:

* Among persons living with AIDS, 306 (0.65%) were diagnosed as
adolescents (54% are black, 38% are Hispanic, 6% are white, and 1%
are another race — 50% are males, 50% are females);

* Among cumulative AIDS cases, 480 (0.4%) were diagnosed as adolescents;

* Among AIDS cases diagnosed in 2000, 31 (1.4%) are adolescents (35%
male, 65% female)

Risk for HIV infection is especially high among young men who have sex
with men (YMSM). Among 3,492 YMSM ages 15-22 surveyed between
1994-1988 in seven cities (541 in NYC), HIV seroprevalence was highest
in NYC (12.1% compared to 7.2% overall), and was higher among blacks
(18.4%), Latinos (8.8%), and men of mixed race (16.7%), than among
whites (3.1%). A high prevalence (41% overall) of unprotected anal sex
during the preceding six months was also noted among these young
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men; 67% reported having had a female sexual partner at some point in Table 5 continved
their lives, while 23% reported having had a female sexual partner in the

. Assessment of
past six months. Populations with
In NYC, annual HIV incidence among YMSM in this cohort was 7.6% Special Needs
(compared to 2.6% overall). Among all seven cities, HIV incidence was Vouth

: 0 . 0 ou
highest among blacks (4.0%) and persons of mixed race (5.4%), and was (13-24 years old)

similar between homosexual and bisexual men. Recent risk behaviors
associated with high HIV incidence were having greater than or equal to
5 male sex partners, having unprotected anal sex with men, or having
injected drugs.

Serosurveys indicate sharply varying risks among youth in different
subpopulations — for example, HIV seroprevalence was:

*1.2% in 1999 among 16,129 NYDOH Public Health Laboratories samples
submitted by persons <20 year old; 1.9% among 44,863 samples
submitted by persons 20-29 years old;

*1.4% in 1999 among 296 NYC STD Clinic patients <20 years; 1.2% among
994 patients 20-24;

*2.4% in 1999 among 124 NYC chest clinic patients with TB <25 years;
*0.1% in 1999 among 5,928 NYC military recruits <25 years;

*0.4% in 1998 among 962 NYC jail entrants <20 years (0.3% of men, 1.1%
of women); 1.8% among 1,439 NYC jail entrants 20-24 (1.1% of men, 6%
of women);

*0.18% in 2000 among 11,401 mothers (ages 10-19) giving birth in the
EMA,; 0.40% in 2000 among 29,089 mothers (ages 20-24) giving birth in
the EMA;

*0.3% in 1997 among 2,894 women<24 seeking abortions in NYC.

Table 5 continued on next page
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Table 5 continved

Assessment of
Populations with
Special Needs

Injecting Drug Users
(IDUs)

Injecting Drug Users (IDUs)

1. Estimated number of persons in this population (regardless of HIV status)
+ 160,000

2. Estimated number of persons in this population living with AIDS
18,580 (includes MSM/IDU)

3. Estimated number of persons in this population with HIV infection (including AIDS)
59,670 (includes MSM/IDU)

4. Estimated HIV prevalence rate for this population
20-37% (20,000-37299:100,000)

5. Description of the population, including geographic distribution in the EMA,
income level, language barriers, and other characteristics

Geographic rates of injection drug use (as indicated by opioid-related
hospital discharges, heroin emergency room mentions, deaths involving
heroin, heroin arrests, and drug treatment admissions) vary markedly
and often closely parallel AIDS prevalence rates. For example, IDU
rates (as measured by opioid-related discharges) are especially high
(above the 80th percentile for NYC as a whole) in 56% of the Bronx, 14%
of Brooklyn, 37% of Manhattan, and 8% of Queens zip codes.

Heroin admissions constitute 44% of drug treatment admissions in NYC,
and are overwhelmingly male (73%), older than 35 (62%), more likely to
be Hispanic (52%) than black (25%) or white (21%), usually readmissions
to treatment (86%), are likely to report cocaine as a secondary drug of
abuse (34%). Compared with injectors, those who snort heroin are more
likely to be Hispanic (55% vs. 48%) and first admissions to treatment
(16% vs. 11%). In contrast, injectors are more likely to be white (32% vs.
17%), to report cocaine as a secondary drug of abuse (40% vs. 30%), and
to have started using before 20 (57% vs. 41%).
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6. HIV infection and risk trends in this population Table 5 continued
Substance abuse is widespread in the New York EMA and injection use  Assessment of
in particular continues to be a dominant factor in the New York HIV Populations with

epidemic. Seventy percent of reported AIDS cases in NYC are directly ~ Special Needs

or indirectly related to injecting drug use (i.e., women infected through Injecting Drug Users
heterosexual contact with an IDU or children born to HIV-infected (IDUs)

women). In NYC:

* Among persons living with AIDS in 2000, 37% are associated with IDU;
* Among cumulative AIDS cases as of 2000, 45% are associated with IDU;
* Among AIDS cases diagnosed in 1999, 33% are associated with IDU.

Various recent serosurveys indicate sustained risks for HIV among
IDUs—HIV seroprevalence was:

*8% in 1999 among 87 STD Clinic patients who are IDU;

*16.1% in 1999 among 217 drug treatment center patients who are IDU
(14.5% among males and 22.7% among females);

*23.2% in 1999 among 56 IDU who also used crack.

Table 5 continued on next page
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Table 5 continued Men of color who have sex with men

Assessment of

Populations with 1. Estimated number of persons in this population (regardless of HIV status)
Special Needs 91,287-255,603
Men of color who 2. Estimated number of persons in this population living with AIDS

have sex with men

6,373 (excludes MSM/IDU)

3. Estimated number of persons in this population with HIV infection (including AIDS)
21,037

4. Estimated HIV prevalence rate for this population
8-23% (8,230-23,045:100,000)

5. Description of the population, including geographic distribution in the EMA,
income level, language barriers, and other characteristics

MSM of color comprise between 1-3% of the overall population, and are
thought to be geographically distributed within the EMA in patterns that
are similar both to those of people in color and to MSM in general. Using
AIDS case rates among MSM as a proxy measure, MSM are
concentrated (above the 80th percentile for NYC) in many areas of
Manhattan (63% of zip codes), as well as pockets in the Bronx (1 of 25
[4%] zip codes, Brooklyn (3 of 37 [8%] of zip codes), Queens (5 of 62 [8%]
zips codes). People of color comprise a majority in 76% of Bronx, 51% of
Brooklyn, 44% of Manhattan, and 42% of Queens. Nationally, gay men
earn less than their heterosexual counterparts (in one national survey,
81% of gay men, compared to 65% of heterosexual men, earned less than
$25,000), though household income for male same-sex couples is slightly
higher than for heterosexual couples — the degree to which these data
may apply to the New York EMA is unknown. Poverty rates among
people of color generally are substantially higher than among whites.

In a 1998 survey of over 7,000 men who have sex with men in New York
City (document 128), gay and bisexual men are testing for HIV at much
higher rates than New Yorkers in general. However, rates and place of
testing change with age and race/ethnicity. Almost 89% of all men
surveyed said they had taken an HIV test. Roughly one-tenth (11%) of
the men surveyed reported unprotected anal intercourse with someone
of unknown/different HIV status in the past year. The large majority (89%)
of Black men surveyed do not report unprotected anal intercourse with
someone whose HIV status is unknown or different (128:21). Of the men
having unprotected anal intercourse with someone whose status was
unknown/different, Latinos were significantly less likely to know their
status than Black men, Asian/Pacific Islander man, or white men (128:21).

Less than half of the participants (42%) where men of color; so the
sample under-represents men of color. Blacks and Latinos were twice
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as likely to have tested in a hospital; Asian/Pacific Islander men were Table 5 continued
less likely to have testing than other races; men under 25 and men over

59 were less likely to have tested. Black men reported the highest HIV ﬁ;;if;%iztﬂm
rates (17%), followed by Latinos (15%), whites (13%), and Asian/Pacific Special Needs

Islander men (2%) (128:6).

6. HIV infection and risk trends in this population

Men of color who
have sex with men
While AIDS incidence among MSM overall has decreased since 1993, the

decline began later (1996) and was less pronounced among MSM of color.

Risk for HIV infection is especially high among young men who have sex

with men (YMSM). Among 3,492 YMSM ages 15-22 in the Young Men's

Survey Phase | between 1994-1998 in seven cities (541 in NYC), HIV

seroprevalence was highest in NYC (12.1% compared to 7.2% overall), and

was higher among blacks (18.4%), Latinos (8.8%), and men of mixed race

(16.7%), than among whites (3.1.%). A high prevalence (46%) of

unprotected anal sex during the preceding six months was also noted

among these young men. Annual HIV incidence among the cohort was

7.6% (compared to 2.6% overall). Among all seven cities, HIV incidence

was highest among blacks (4.0%) and persons of mixed race (5.4%), and

was similar between homosexual and bisexual men. Recent risk

behaviors associated with high HIV incidence were having >5 male sex

partners, having unprotected anal sex with men, or having injected drugs.

In the Young Men’s Survey Phase I, which enrolled men ages 23-29 in
six of the seven original cities, HIV seroprevalence was 17% in NYC
(compared to 13% overall), and was significantly higher among blacks
(33% NYC, 32% overall) and Hispanics (14% overall and NYC) than
whites (7% overall, 2% NYC). Among all six cities participating, overall
HIV incidence was 4.4%; 2.5% among whites, 3.5% among Hispanics,
and 14.7% among blacks.

In NYC:
* Among persons living with AIDS in 2000, 6,373 (19%) are MSM of color

* Among cumulative AIDS cases as of 2000, 18, 430 (15%) are among
MSM of color

* Among AIDS cases diagnosed in 1999, 564 (13%) were among MSM of color

While AIDS is the fifth leading cause of death overall, it is the third
leading cause of death among blacks and Puerto Rican men, and the
leading cause of death among all men ages 25-44. Though recently,
AIDS mortality has declined overall, among those with AIDS in NYC in
1998, blacks were nearly one and one-half times more likely than
Hispanics and more than twice as likely than whites to die from AIDS

Table 5 continued on next page
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Table 5 continved

Assessment of
Populations with
Special Needs

White (Anglo)
men who have
sex with men

White (Anglo) men who have sex with men

1. Estimated number of persons in this population (regardless of HIV status)
87,019-243,654

2. Estimated number of persons in this population living with AIDS
5,807 (excludes MSM/IDU)

3. Estimated number of persons in this population with HIV infection (including AIDS)
19,180

4. Estimated HIV prevalence rate for this population
8-22% (7,871-22,041:100,000)

5. Description of the population, including geographic distribution in the EMA,
income level, language barriers, and other characteristics

White/Anglo MSM comprise between 1-3% of the overall population, and
are thought to be geographically distributed within the EMA in patterns
that are similar both to whites and MSM generally. Using AIDS case rates
among MSM as a proxy measure, MSM are concentrated (above the 80th
percentile for NYC) in many areas of Manhattan (63% of zip codes), as well
as pockets in the Bronx (1 of 25 [4%] zip codes), Brooklyn (3 of 37 [8%) zip
codes), Queens (5 of 62 [8%] zip codes). Whites comprise a majority in
24% of Bronx, 49% of Brooklyn, 56% of Manhattan, and 58% of Queens.
Nationally, gay men earn less than their heterosexual counterparts (in one
national survey, 81% of gay men, compared to 65% of heterosexual men,
earned less than $25,000), though household income for male same-sex
couples is slightly higher than for heterosexual couples — the degree to
which these data may apply to the New York EMA is unknown.

See section above on men of color who have sex with men for data on a
1998 sexual health and history survey of 7,000 New York City men. In
addition, white men surveyed were more likely to use illegal drugs
during sex than non-white men (128:21). Men combining sex and drugs
were significantly more likely to have unprotected anal intercourse with
someone of unknown/different status (128:21). White men surveyed
were more likely to use drugs during sex than non-whites (128:19).
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