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Executive Summary

I

The Contra Costa 2008 HIV prevention planning process was conducted between January and June 2008 with
the goal of producing a blueprint for a comprehensive response to HIV/AIDS in our region for the period July 1, 2008
through June 30, 2013. The planning process was conducted by the Contra Costa HIV/AIDS Consortium, a
community planning body made up of HIV service providers, planners, consumers, and community members that has
responsibility for assessing needs, prioritizing interventions, and evaluating service outcomes in relation to HIV
prevention and care. The 2008 planning process was coordinated by the Contra Costa County AIDS Program,
a division of Contra Costa Health Services.
Using a comprehensive assessment of up-to-date epidemiological information and qualitative behavioral information,
the HIV/AIDS Consortium identified three central priority populations on which to focus the majority of its HIV
prevention efforts over the coming half decade. These consist of the following:
Priority Population # 1: AFRICAN AMERICANS
Priority Population # 2: MEN WHO HAVE SEX WITH MEN (MSM)
Priority Population # 3: INJECTION DRUG USERS AND PERSONS WHO SHARE NEEDLES / WORKS
The Consortium also identified three additional populations that face special risks and for which new prevention
responses will be considered over the life of the Plan. These are:
• Persons Living with HIV Infection, including Persons 50 Years of Age and Older
• Recently Incarcerated Individuals
• Transgender Persons
Using its own expertise and provided data, the Contra Costa HIV/AIDS Consortium identified three key goals for its
prevention activities between 2008 and 2013:
• GOAL # 1: To decrease new HIV infections among persons at risk for acquiring or transmitting HIV by delivering
targeted, sustained, and evidence-based HIV prevention interventions which work toward the CDC’s goal of
reducing the number of new HIV infections in the US by 5% each year.
• GOAL # 2: To increase knowledge of HIV serostatus, expand access to HIV care, and reduce the incidence of
late HIV testers by providing counseling, testing, and service linkage programs for persons at risk for acquiring
or transmitting HIV.
• GOAL #3: To continually improve the quality of HIV prevention efforts by monitoring and evaluating the
effectiveness of HIV prevention programs on an ongoing basis, and by utilizing collaborative relationships and
approaches to increase the value and impact of HIV prevention efforts.
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A listing of key activities was established for each of the above goals, outlining specific prevention interventions for
each goal category, ranging from enhancing HIV testing to conducting direct community-based individual and group
level interventions for prioritized populations. These activities are listed in Chapter 9 of this document.
Additionally, to provide an initial response to the Plan’s key target population of African Americans, Contra Costa
County developed a one-year African American HIV Prevention Action Plan covering the period July 1, 2008
through June 30, 2009. The overarching purpose of this one-year action plan is to increase the number of African
American men who are being tested for HIV and HCV, to link those who are HIV positive with medical case
management and medical care, and to link those who are HIV negative with risk reduction services. Three additional
goals were developed to guide key activities under the Plan, consisting of the following:
• GOAL # 1: To increase HIV and Hepatitis C Virus (HCV) testing for high-risk African American men, particularly
those who identify as gay and bisexual or who have sex with other men.
• GOAL # 2: To provide effective HIV prevention services for African American men, particularly those who
identify as gay and bisexual or who have sex with other men.
• GOAL # 3: To increase the capacity of Contra Costa Alcohol and Other Drug Services Division providers to
serve African American men (including those who do and do not identify as having sex with another man) who
may be at risk for or already living with HIV/AIDS.
As with the general action plan, specific action steps were also developed for each goal contained in the African
American Action Plan. These are also listed in Chapter 9 of this document.
Responsibility for tracking progress toward the Plan’s goals and objectives will lie jointly with the Contra Costa
Health Services / AIDS Program and the Contra Costa HIV/AIDS Consortium. The Contra Costa AIDS Program
will provide regular reports to both the HIV/AIDS Consortium and the Consortium’s Executive Committee on
progress being made toward project objectives. The Consortium and Executive Committee will address issues
arising from these reports and the Consortium as a whole will conduct an annual review of progress toward Plan
objectives, activities, and action steps, including reporting on specific barriers and accomplishments and preparing
and approving recommendations for Plan modifications and amendments.
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Welcome to the 2008-2013 Contra Costa County Comprehensive HIV Prevention Plan! Whether you are a
community service provider or planner, a person living with or affected by HIV/AIDS, or an interested reader,
we hope this document will be useful in helping inform and enhance your work and efforts in regard to HIV.
Developing a Comprehensive HIV Prevention Plan is a key community activity mandated by the US Centers for
Disease Control and strongly supported by the California State Office of AIDS. Periodic community-focused HIV
prevention planning allows local jurisdictions to assess current and emerging trends in HIV infection and AIDS case
rates, and to develop effective prevention efforts that respond to community needs. HIV prevention planning also
gives an opportunity for local providers, consumers, and planners to come together to discuss the current state
of HIV prevention efforts in their region, and to reassess and re-define prevention programs in light of existing
resources and new HIV risk trends. Additionally, prevention planning allows communities to assess how effective
their past prevention efforts have been, and to create new benchmarks and standards to ensure that prevention
programs are delivered in the most impactful and cost-effective manner possible.
The previous Contra Costa County Comprehensive HIV Plan was developed in 2005, and laid the groundwork for
local prevention efforts over the past three years. This year, the Contra Costa County HIV/AIDS Consortium made
the decision to develop a plan that would cover a five-year period, with conditions included to revisit the plan at
least every two years to ensure its continuing relevance and to make adjustments based on new information and
findings. The HIV Prevention Plan you are reading thus covers a period from approximately July 1, 2008 through
June 30, 2013. Ongoing modifications or addenda to this Plan may be produced and distributed at the discretion
of the Contra Costa HIV/AIDS Consortium over the coming five-year period.
In order to develop the current Comprehensive Plan, the Contra Costa Health Services/ AIDS Program contracted
with Robert Whirry, a Program Development Specialist with many years of experience in facilitating and writing HIV
prevention and service plans in both the San Francisco Bay Area and the State of California as a whole. Beginning
in November 2007, Mr. Whirry worked with staff of the AIDS Program to develop a preliminary strategy in regard
to the prevention planning process, and met with the Contra Costa HIV/AIDS Consortium’s Executive Committee
to discuss and refine this strategy in December 2007. The consultant then worked continuously with the HIV/AIDS
Consortium and AIDS Program staff over the first six months of 2008 to collect information related to the Plan and
to make collaborative decisions regarding Plan populations and priorities. Among the key milestones in this process
were the following:
• Presenting an overview of the prevention planning process to the Contra Costa HIV/AIDS Consortium at its
bi-annual retreat on January 14, 2008, including presenting a preliminary summary of existing HIV epidemiological
data and discussing key populations and issues throughout the county.
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• Facilitating a discussion and preliminary decision-making process related to priority populations for the 2008
HIV Prevention Plan at the HIV/AIDS Consortium meeting of February 11, 2008, including discussing additional
HIV epidemiological and behavioral data.
• Presenting and reaching group consensus on 2008 priority populations at the HIV/AIDS Consortium
meeting of March 10, 2008, including discussing potential prioritized HIV prevention interventions for
these populations.
• Revising and further developing a roster of potential prevention interventions and beginning to develop
Prevention Plan goals, objectives, and activities at the HIV/AIDS Consortium meeting of April 14, 2008.
• Presenting and receiving approval on a final version of the Plan’s broad objectives and activities at the
HIV/AIDS Consortium meeting of June 16, 2008.
A key component of the HIV prevention planning process involved the decision to conduct a small-scale survey
specifically focused on the HIV-related behaviors of men who have sex with men living (MSM) in Contra Costa
County. Over the past decade, while noticeable progress has been made in reducing rates of new HIV infection
among Contra Costa’s injection drug users, similar reductions in new HIV cases among MSM have not been as easy
to attain. Because of the lack of a strong and clearly identified MSM community in Contra Costa County, little is
known about the precise behaviors that put Contra Costa MSM at risk, and what specific approaches or interventions might be most effective in reducing new cases of HIV infection among this population. Accordingly, the Contra
Costa AIDS Program worked with the planning consultant to design a small-scale survey of at-risk MSM in Contra
Costa County, the results of which proved highly informative to the planning process and are summarized in detail in
Chapter VII of this plan below.
The 2008 HIV prevention planning process provided a critical opportunity for the Contra Costa HIV prevention
community to consider emerging trends and populations in the HIV epidemic and to plan interventions and strategies
designed to best respond to these needs using collaborative, partnership-based approaches. The process has laid
the groundwork for an ongoing dialogue on how best to allocate HIV prevention resources in our region - a dialogue
which will be continually revisited throughout the life of the present document, and will continually serve to enhance
its content and impact.
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Situated in the northeastern corner of the San Francisco
Bay Area, Contra Costa County is a 732.6 square mile area
bounded by the San Francisco and San Pablo Bays on the west,
the Sacramento River delta on the north, San Joaquin County
on the east, and Alameda County to the south. Although it
is the ninth smallest county in California in total land area
out of 58 counties, Contra Costa is the ninth largest county
in the state in terms of population size, with a 2006 population
estimated by the US Census Bureau at 1,024,319, a figure
that represents a population growth of 26% since 19901.
Contra Costa County is governed by a five-member Board
of Supervisors based at Martinez, the county seat, supported
by mayors and city councils representing the county’s
19 incorporated cities.
For demographic and planning purposes, Contra Costa County is generally divided into three
broad zones: West County, Central County, and East County. Each of these three areas is described
briefly below.
•W
 est County is the area near or on San Francisco and San Pablo Bays, and includes the cities
of Richmond, San Pablo, Hercules, El Cerrito, and Pinole (see Figure 1). Both ethnically and
economically, the region is the most diverse in the county. While experiencing a recent tract housing
boom, particularly in the Richmond and Hercules areas, there remains a severe lack of affordable
housing in the West County region. West County is also bisected by the Highway 80 drug corridor
running from Oakland to Richmond, a hub of drug trafficking, crime, and related health and social
problems.
• The Central County region is a valley traversed by Interstate 680 and Highway 24. The towns east
of the hills on or near Highway 24 and their surrounding areas – Lafayette, Moraga, and Orinda – are
collectively known as Lamorinda. The major central county cities along Interstate 680 are Martinez,
Concord, Pleasant Hill, Walnut Creek, Danville, San Ramon, and unincorporated Alamo. Because the
high quality of its public schools and its location as a San Francisco bedroom community, housing
prices in the region have skyrocketed over the past decade. The region has become a mix of older
suburbs, newer development, small lot developments, and extensive shopping areas.
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•E
 ast County encompasses the larger cities of
Antioch and Pittsburg and the smaller cities
of Brentwood and Oakley. The East County
region has the highest percentage of rural and
agricultural land, and consequently includes a
higher percentage of Latino residents. Recent
housing development in the region has sought
to expand the bedroom communities of Central County east into new so-called “edge cities” – a
progression that has faced challenges due to the lack of adequate roadway or rapid transit systems
in the region. The chart below summarizes the areas of the three major Contra Costa County regions2.
Figure 1. Chart of Contra Costa County Cities & Unincorporated Areas
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Although largely suburban in character, Contra
Costa County includes a high percentage of
rural and undeveloped areas, and fully 27.4% of
the county’s land area is farmland. Contra Costa
County is also marked by ethnic and cultural
diversity, and by extreme disparities in economic
and social conditions. Contra Costa County
is one of the most ethnically diverse counties
in California, with a population that is 9.5%
African American, 21.9% Hispanic, 13.9% Asian/
Pacific Islander, 52.3% white, and 2.4% Native
American, multiethnic, and other (see Figure
2). The county also includes large immigrant
communities, with 19% of the county’s 2000
Census population having been born outside the US, and with 26% of Contra Costa County residents speaking a
language other than English at home.
Unfortunately, many of the area’s ethnic minority residents live within several low-income pockets scattered
throughout the County. The impoverished city of Richmond in West Contra Costa County, for example, includes
a population that is 36% African American, 27% Hispanic, 12% Asian/Pacific Islander, and 21% white. By contrast,
the affluent nearby cities of Lafayette, Orinda, and Walnut Creek are all over 80% white. And while the median
household income in Contra Costa County stood at $65,459 as of 2006, just under 8% of the County’s population
lives in poverty, including 12% of all County young people under the age of 18. At the same time, while the median
household income for the Central County city of Concord stood at $60,359 with a 7.6% poverty rate in 1999
according to the US Census Bureau, the median household income for the West County city of Richmond stood at
$44,210 with a 16.2% poverty rate for the same time period.
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More than 25 years after the initial onset of the AIDS epidemic, the crisis of HIV/AIDS infection continues to
represent a serious health emergency for the Contra Costa County health and social service system, and has had
tragic consequences for persons living with and impacted by HIV and AIDS. As of December 31, 2007, a total of 2,730
cases of AIDS had been diagnosed in Contra Costa County, representing just under 2% of all AIDS cases diagnosed
in the State of California. A total of 1,685 persons had died from AIDS-related causes in the County as of the end
of 2007, representing 62% of total AIDS cases, meaning that 38% of all persons who had ever been diagnosed with
AIDS in Contra Costa County are still living with the disease.
The number of new AIDS cases diagnosed each calendar year in Contra Costa County has varied dramatically
based on the history of drug treatments for HIV disease. The county’s first AIDS cases were diagnosed in 1982, when
7 cases were diagnosed, and the number of new AIDS cases continued to escalate annually for the next decade,
reaching a high of 246 new cases in 1992. However, the appearance of continually improved HIV treatments brought
about a steady reduction in new AIDS cases, as persons with HIV continued to live for increasingly longer periods of
time without progressing to AIDS. Beginning in 1993, the number of new annual AIDS cases decreased from 228 new
cases that year, to 103 new cases in 1997, to only 17 new cases in 2006. Improved drug treatment also meant that the
number of persons living with AIDS (PLWA) continued to expand, from a total of 519 PLWA at the end of 1993, to 752
PLWA at the end of 2000, to over 1,000 persons living with AIDS in Contra Costa County by the end of 2006 (see
Figure 3 on following page).
As of December 31, 2007, a total of 1,045 persons were living with diagnosed AIDS in Contra Costa County.
Additionally, another 752 individuals living with HIV disease that had not progressed to AIDS had been reported
to the State of California names-based system as of the same date. This means that through 2007, a total of 1,797
persons were known to be living with HIV and/or AIDS, representing roughly 1 in every 570 Contra Costa County
residents.
The population of persons living with HIV and AIDS (PLWHA) in Contra Costa County represents a diverse group
that encompasses many of the most underserved and traditionally disenfranchised communities in our region. The
sections on the following pages describe some of the key characteristics and compositions of this population.

The State of California established a names-based HIV reporting system beginning in February 2007. The new law (Health and
Safety Code Section 121022) requires that health care providers and laboratories report cases of HIV infection by name to the local
health officer, and that local health officers report unduplicated HIV cases by name to the California Department of Health Office
of AIDS. The law will allow more HIV cases to be counted toward federal funding allocation to California through the Ryan White
Treatment Modernization Act of 2006. The law will also ensure that no cases of HIV are counted twice, and will facilitate tracking and
recordkeeping related to persons with HIV. The appearance of the new law, however, meant that County Health Departments had to
begin a process to locate and re-contact persons who had previously tested positive for HIV but who were not included in the new
names-based system. This process is still underway. The epidemiological report above is based on statistical data for the total of 752
HIV-positive individuals who had been entered into the new names-based system as of the end of 2007. Many more individuals are
believed to be living with HIV in Contra Costa County who have not been entered into the new names-based system. However,
inclusion of the 752 confirmed names-reported persons living with non-AIDS HIV gives us the most complete picture we currently have
of the current state of the HIV epidemic in Contra Costa County.
1
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A. Sources of HIV Transmission
The primary means through which HIV is currently transmitted are through unsafe sexual contact and through
sharing of needles and injection-related paraphernalia by persons who inject drugs. At least 72% of all persons living
with HIV and AIDS in Contra Costa County as of December 31, 2007 were infected through unsafe sexual contact,
including male-male and male-female transmission. Another 16% were infected through injection drug use, while less
than 1% were infected through either contaminated blood products or from inter-uterine transmission from mother
to infant. Additionally, 8% of PLWHA were infected through risk factors that have not yet been identified or have
not been adequately reported. This includes persons for whom risk was not identified by the reporting agency;
persons who do not wish to disclose their HIV risk behaviors; and persons who are not aware of how they could
have become infected with HIV, such as women unknowingly infected by HIV-positive male partners. Figure 4 below
summarizes sources of HIV transmission among all persons living with HIV and AIDS in Contra Costa County.

• HIV Infection Among Men Who Have Sex With Men
As in most of the western United States, the HIV epidemic in Contra Costa County is primarily an epidemic
of men who have sex with men (MSM). Fully 61% of all persons living with HIV/AIDS as of 12/31/07 – at least 1,095
individuals - were infected through male-male sexual contact, including MSM who also inject drugs. The vast majority
of this population – 70.9% (778 total persons) - was between the ages of 30 and 49 when first diagnosed with HIV
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infection. Another 5.1% (56 persons) were age 24 and under when first diagnosed; 10.1% (111 persons) were between
the ages of 25 and 29; and 13.9% (152 persons) were age 50 and older (see Figure 5).
In terms of ethnicity, whites account for 59.4% of all HIV -infected MSM living with HIV/AIDS in Contra Costa County
as of December 31, 2007 (652 persons). African Americans make up 18.8% of this population (207 persons); Latinos
make up 16.3% of this population (179 persons); and Asian / Pacific Islander groups comprise 3.6% of this population
(39 persons) (see Figure 6). African Americans are significantly over-represented among MSM PLWHA, making
up 18.9% of combined MSM PLWHA while constituting only 9.5% of the entire Contra Costa County population.
Whites are also over-represented, but to a less significant degree. Whites make up 59.4% of all MSM PLWHA, they
make up 52.3% of the overall county population (see Figure 7).
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• HIV Infection Among Injection Drug Users
Because of high rates of injection drug use in Contra Costa County, the region has historically had a higher
percentage of HIV-infected injection drug users (IDUs) than other areas of California. As of December 31, 2007,
16.2% of all persons living with HIV or AIDS in Contra Costa County had been infected through direct injection
drug use alone, not counting PLWHA infected through both injection drug use and male-male sexual contact.
By contrast, only 9% of PLWHA in the city of San Francisco, 8% of PLWHA in Los Angeles County, and 10% of
PLWHA in the State of California had been infected with HIV solely through injection drug use through 2007.
Adding the remaining 3.8% of Contra Costa County residents who were infected with HIV through both injection
drug use and male-male sexual contact results in a combined total of 20% of all Contra Costa PLWHA infected
through injection drug use, or one in every five persons living with HIV/AIDS in the region.
As with men who have sex with men, the vast majority
of PLWHA infected through injection drug use alone
(73.5%) were between the ages of 30 and 49 when first
diagnosed with HIV infection (227 persons). Another
3.6% (11 persons) were age 24 and under when first
diagnosed and 5.5% (17 persons) were between the
ages of 25 and 29. A relatively high 17.5% of persons
infected through injection drug use were age 50 and
older at time of diagnosis, versus 13.9% of persons
infected through male-male sexual contact and 11.7%
of persons infected through heterosexual contact
(see Figure 8).
In terms of ethnicity, African Americans are extremely
over-represented among those infected with HIV
through injection drug use alone, accounting for 56.6%
of all HIV -infected IDU cases while making up only
9.5% of the county’s total population (175 persons). This over-representation may reflect higher rates of injection
drug use among African American populations in Contra Costa County. By contrast, while Latinos make up 21.9%
of the county’s total population, they make up only 12.9% of PLWHA infected through injection drug use alone
(40 persons). Similarly, while whites comprise 52.3% of the county’s total population, they make up only 28.5% of all
IDU PLWHA (88 persons) (see Figures 9 & 11).
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A high percentage of persons living with HIV/AIDS
who were infected through injection drug use alone
are women. As of December 31, 2007, 41.4% of all
persons living with HIV/AIDS in Contra Costa County
who had been infected through injection drug use
alone were women (128 persons), versus 58.6% of men
(181 persons) (see Figure 10). While the percentage
of female IDU PLWHA drops to 34.8% when MSM /
IDU cases are added to the total, the percentage is
still startlingly high, and reflects the predominance of
HIV infection among men who have sex with men as
the primary vector of HIV transmission among Contra
Costa County males, as well as the fact that the
injection drug use epidemic in the county is a problem
among both women and men.
It is important to point out that the rate of new HIV
transmissions through injection drug use in the Contra
Costa County may be declining. While persons infected
with HIV through injection drug use alone make up
19.6% of all persons living with AIDS (205 persons)
they make up only 13.8% of the population of persons
living with HIV that has not yet progressed to AIDS
(104 persons). This suggests that a smaller proportion
of newer cases of HIV infection are occurring among
injection drug users, an outcome that may be related
in part to the County’s aggressive efforts to provide
clean needles to injection drug users and to encourage
injection drug users to undergo HIV testing.
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• HIV Infection Among Non-Injection Drug Using Heterosexuals
Persons infected with HIV through heterosexual contact – specifically, through sex involving a man and a woman
– made up 11.9% of all those living with HIV or AIDS in Contra Costa County as of December 31, 2007 (214 persons).
Because HIV is much more easily transmitted through
unprotected sex from a man to a woman, women
account for the vast majority of heterosexually-based
HIV cases in the county, making up 81.8% of all heterosexual HIV cases (175 persons) (see Figure 12). Men, by
contrast, make up 18.2% of all persons infected through
heterosexual contact in the county (39 total persons).
There are more women living with HIV/AIDS in Contra
Costa County infected through heterosexual rather
than injection drug use transmission (175 heterosexual
versus 128 IDU cases – see sections on gender below).
The population of PLWHA who were infected
through heterosexual contact is significantly younger
than either the county’s MSM or IDU population.
Persons between the ages of 18 and 29, for example,
make up 18.2% of all Contra Costa PLWHA infected
through heterosexual contact, but make up only 15.1%
of MSM cases and 9.1% of injection drug use cases.
Additionally, while persons 50 years and over at
diagnosis represent 14.1% of MSM cases and 17.5% of
IDU cases, they comprise only 11.7% of heterosexual
PLWHA, suggesting that new increases in the epidemic
stem in part from unprotected sex involving younger
heterosexual partners (see Figure 13).
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As with injection drug use cases, African Americans
are extremely over-represented among those infected
with HIV through heterosexual contact, accounting
for 50.9% of all heterosexual HIV cases (109 persons).
By contrast, Latinos make up 18.7% of PLWHA infected
through heterosexual contact (40 persons) and whites
comprise 27.6% of all heterosexually-infected PLWHA
(59 persons) (see Figures 14 & 15).
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• Additional and Unreported Risk Factors
Persons with HIV/AIDS in Contra Costa County have also become infected with HIV through two additional
transmission routes different from those described above, although their numbers are relatively small. As of
December 31, 2007 a total of 17 PLWHA had been infected through contaminated blood and blood products (0.9%
of PLWHA) while another 15 had been infected with HIV as a result of transmission from mother to infant while in
the womb (0.8% of PLWHA). Highly effective efforts over the past two decades to ensure the safety of the blood
supply and to prevent transmission of HIV from mother to child have virtually eliminated both of these categories as
common routes of HIV transmission in Contra Costa County.
However, a larger percentage of PLWHA have no reported transmission route, or were infected with HIV through
a route that testers and/or health care providers have not yet identified. As of December 31, 2007, a total of 146
persons living with HIV/AIDS had an unknown or unreported HIV risk factor, accounting for 8.1% of the county’s
total PLWHA population. This percentage is somewhat high in comparison to other regions of California. In the San
Francisco Ryan White Eligible Metropolitan Area, for example – encompassing San Francisco, San Mateo, and Marin
Counties – a total of 4.9% of PLWHA have an unknown or unreported risk factor, the vast majority of whom are
persons living with non-AIDS HIV. In Los Angeles County, the percentage of PLWHA with unreported risk factors
is even lower, at 1.8%. In Contra Costa County, 54.8% of persons with unreported risk factors are persons living
with HIV (80 persons) while 45.2% are persons living with AIDS (66 persons). Approximately two-thirds of these
individuals are men, while approximately one-third are women. Additionally, this population is approximately 40%
white, 35% African American, 17% Latino / Hispanic, 6% Asian / Pacific Islander, and 2% Native American and other.
Causes for unreported risk factors can include poor or inadequate reporting by HIV providers and testing entities
and a lack of disclosure by persons with HIV. Research has shown that in many cases women with HIV are not able
to identify a specific source of HIV infection because they are unaware of the risk behaviors of their male partners.
Other persons with HIV may be unwilling to disclose risk behaviors because of stigma or fear. Contra Costa County
is currently engaged in aggressive efforts to encourage better reporting of HIV transmission factors by providers,
including reassuring persons with HIV of the confidentiality of HIV transmission information.

Because of the small numbers of PLWHA in certain reporting categories, it is ony possible to provide an estimate of the precise number
of men and women PLWHA in this and in the following category.
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B. Ethnicity of Persons Living with HIV and AIDS
HIV and AIDS affect a diverse ethnic population in
Contra Costa County. While whites make up the
largest single group of persons living with HIV/AIDS
as of December 31, 2007 (869 persons, or 48.4% of
all PLWHA) the majority of PLWHA in Contra Costa
County are persons of color, including a population that
is 30.8% African American (554 persons); 16.0% Latino
/ Hispanic (287 persons); 3.1% Asian / Pacific Islander
(55 persons); and 1.8% Native American and other
(32 persons) (see Figure 16).
As suggested by the HIV transmission data above,
HIV and AIDS in Contra Costa County have a
highly disproportionate impact on African American
populations. Of the 1,797 total persons living with
HIV/AIDS in the county as of December 31, 2007,
30.8% are African American (554 persons), despite
the fact that African Americans make up only 9.5% of
the county’s total population. By contrast, other groups are under-represented in relation to their proportion in the
general population. While 52.3% of persons living in Contra Costa County as a whole are white, 48.4% of persons
living with HIV/AIDS at the end of 2007 were white (869 persons). And while 21.9% of all county residents are Latino
/ Hispanic, 16.0% of PLWHA are Latino / Hispanic. Percentages among Asian / Pacific Islander communities are even
lower, making up 13.9% of the county’s total population but only 3.1% of persons living with HIV/AIDS (see Figure 17).
Another way to emphasize the disproportionate impact on African American communities is by noting that
approximately 1 in every 176 African Americans in Contra Costa County was living with HIV/AIDS as of the end
of 2007. By contrast, 1 in every 617 white residents and 1 in every 872 Latino / Hispanic residents were living with
HIV/AIDS as of the same date.
The following sections provide comparisons of the HIV epidemic among different Contra Costa ethnic populations
in relation to transmission category and age. A subsequent section more broadly explores the impact of HIV/AIDS
in relation to gender, including an analysis of the impact of HIV on different ethnic populations of Contra Costa
County women.
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• HIV Transmission Factors Among Ethnic Populations
Wide contrasts exist in relation to HIV transmission factors among specific ethnic populations in Contra Costa
County. Among African Americans, for example, only 37.4% of persons living with HIV/AIDS as of December 31,
2007 were infected with HIV through male-male sexual contact, including MSM who inject drugs (207 persons).
By contrast, 62.4% of Latinos and 75.0% of whites living with HIV/AIDS were infected through male-male sexual
contact (179 and 652 persons, respectively). Conversely, while injection drug use alone is the primary transmission
category for 31.6% of all African American PLWHA (175 persons), it accounts for only 13.9% of Latino and 10.1% of
white PLWHA (40 and 88 persons). The charts on the following page profile HIV transmission categories among the
four most affected ethnic groups in Contra Costa County – African Americans, Asian / Pacific Islanders, Latinos /
Hispanics, and whites (see Figures 18 – 21). The chart on the following page compares the proportionate influence of
key HIV transmission categories on these four ethnic populations (see Figure 22).
The widely divergent HIV transmission profile among African Americans can be partly attributed to the higher
percentage of women affected by HIV/AIDS within African American communities versus other ethnic groups, which
reduces the percentage of MSM cases among this population (see Section on Gender of Persons Living with HIV
and AIDS below).
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• Age of Persons Living with HIV/AIDS By Ethnic Population
Among all Contra Costa ethnic groups heavily impacted by HIV, the majority of persons living with HIV/AIDS as
of December 31, 2007 – 56.9% (1,023 persons) - were currently between the ages of 30 and 49. Another 3.2%
of PLWHA were between the ages of 0 and 24 (58 persons) and 4.2% were between the ages of 25 and 29 (76
persons). Additionally, more than one-third of all Contra Costa County PLWHA (35.7% / 640 persons) were age
50 or above as of 12/31/07 (see Figure 23).
In terms of differences in age among specific
ethnic groups, Latino / Hispanic and Asian / Pacific
Islander PLWHA in Contra Costa County tend to
be significantly younger that their African American
and white counterparts. This reflects the more
recent impact of HIV on Contra Costa Latino and
Asian communities, as opposed to the longer-term
historical impacts the HIV epidemic has had on African
American and white populations. For example, PLWHA
between the ages of 30 and 39 made up only 13.4%
of African American PLWH (76 persons) and 13.5% of
white PLWHA (118 persons) as of December 31, 2007.
By contrast, 28.5% of Latino / Hispanic PLWHA (82
persons) and 27.3% of Asian / Pacific Islander PLWHA
(15 persons) were between the ages of 30 and 39. At
the same time, while persons age 50 and over made
up 38.0% of African American PLWH (216 persons)
and 39.8% of white PLWHA (347 persons) as of 12/31/07, they made up only 21.9% of Latino / Hispanic PLWHA (63
persons) and 20.0% of Asian / Pacific Islander PLWHA (11 persons). HIV continues to have a devastating impact on
younger African Americans, who comprise 63.6% of all PLWHA age 17 and younger (11 persons) as well as 44.7% of
all PLWHA between the ages of 18 and 24. By contrast, whites make up only 17.0% of PLWHA between the ages of
18 and 24.
The charts on the following page profile the age of persons living with HIV/AIDS among the four most affected ethnic
groups in Contra Costa County – African Americans, Asian / Pacific Islanders, Latinos / Hispanics, and whites (see
Figures 24 – 27). The chart on the following page compares the ages of these four distinct ethnic populations (see
Figure 28).
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Significant age differences among persons living with HIV versus persons living with AIDS attest to the continued
effectiveness of HIV medications, and the increasing number of years between an HIV and an AIDS diagnosis for
persons receiving drug treatment. For example, while 39.7% of all persons living with AIDS in Contra Costa County
(415 persons) were age 50 and above as of December 31, 2007, only 29.7% of persons living with HIV (225 persons)
were age 50 and above as of the same date. At the same time, while 11 young people age 17 and under were living
with HIV in the county as of 12/31/07, there were no young people 17 and under living with AIDS as of the same date.
Figures 29 and 30 below compare the age of persons living with AIDS and living with HIV as of 12/31/07.

Significant age differences also exist in relation to the primary transmission routes through which persons were
infected with HIV. These differences reflect the fact that a high percentage of MSM and IDU cases were diagnosed
earlier in the epidemic, as well as the growing impact of HIV among non-injection drug using heterosexual women.
For example, while 49.7% of all PLWHA infected through injection drug use alone (144 persons) and 35.4% of all
persons infected through MSM contact alone (364 persons) were age 50 and above as of December 31, 2007, only
28.3% of all PLWHA infected through heterosexual contact (67 persons) were age 50 and above as of the same
date. The chart on the following page compares the age of PLWHA for five different HIV transmission categories
(see Figure 31). High rates of unreported transmission source for persons age 29 and younger may indicate need for a
systemic improvement in relation to reporting among this age group.
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C. HIV/AIDS Among Women
As of December 31, 2007, 80.3% of all persons living with
HIV and AIDS in Contra Costa County were male (1,443
persons), while 19.7% were female (354 persons) (see Figure 32).
This represents an unusually high percentage of women living
with HIV/AIDS compared to other regions of the western
United States. The two-county Ryan White region that includes
Contra Costa and Alameda counties, for example, has by far
the highest percentage of women living with HIV and AIDS of
any western US region as of December 31, 2005 – the latest
date for which full statistics are available (see Figure 33).
Because of the large impact of HIV on white MSM, a much
higher percentage of women living with HIV/AIDS are
persons of color than men. Fully 73.5% of all women living
with HIV/AIDS in Contra Costa County as of December 31,
2007 were persons of color (260 persons), versus only 46.3%
of male PLWHA (668 persons) (see Figures 34 and 35). By far
the most highly impacted ethnic group among women living
with HIV/AIDS are African American women, who make up
over half – 54.8% - of all female PLWHA in Contra Costa
County (194 persons), while constituting an estimated 9.5% of
the county’s total female population. By contrast, whites make
up an estimated 26.6% and Latinas an estimated 14.1% of all
women PLWHA in the county (see Figure 36).
Women living with HIV/AIDS in Contra Costa County also tend
to be somewhat younger than male PLWHA. While persons
25-29 make up 3.8% of all men living with HIV/AIDS in the
county as of 12/31/07 (55 persons), they make up 5.9% of all
women PLWHA (21 persons). Conversely, while 36.53% of all
male PLWHA were age 50 or older as of the end of 2007 (527
persons), 31.9% of women PLWHA were 50 or older as of the
same date (113 persons) (see Figures 37 and 38).
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D. Geographic Distribution of Persons Living with HIV and AIDS
There are significant differences in the way in which
persons living with HIV and AIDS are distributed across
Contra Costa County. These differences reflect the ethnic
composition and socioeconomic characteristics of specific
county regions and cities.
In regard to the county’s three traditional areas, for example
– West County, Central County, and East County – there are
significant differences in the concentration and characteristics
of PLWHA from region to region. Of the 1,797 persons known
to be living with HIV and AIDS in Contra Costa County as
of December 31, 2007, 36.1% (648 persons) lived in West
County, which includes the cities of Richmond and San Pablo;
40.1% (417 persons) lived in Central County, including the
cities of Concord, Walnut Creek, San Ramon, and Martinez;
and 23.2% (417 persons) lived in East County, including the
cities of Antioch and Pittsburg (see Figure 39). However,
because of differences in population and a higher impact of HIV on West County African American populations, the
concentration of persons living with HIV/AIDS is actually significantly higher in West County as compared to Central
and East County. While the per capita rate of persons living with HIV/AIDS is 170.7 per 100,000 in Central County
and 174.6 in East County, it is 313.9 in West County – a rate more than 80% higher than in Central or East County
(see Figure 40).
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Differences in the per capita impact of HIV/AIDS for the three Contra Costa County regions are mirrored by
contrasts in the ethnic composition of PLWHA populations in these areas. For example, while African Americans
make up 51.1% of all persons living with HIV/AIDS in West County (331 persons) they make up only 10.3% of all
PLWHA in Central County (75 persons) and 36.9% of PLWHA in East County (154 persons). Conversely, while
Latinos make up only 13.1% of all persons living with HIV/AIDS in West County (85 persons), they make up 15.5% of
PLWHA in Central County (113 persons) and 21.8% of PLWHA in East County (91 persons). And while whites make
up roughly one-third of PLWHA in West and East County - 32.9% of PLWHA in West County (213 persons) and
36.9% of PLWHA in East County (154 persons) – they comprise 69.9% of all persons living with HIV/AIDS in Central
County (508 persons) (see Figure 41).
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Because of the epidemic’s significant impact on African American and Latino communities in West and East County,
along with the large number of MSM-infected individuals in Central County, a significantly higher percentage of
women are living with HIV/AIDS in these regions as compared to Central County. While only 11.8% of all PLWHA in
Central County are women (86 persons), fully 23.8% of PLWHA in West County (154 persons) and 27.1% of PLWHA
in East County (113 persons) are women (see Figure 42). The larger proportion of women living with HIV/AIDS in East
County is largely due to increases in new cases of HIV among Hispanic women in this region.

There are also significant differences among the three regions in terms of the specific transmission routes through
which persons were infected with HIV and AIDS. In Central County, persons infected through MSM behavior
– including MSM who inject drugs – made up 71.7% of all PLWHA as of December 31, 2007. By contrast, combined
MSM populations made up 54.0% and 53.2% of PLWHA in West and East Counties, respectively. Conversely,
persons infected with HIV solely through injection drug use make up 21.5% of PLWHA in West County and 18.2% of
PLWHA in East County, but only 10.3% of PLWHA in Central County. Again reflecting the higher impact of HIV on
women in West and East County, heterosexual HIV/AIDS cases account for 15.9% of PLWHA in West County and
15.6% of PLWHA in East County, but only 8.8% of all PLWHA in Central County (see Figure 43).
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Regional differences in the HIV/AIDS epidemic in Contra Costa County are reflected in the impact the epidemic
has had on specific cities within the county. Figure 44 lists persons living with HIV/AIDS by city, in descending order
based on the case rate per 100,000. As the table indicates, the city of Richmond, located in West County, has been
hardest hit by the HIV epidemic, with both the largest number of persons living with HIV/AIDS (350) and the highest
PLWHA case rate per 100,000 (352.8) of any Contra Costa city. San Pablo – also located in West County – is the
second hardest hit city in terms of PLWHA case rate, at 337.6 per 100,000. The city of Concord has the second
highest number of PLWHA (248) followed by Walnut Creek with 161 PLWHA. Both are Central County cities with
high MSM HIV/AIDS case rates.
In order to explore the differences among specific
Contra Costa cities more closely, the County’s
Epidemiological Section conducted a detailed analysis
of the characteristics of persons living with HIV/AIDS
in four hard-hit cities that represent different aspects
of the epidemic: Richmond and San Pablo in West
County; Walnut Creek in Central County; and Pittsburg
in East County. As the charts on the following page
demonstrate, there are dramatic differences between
the PLWHA populations in these areas (see Figure
45). In the city of Richmond, for example, 64.9% of all
PLWHA are African American, versus only 8.0% in
Walnut Creek. Conversely, while 75.8% of all PLWHA in
Walnut Creek were infected through male-male sexual
contact, only 41.4% of PLWHA in Richmond are MSM
cases. And while 30.4% of all PLWHA in the city of
Pittsburg are women, only 9.3% of PLWHA in Walnut
Creek are women.
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Figure 47. Comparison of HIV/AIDS Data in Four Contra Costa Cities

45

A Profile of the Contra Costa County HIV/AIDS Epidemic

iV

The map on the following page documents the prevalence of persons living with HIV/AIDS in Contra Costa County
by specific city, based on persons living with HIV/AIDS per 100,000 population as of December 31, 2007. Areas in
orange and red have significantly higher concentrations of PLWHA than green areas.
Significant regional differences also exist in regard to both gender and primary transmission category of persons
living with HIV and AIDS. Figure 48, for example, compares the case rate of women living with HIV and AIDS in
the three Contra Costa County regions, for cities which contained at least five women living with HIV/AIDS as of
December 31, 2007. The cities of Richmond (196.1 cases per 100,000), San Pablo (169.0 per 100,000) and Pittsburg
(166.2 per 100,000) are by far the hardest hit cities in Contra Costa County in terms of per capita PLWHA among
women. However, the cities of Concord and Antioch also contain large numbers of women living with HIV/AIDS
(42 and 41 cases, respectively) versus only 26 women PLWHA in the city of San Pablo. The map on the subsequent
page shows the per capita incidence of women living with HIV/AIDS throughout the county, also for cities that have
five or more women living with HIV/AIDS.
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Persons living with HIV/AIDS who were infected through male-male sexual contact are also widely dispersed in
Contra Costa County. Figure 49 below compares the case rate of men infected with HIV through MSM contact in
the three Contra Costa County regions, for cities that contained at least five MSM PLWHA as of December 31, 2007.
The county’s highest concentration of MSM cases are in the cities of Walnut Creek (186.1 per 100,000), Martinez
(180.4 per 100,000), and San Pablo (160.2 per 100,000). However, the cities of Richmond (156 persons) and Concord
(153 persons) contain the largest number of PLWHA infected through MSM contact. The map on the following page
shows the number of MSM PLWHA throughout the county in cities that have five or more PLWHA MSM cases.
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E. Persons 50 Years and Older Living with HIV
As in many other parts of the nation, an increasing percentage of persons living with HIV and AIDS in Contra
Costa County are age 50 and older. As of December 31, 2007, fully 35.6% - or over one-third of the county’s PLWHA
population – were age 50 or above, translating to a total of at least 640 men and women living with HIV/AIDS. This
population is relatively balanced between men and women, with persons 50 and over making up 36.5% of the male
PLWHA population (527 persons) and 31.9% of the female PLWHA population (113 persons). However, the population
of PLWHA age 50 and older also reflects the early impact of the HIV epidemic on African American, Asian, and
white populations, with a higher proportion of PLWHA age 50 and older being white, Asian, and African American,
and a higher proportion of PLWHA under age 50 being Latino or Hispanic (see Figures 50 and 51).

The population of PLWHA age 50 and older also reflects the early impact of the HIV epidemic on injection drug
user populations, with a significantly higher proportion of IDU-infected persons among PLWHA 50 and older (22.5%,
or 144 persons) than among PLWHA under age 50 (12.6%, or 146 persons). Figure 52 compares the primary HIV
transmission categories among PLWHA age 50 and over with PLWHA below age 50.
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Because PLWHA populations age 50 and older are a relatively new development in the HIV epidemic, there is
much we do not know about the risk behaviors affecting these populations. Further study is needed to identify how
many older PLWHA in Contra Costa County were infected with HIV after reaching age 50, and what strategies may
be effective in preventing HIV transmission among these populations. In terms of implications for care, because
HIV medications are relatively new, we do not know what the long-term effects of HIV drug treatment therapy will
be on older persons with HIV, and we do not know how geriatric health issues may interact with or complicate
HIV treatment and care. HIV care systems will be faced with the challenge of devising new strategies for providing
integrated HIV and geriatric care over the coming decades, and for meeting the long-term needs of clients with
increasingly complex support needs.
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F. Late HIV Testers in Contra Costa County: Opportunities Lost
Since 2000, Contra Costa County has faced a growing problem in regard to the number of individuals who are
diagnosed with AIDS at the same time they learn they are HIV-positive. If left untreated, HIV can take an average
minimum of two years before it progresses into full-blown AIDS. Persons we call “late testers” - those who learn of
their HIV serostatus at the time they receive an AIDS diagnosis - are persons who have not discovered their HIV
status early enough to obtain drug treatment and to potentially delay or prevent HIV from progressing to AIDS.
These individuals may have been living with HIV for many years without being aware of their serostatus, and without
seeking treatment to forestall progression to AIDS. The consequences of late testing can be tragic on an individual
level, leading in some cases to a dramatic reduction in length of life due to higher mortality rates among persons
with AIDS. At the same time, high numbers of late testers translate to significantly increased costs to the healthcare
system due to the higher expense involved in treating persons with AIDS.
In some cases, late testers may be individuals who have suspected they could be HIV-positive but have avoided
seeking testing because of personal denial, a mistrust of the healthcare system, or a fear of having their personal HIV
risk behaviors exposed. In other cases, persons who suspect they are HIV-positive may not seek testing because
they do not know where to obtain it, or because they do not understand what is involved in HIV testing; persons
who lack access to regular or preventive healthcare may be especially vulnerable to a lack of information regarding
the importance of HIV testing. Still other individuals may be completely unaware of their personal level of risk for
HIV, and thus do not seek testing on their own. A primary example involves women who do not know that their male
partners are injecting drugs and/or engaging in risky sexual behavior with other men.
Over the last eight years - from January 1, 2000 through December 31, 2007 - a total of 323 people in Contra
Costa County were diagnosed with AIDS at the same time they learned of their HIV diagnosis (see Figure 53).
Very likely, these persons have lived for a half decade or more with undiagnosed and untreated HIV infection,
which means that important opportunities to prevent and/or delay an AIDS diagnosis have been lost. Since 2000,
late testers in Contra Costa County have in fact represented over 50% of the newly diagnosed cases of AIDS
in the region. A growing reduction in the number of late testers starting in 2005 may be an indication that more
HIV-infected persons are seeking or being offered HIV testing before they receive an AIDS diagnosis. While this is
encouraging, there are still far too many persons who miss the opportunity to benefit from early HIV testing.
Between 2000 and 2007, the majority of “late testers” were men who have sex with men, who make up 59% of this
total population. Most late-testing MSM were white (50%), Latino (24%), or African American (24%). Seventy-four
percent (74%) of these late testing MSM were between 30 and 50 years of age.
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Endnotes
These and other population and demographic statistics in this section drawn from US Census Bureau, State and County QuickFacts,
Contra Costa County, Californnia, Revised January 2, 2008, Washington, DC, http://quickfacts.census.gov/qfd/states/06/06013.html
2
Source: California Department of Finance, Economic Research Division, Contra Costa County Economic Profile, Sacramento, CA,
Revised May 2007, www.dof.ca.gov
3
These and other Contra Costa County HIV/AIDS statistics based on reports prepared for this Plan by the Epidemiology, Surveillance,
and Health Data Unit of the Contra Costa Public Health Communicable Disease Program, January - February 2008.
1
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Overview of Service Programs and Providers
A wide range of strategies and programs are in place in Contra Costa County to prevent new cases of HIV
infection among men and women living in the county, and to identify and link to care individuals who are already
infected with HIV. These programs can be divided into two broad categories: a) HIV prevention services operated
or coordinated by public agencies; and b) HIV prevention programs operated and conducted by private and
non-profit agencies.
The vast majority of public HIV prevention programs in Contra Costa County are planned and administered
through the Contra Costa Health Services AIDS Program – a unit that has worked to prioritize, develop, and
coordinate HIV prevention programs while collaboratively distributing HIV prevention resources for nearly three
decades. The mission of the AIDS Program is to prevent HIV/AIDS and reduce the impact of the disease by
coordinating countywide HIV/AIDS education, prevention, HIV testing, and care services. The AIDS Program’s efforts
incorporate close working partnerships with a broad range of public and private programs that together help ensure
that as many high-risk populations as possible are reached through local prevention activities. These collaborations
draw additional HIV prevention resources to the county through funding secured by community-based agency
partners, including funds through the US Substance Abuse and Mental Health Services Administration (SAMHSA)
and the US Health Resources Services Administration (HRSA).
The majority of public funding to support HIV prevention activities in Contra Costa comes from the California State
Office of AIDS, a branch of the California Department of Public Health. Based in Sacramento, the State Office of
AIDS distributes funds to counties that it receives from the US Centers for Disease Control and Prevention (CDC)
and State General Funds. As with Ryan White HIV care funds, the CDC mandates a process through which local
community planning bodies take responsibility for assessing local HIV prevention needs; prioritizing HIV prevention populations; determining appropriate prevention strategies; and allocating resources to meet local needs. The
Contra Costa HIV/AIDS Consortium – a group of approximately 15 members that includes community leaders,
private and public HIV service agency representatives, and consumers – fills this role on behalf of Contra Costa County.
The Consortium meets on a monthly basis to discuss emerging issues in local HIV prevention; to review the progress of existing prevention initiatives; and to make decisions regarding care services. The Consortium also maintains
committees and working groups to help further its work, including an Executive Committee which helps steer and
coordinate the work of the Consortium and a Case Management Working Group specifically focused on medical
case management services which work to integrate partner counseling and referral services (PCRS) and other HIV
risk-reduction activities into existing care-specific case management programs.
In addition to the HIV/AIDS Consortium and its sub-groups, the Contra Costa County Board of Supervisors has
spearheaded two additional AIDS Task Forces designed to keep the Board informed of needs, trends, and issues
in regard to HIV prevention. These groups include a West County AIDS Task Force and an East County AIDS Task
Force, both of which meet as needed to address community HIV-related issues. At the same time, private Contra
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Costa HIV providers are able to share information through the Contra Costa HIV Interagency Network, a forum
comprised of local HIV/AIDS prevention and service agencies. Through monthly Network meetings, participants
share information on programs and services; discuss emerging needs and service gaps; and develop collaborative
responses to the epidemic that maximize resource-sharing while ensuring the greatest possible efficiency and ease
of access for clients.
HIV counseling and testing services are a key HIV prevention tool which have the added benefit of promoting
health by linking HIV positive clients to care as rapidly as possible. Through the experience of HIV counseling and
testing, individuals at risk for HIV frequently confront their own HIV risk behaviors, and make pro-active decisions
regarding future health choices. HIV counseling and testing services are widely available throughout Contra Costa
County through both public health testing and community testing venues. Public HIV testing is available through
the Contra Costa AIDS Program at a wide range of venues, many of which offer OraQuick testing – a rapid and
highly reliable testing tool that provides clients with a negative or preliminary positive result in 20 minutes. Clients
are only required to return for a separate visit to receive confirmatory HIV test results for a preliminary positive
test. The Contra Costa County Sexually Transmitted Disease Clinic (STD Clinic) also offers confidential testing for
HIV and other sexually transmitted diseases. Meanwhile, community HIV testing is also available through community-based organizations such as Planned Parenthood Shasta-Diablo and through any local healthcare provider.
Recent policy recommendations by the US Centers for Disease Control and Prevention are expected to expand the
widespread availability of standardized HIV testing in locations such as hospital emergency rooms, clinics, and health
centers, in turn broadening the number of individuals who are aware of both their HIV status and their susceptibility
to viral transmission.
The Contra Costa AIDS Program utilizes public funding to support a range of HIV prevention approaches both
directly and through subcontracts with area providers and service agencies. Specific HIV prevention strategies and
approaches currently supported by the AIDS Program include the following:
• Targeted Prevention, consisting of brief interventions designed to initiate dialog with individuals regarding
knowledge of their HIV statuses, and to determine their needs around HIV risk reduction and prevention.
• Individual Level Interventions that help people who do not have HIV make a plan to reduce their risks for
HIV infection. These services are designed to provide comprehensive interventions to meet specific HIV risk
reduction needs.
• Support Groups, consisting of ongoing (multi-session) group interventions designed for people in group
settings to connect with each other, mutually support one another to explore their risks for HIV, and develop
skills in risk reduction or prevention.
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• Workshops consisting of one-time or a series of group interventions designed to help people increase their
knowledge and/or develop skills in HIV prevention, risk reduction, HIV testing, and other relevant topics.
• Prevention with Positives (PWP) activities that use comprehensive risk counseling and services (CRCS) and
other interventions to help people with HIV develop personal risk reduction plans designed both to maintain
client health while preventing transmission of HIV to others. PWP activities are funded both through direct
state funding via the CDC and through federal Ryan White dollars which mandate the incorporation of
prevention with positives interventions into care services such as medical case management, mental health,
and substance abuse treatment.
• Partner Counseling and Referral Services (PCRS) which supports HIV positive individuals in notifying their partners
of potential exposure to HIV either directly or anonymously, and encouraging these partners to seek HIV testing;
• Referral to Support Services, geared to helping people address personal needs that are directly related to
HIV risk, such as substance use, sexually transmitted infections, partner counseling and referral services, mental
health issues, partner violence, and LGBTQ issues.
• Referral and Linkage to Care Services (services for those with HIV/AIDS) that increase access to medical
care of those living with HIV/AIDS and who may not be in care for their HIV disease, including aggressive
support to ensure that persons with HIV are directly linked to health, medical, and psychosocial service programs.
At the present time, a total of four community providers directly contract with the Contra Costa County AIDS
Program to provide subcontracted HIV prevention services. These include the following:
• African American Health Conductor Program: Through this intervention targeted to East Contra Costa
County, peer health educators - called Health Conductors - provide targeted HIV prevention outreach to the
high-risk African American population and encourage individuals to undergo voluntary testing for HIV infection.
Health Conductors work with a variety of programs, agencies, and client health issues to serve as a link
between the community and the healthcare system as a whole.
• Familias Unidas: Familias Unidas oversees a wide spectrum of bilingual / bicultural health and social services
programs, primarily directed toward the Contra Costa Latino / Hispanic community. Founded in 1979 by a
coalition of educators, civic leaders, mental health professionals, and residents, Familias Unidas functions as a
pro-active organization dedicated to delivering quality counseling, advocacy, and information services in a
culturally relevant and linguistically appropriate manner. Specific HIV prevention services at Familias Unidas
incorporate direct prevention interventions for men who have sex with men as well as additional care services
for people living with HIV/AIDS.
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• Neighborhood House of North Richmond: Neighborhood House of North Richmond provides essential
community-based programs in two separate locations within the city of Richmond, with programs ranging from
policy advocacy, to transportation, to violence prevention, to a residential substance abuse treatment facility.
Neighborhood House provides HIV/AIDS education and grassroots, neighborhood-based outreach to a
population of largely African American substance users in West Contra Costa County, along with educational
presentations and one-on-one prevention counseling sessions.
• Rainbow Community Center of Contra Costa County (RCC): Rainbow Community Center was founded in
1992 as a satellite office of the Pacific Center in Berkeley, California and became its own non-profit agency in
1996. RCC is the only organization in Contra Costa County whose sole focus is to meet the needs of the
region’s lesbian, gay, bisexual, transgender, and queer (LGBTQ) community. RCC has relied on volunteers
throughout most of its history and has now hired staff to provide direct HIV prevention and care services.
RCC is implementing the CDC’s Social Network Recruitment Strategy for HIV counseling and testing,
and partners closely with Contra Costa AIDS Program’s HIV testing program. RCC also provides support
groups and risk-reduction services for HIV positive men.
Independent of County funding, the Center for Human Development also provides critical HIV prevention support
in Contra Costa County. The Center is a community-based agency offering a spectrum of services for at-risk youth,
individuals, families, and communities in the San Francisco Bay Area, with offices in Pleasant Hill, Antioch, North
Richmond, and San Francisco. The Center has provided wellness programs since 1972, all of which are aimed at
empowering people and promoting positive growth. The Center’s Empowerment Program provides education,
social support, and leadership opportunities for lesbian, gay, bisexual, transgender, and questioning youth age 22
and under. Through the program, LGBTQ young people and their straight allies design, plan, and carry out HIV
prevention outreach, social activities, and workshops for their peers. Other HIV-related programs of the Center
focus on alcohol, tobacco, and other drug prevention; conflict resolution; youth development; community organizing;
and parenting. At the same time, Planned Parenthood Shasta-Diablo provides HIV group education services
targeting youth, with a special focus on highest risk youth, including young people engaged in sex work.
Syringe exchange is a critical HIV prevention intervention that reduces the risk of transmitting HIV among persons
who use and/or share needles. While aimed primarily at injection drug users – including a growing population of
persons who inject methamphetamines - syringe exchange programs also target transgender individuals, who often
use needles to inject hormones or silicone. Through funding authorized by the Board of Supervisors, Contra Costa
has operated an aggressive needle exchange program since 1999 through a subcontract with Community Health
Empowerment / Exchange Works. The program provides up to 35,000 needles monthly to intravenous drug users
based largely in the cities of Richmond, North Richmond, Pittsburg, and Bay Point. Recent California legislation has
helped expand the scope of local syringe exchange by permitting individuals to directly purchase clean needles
without a prescription at authorized pharmacies, creating an additional conduit for clean needles. Most local syringe
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exchange programs in California are continually strapped for funding, however, and must cobble together local
resources to keep their programs alive. While federal funding would be of significant help in maintaining and expanding
needle exchange programs, the federal government continues to withhold funding for needle exchange despite
these programs’ clear record of success, fearing that such programs could encourage injection drug use.
Several additional community-based agencies provide HIV prevention-related services in Contra Costa County.
These include Contra Costa Homeless Services, a program to link homeless clients with ongoing HIV prevention
interventions; New Connections, a substance abuse treatment agency that incorporates HIV prevention interventions
into its medical case management and recovery coordination programs, including its SAMHSA-funded Growing
Great Families project for HIV and Hepatitis C prevention in West County; Rubicon Programs based in Richmond,
providing access to high-quality free legal services to high-risk individuals; and ANKA Behavioral Healthcare Inc.’s
homeless project based in Concord, providing outreach into homeless encampments to link clients with testing or
services if they are already HIV positive.

Meeting Population Needs: The Spectrum of HIV Prevention
The Spectrum of Prevention is a broad framework used in Contra Costa County that includes seven broad strategies
designed to address complex, significant public health problems, including the problem of HIV infection. These
strategies take into account the multiple determinants of community health and can be used to develop a
comprehensive approach to a variety of public health issues. While many of these individual strategies are familiar
to public health practitioners, when considered as elements of a single, unified approach they offer an effective,
integrated framework for planning public health interventions and coordinating the activities of multiple programs or
agencies. The Spectrum of Prevention is not a new approach to public health. Instead, it is a framework that reminds
us that difficult public health problems require a broad range of efforts. The Spectrum is designed to serve as a
guideline, and not all of the strategies will be appropriate for every issue. However, the Spectrum provides a
reminder that complex problems often require a range of approaches. The table below lists the specific strategies,
or bands, of the Spectrum of Prevention Model (see Figure 1).
Figure 1. Strategies Within the Spectrum of Prevention
Influencing Policy and Legislation
Mobilizing Neighborhoods and Communities
Changing Organizational Practices
Fostering Coalitions and Networks
Educating Providers
Providing Community Education
Strengthening Individual Knowledge and Skills
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Within Contra Costa Health Services, and the Contra Costa AIDS Program itself, the Spectrum of Prevention has
proven to be useful:
• In planning programs to address traditional public health issues such as communicable diseases and
infant mortality;
• In addressing emerging public health problems;
• As a structure to consider a range of efforts to approach a single issue;
• As a tool for improving coordination and collaboration among different agencies and among programs within
large institutions;
• To help coordinate the efforts of different groups working on the same issue by providing a framework and
common language to help people from diverse backgrounds come together, share information, highlight gaps
in service, and develop joint plans to achieve public health outcomes; and
• To help facilitate partnerships with community groups by illustrating that short-term, seemingly free-standing
activities are connected and part of a broader context
Since the Spectrum of Prevention is a flexible model, organizations working in the field of public health are able to
adapt the model based on their own experiences, successes, and failures. The following are brief definitions of the
components of the Spectrum of Prevention strategy:
• Influencing Policy and Legislation: Legislation and other policy initiatives have proven to be among the most
effective strategies for achieving broad public health goals. Both formal and informal policies have the ability to
affect large numbers of people by improving the environments in which they live and work, encouraging people
to lead healthy lifestyles, and providing for consumer protections.
• Mobilizing Neighborhoods and Communities: In the arena of public health, community mobilization is a
relatively young concept. Traditionally, public health activities have been performed using a medical model,
with the provider-expert at the center, delivering services to individuals. Addressing today’s public health
problems, however, requires a community as well as a medical approach. It is not effective for a public health
professional to merely enter low-income neighborhoods and to lecture residents on the benefits of stopping
smoking or eating five-a-day servings of vegetables to reduce their risk of cancer or heart disease. These
messages fail to capture the interest of communities that are confronting more urgent concerns of violence,
drug use, unemployment, and the struggle to keep families together. Instead, health departments must be
willing to meet with communities and share the agenda, prioritizing community concerns as well as health
department goals.
• Changing Organizational Practices: Changing organizational practices involves modifying the internal policies
and practices of agencies and institutions. This can result in improved health and safety for staff of the
organization, better services for clients, and a healthier community environment. Advocating for organizational
change at agencies such as law enforcement, schools, and health departments can result in a broad impact on
community health.
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• Fostering Coalitions and Networks: Coalitions and networks composed of community organizations, policy
makers, businesses, health providers and community residents working together can be powerful advocates for
legislation and organizational change. Coalitions and networks also provide an opportunity for joint planning,
system-wide problem solving, and collaborative policy development to ensure that the voices of all community
sectors are represented in public health prevention programs.
• Educating Providers: This strategy reaches an influential group of individuals “in and out of the health field”
who have daily contact with large numbers of people at high risk for injury and disease. By educating providers
to identify and intervene in public health issues, professionals, paraprofessionals and community activists
working with the public can become front-line advocates for public health. Providers can encourage
adoption of healthy behaviors, screen for health risks, contribute to community education, and advocate for
policies and legislation.
• Promoting Community Education: The goals of community education are to reach the greatest number of
individuals possible with health education messages, as well as to build a critical mass of people who will
become involved in improving community health. Media advocacy, defined as “the use of mass media to shape
the public’s understanding of health issues” is an important part of community education campaigns.
• Strengthening Individual Knowledge and Skills: This band of the Spectrum represents a classic approach of
public health. Public health nurses, health educators, and trained community members work directly with
clients in the home, community settings, or in clinics, providing health information to promote child and
family health. Some also work with seniors to maintain well-being and independence. Another part of
strengthening individual knowledge and skills involves building the capacity of community members to use
new approaches and educate other individuals in their communities. Some health educators work with both
youth and adults to build their capacity in areas such as media advocacy, community mobilizing, and working
with policy makers to make positive changes in the health of their communities. Residents are encouraged to
become more active advocates for community health concerns, get involved in local policy issues, or press for
organizational change.
The Spectrum of Prevention model was utilized by the Contra Costa HIV/AIDS Consortium in its decision-making
process, and its holistic principles and approaches are embedded in the county’s five-year action plan described
later in this document.
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As our knowledge and understanding of HIV prevention has grown over the past three decades, the process of
designing effective HIV prevention interventions has in turn become more complex. In the early years of the HIV
epidemic, prevention interventions were able to focus mainly on public education and information to get the word
out about how to prevent HIV. Over time, however, HIV prevention efforts have come to be more closely targeted
to specific populations and risk groups, each of which faces its own barriers to adopting and maintaining safer
behaviors, and each of which has a distinct set of cultural and socioeconomic conditions and beliefs that prevention
interventions must address. HIV prevention design has become an intricate equation that requires an understanding
of behavioral change theory, effective existing HIV prevention strategies, and the specific needs and conditions of
distinct target populations.
The current push toward the expanded use of demonstrated prevention interventions is being driven in part by
the limited resources available to fight the transmission of HIV. In an ideal world, HIV prevention messages, support
programs, and testing would be ubiquitous, and their distribution would not be limited by specific cultural attitudes or fears. However, even after 30 years, significant stigma still exists in regard to many HIV risk behaviors and
populations, and in regard to HIV disease itself. This stigma has in turn limited both the availability of funding and
public support for more extensive HIV interventions. In this climate, it is vital that we find out which HIV prevention
interventions work and which do not, and to what degree, so that we can make strategic decisions regarding what
interventions to fund and what populations to focus on.
At the same time, however, it is important that we do not limit our ability to respond flexibly and creatively to the
needs of special populations and to emerging HIV trends. It is also vital that we incorporate the knowledge and
expertise that community providers have gained in their years of fighting the epidemic on the ground, often through
decades of direct contact with the hardest-to-reach and most underserved HIV risk populations - expertise that is
often called “practice wisdom”. Developing effective HIV prevention interventions involves a careful balancing act
between applying what we know on a research level about behavioral theory and effective interventions and what
we have learned on an empirical level about the real-world needs of high-risk populations.
Research has shown that reducing HIV infection in high-risk populations is also best accomplished through a
combination of interventions that approach the population from a wide range of different angles and perspectives.
For example, a prevention approach that targets a high-risk population exclusively through street outreach and individual-level interventions would reach only a small percentage of the total at-risk population. Conversely,
approaching a population strictly through a mass marketing campaign that blankets a community with messages
would achieve very little in terms of helping change behavior among the highest-risk and most intractable members
of the population. Research has also shown that the decision to change personal HIV risk behavior can lie dormant
and come to the surface at any time, which means that it is important that individuals have access to a range of
different avenues to confront their HIV risk and begin to modify their behaviors. This can include settings as diverse
as HIV testing and counseling, involvement in a group intervention, or receiving an HIV risk message while in a
substance abuse treatment or mental health setting.
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HIV prevention interventions are generally defined as falling into three broad categories:
1. Individual-Level Interventions involving one-on-one contact between an HIV risk counselor or mental health
professional and a person at risk for HIV infection, including risk reduction counseling, one-on-one prevention
focused mental health counseling, and the emerging model of Comprehensive Risk Counseling Services (CRCS)
(see description below);
2. Group-Level Interventions in which two or more at-risk individuals participate in a structured intervention
facilitated by an HIV risk counselor or professional, including group risk reduction counseling, support group
counseling, and peer health education; and
3. Community-Level Interventions directed toward a large number of individuals or to an entire community or
population, including community mobilization efforts, social marketing campaigns, community events, and structural
interventions that focus on specific institutions or environments, such as schools and churches, or on specific
high-risk environments, such as prisons and jails (see additional information below).
As a general rule, as prevention interventions progress from the individual to the group to the community level,
the depth and intensity of the intervention is reduced while the number of persons reached increases - another
trade-off that HIV planners must consider.
In addition to the above categories, several other significant HIV prevention strategies exist that do not fit into the
three groups, but that play a vital role in the overall spectrum of effective HIV prevention. These include:
4. Outreach Services designed to identify and bring at-risk persons into HIV prevention services, often conducted
on the street or in high-risk environments;
5. HIV Counseling, Testing, and Referral Services, including rapid testing, mobile testing and testing provided in
medical and alternative settings;
6. Partner Counseling and Referral Services (PCRS), a systematic approach to notifying sexual and needle-sharing
partners of HIV-infected persons of their possible exposure to HIV, and encourage them to be tested for HIV;
7. Perinatal Transmission Prevention, providing routing screening and testing for HIV in pregnant women in order to
reduce or eliminate the transmission of HIV from mother to child through use of Highly-Active Anti-Retroviral
Treatment (HAART) during pregnancy; and
8. Needle and Syringe Exchange Programs in which sterile syringes are exchanged for used syringes in order to
protect individuals from HIV transmission through the sharing of contaminated needles.
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The category of community-level interventions above deserves additional mention because of the highly diverse
range of potential activities that fall under this category. Community-level HIV prevention interventions can include,
for example:
• Community Mobilization, a process through which community citizens take an active role in defining,
prioritizing, and addressing the issue of HIV infection in their own community, a process that involved
identifying and activating the skills and resources of residents and organizations while developing
collaborative linkages and relationships throughout the community;
• Social Marketing Campaigns that utilize marketing and advertising principles to affect HIV knowledge,
attitudes, behaviors, and/or beliefs among a broadly-defined community, population, or set of social networks,
usually through mass media campaigns with a specific theme, message, and coordinated approach;
• Public Information and Health Communication Campaigns that deliver scientifically sound HIV prevention
messages through channels such as electronic media, print media, hotlines, and clearinghouses;
• Public Events such as community forums, health fairs, job fairs, and community events at which HIV information
is disseminated to large groups of participants;
• Structural Interventions that seek to modify specific social, environmental, and political structures and
systems that influence the delivery of HIV prevention services, including impacting policy, legislation, health
care delivery systems and standards, and technology; and
• Institutional Interventions that address HIV risk within specific institutions or settings that are particularly
conducive to HIV prevention - such as schools and faith-based settings - or that contain large numbers of at-risk
individuals, such as in the case of prisons and jails.
In addition, the emerging individual-level intervention known as Comprehensive Risk Counseling Services
(CRCS) is one that was recently articulated by the Los Angeles County AIDS Programs and Policy in its most recent
Comprehensive HIV Prevention Plan, published in March 2008, and may be particularly well-suited to high-risk
populations facing a range of barriers to HIV prevention adoption and maintenance. CRCS is a client-centered HIV
prevention activity with the fundamental goal of promoting the adoption of HIV risk-reduction behaviors by clients
with multiple, complex problems and risk reduction needs. CRCS provides intensive, ongoing, and individualized
prevention, support, and service brokerage. It excludes any one-on-one counseling that lacks ongoing and individualized prevention counseling, support, and service brokerage, and is not a mental health service. It also is not intended
to duplicate the services of traditional psychosocial case management services. The core elements of CRCS include
the assessment of HIV risk reduction and other psychosocial and health service needs in order to provide risk
reduction counseling and to assure psychosocial and medical referrals, including housing, drug treatment, and other
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health and social services for HIV- positive and high-risk negative persons. CRCS provides intensive, individualized
support and prevention counseling to assist persons in remaining HIV-negative, or to reduce the risk of HIV
transmission by those persons who are HIV-positive. In many ways, CRCS represents a revised and enhanced
version of a widely used intervention called prevention case management, and serves as a bridge between
traditional psychosocial case management services - which are not focused on HIV prevention and which CRCS
does not duplicate - and prevention-based counseling and mental health services, which provide intensive
intervention to help individuals adopt and maintain safer behaviors.
Choosing the most appropriate prevention intervention to apply to a specific risk population involves a
multi-phased planning process. The California STD/HIV Prevention Center has articulated this process in terms
of four basic steps that can be applied to virtually all HIV prevention planning decisions, and which consist of
the following:
1. Assessing the HIV Prevention Needs of Your Community, including:
• Examining epidemiological data related to a given group or population;
• Assessing community needs and identifying the specific factors and co-factors that influence HIV risk within
that population;
• Identifying behavioral determinants of HIV infection that can be specifically impacted through HIV prevention
efforts; and
• Selecting a specific sub-population or community for targeting through HIV prevention interventions.
2. Examining Available Behavioral Interventions and Matching Them to the Target Population, including:
• Reviewing existing locally-developed interventions and other HIV prevention interventions that could be
applicable to the target populations, including published and non-published interventions from sources such
as the Centers for Disease Control and Prevention (CDC); the US Substance Abuse and Mental Health
Services Administration (SAMHSA); the National Institute on Drug Abuse (NIDA); Yale University Center for
Interdisciplinary Research on AIDS (CIRA); UCLA Center for HIV Identification, Prevention, and Treatment
Services (CHIPTS); and other sources; and
• Selecting one or more potential interventions that may represent the best match for your target population,
including: a) a match between your target population and the intervention’s target population; b) the risk factors
of your target population and the risk factors addressed by the intervention; and c) the behavioral determinants
of your target population and the behavioral determinants addressed by the intervention.
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3. Assessing the Agency or Institution’s Capacity to Deliver the Intervention, including:
• Conducting an internal assessment of the agency’s capacity to deliver the one or more selected interventions
using the following four factors: a) ability to recruit, retain, and work with the target population; b) capacity to
implement the intervention, including existing financial resources, potential external funding that could be
obtained to support the program, and ability to effectively evaluate the program; c) skill level and training needs
of the staff that will implement the intervention; and d) other needed resources such as space, materials,
incentives, or equipment.
4. Matching the Identified Intervention with Agency Capacity and Community Needs, including:
• Completing the final intervention selection process by answering the following two questions: a) is this the best
intervention for the target population? and b) does the agency have the resources, capacity, and skills to
effectively implement the intervention?
In assessing the HIV prevention needs of the local community, an agency may already have extensive expertise in
the needs of a given population group, such as young African American MSM or Latina partners of incarcerated men.
In such cases, the agency could use the community assessment process to understand the very specific HIV
prevention needs of that target population, including assessing HIV risk behaviors along with the behavioral
determinants that can be realistically addressed through an HIV prevention program. This assessment process can
also include identification of specific protective factors that may be harnessed to promote health and well-being
and reduce the likelihood that an individual will engage in HIV risk behavior. Such protective factors could include
cultural pride, embrace of gay identity, or pursuing a course of substance abuse treatment or recovery.
As noted in the Los Angeles County 2009-2013 HIV Prevention Plan, it is also “important to understand that an evidence-based intervention that has been implemented as part of academic research does not always translate into an
effective real-world / practical program.” In some cases, research relies on highly controlled conditions that cannot
be duplicated in the context of a community-based intervention working with high-risk individuals who face chaotic
lives and must continually deal with unforeseen circumstances and barriers. Additionally, even though they may seem
comparable, each individual risk population is different, and requires tailored interventions to address its needs. An
intervention developed for 18-24-year-olds in one part of the country may not translate into an effective program
for 18-24-year-olds in another region or a different urban area. Yet while tailoring programs, it is difficult to know in
advance which alterations may improve the intervention and which may jeopardize its effectiveness.
In determining whether or not to modify or adapt an intervention in order to make it a better fit for a specific target
population, it can be useful to employ a logic model to help depict the relationship between the specific behavioral
determinants to be addressed through the intervention and the intended outcomes of the intervention. Figure 51
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below provides a basic behavioral change logic model adapted from the California STD / HIV Prevention Training
Center that can be used to help flesh out the logical connections between projected activities and hoped-for
outcomes in regard to the target population.
Figure 51. Sample Behavior Change Logic Model

Behavioral
Determinants of HIV
Risk Behaviors

Intervention
Activities

Intended Outcomes
(Immediate, Intermediate,
Long-Term)

Within the HIV prevention community - largely as a result of federal priorities - an increasing emphasis is being
placed on the use of scientifically demonstrated interventions that have been singled out for inclusion in the CDC’s
Diffusion of Behavioral Intervention (DEBI) HIV and STD interventions list. These interventions - which are now
being collectively referred to as “DEBIs” - include a total of 17 separate programs as of this writing. However, the list
of interventions does not encompass every HIV target population, and is by no means a comprehensive roster of
potentially appropriate and effective HIV and STD prevention approaches. This consequently places an even greater
importance on the need to adapt evidence-based HIV prevention interventions for specific target populations and
target communities at high risk for HIV. The model below, from a poster presentation on the adaptation of the Street
Smart intervention for young Latino men in Los Angeles County, depicts a potential model for adapting evidencebased HIV prevention interventions that may be useful in a broad range of local and community settings:
Figure 5.4 A Locally Developed Model for Adapting Evidence-Based HIV Prevention Interventions

Consumer Input
(i.e., focus groups,
interviews, needs
assessment, etc.)

Program Planning

Evaluation

(i.e., consumer satisfaction,
end-user feedback)

Implementation

(i.e., process documentation,
technical assistance)

(i.e., analysis of consumer input,
goodness of fit discussions, core
elements review/selection)

Adaptation & Tailoring

(i.e., factual, cultural, linguistic,
pedagogical changes)

Source: Ayala, G. et al. A Poster Presentation. Adapting Street Smart in Partnership with its Consumers and End-users.
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Finally, it is important to note that in the last Contra Costa County HIV Prevention Plan - developed for the period
2004 - 2007 - a set of key lessons learned and underlying challenges was identified specific to the County’s needs
and populations. These lessons remain highly relevant to our HIV prevention efforts today, and definitely bear
repeating:
• For many people who are at risk for HIV infection, HIV/AIDS is not their primary concern; survival concerns
take precedence. Survival concerns include food, housing, employment, love, and a sense of community.
For this reason, HIV prevention must be integrated with other education and prevention services. Supporting
people in identifying and overcoming underlying issues related to maintaining health and well-being are
essential elements to reducing barriers to practicing protective HIV measures.
• People need more than information in order to change their risk behaviors, even when survival needs are met.
It is important to teach practical skills, provide tools to reduce risk, and refer people to other supportive
services - such as violence prevention, mental health, and alcohol and drug treatment - to address barriers
related to HIV/AIDS and outside of HIV/AIDS.
• HIV prevention messages and materials are most effective when they are designed with community input and
encourage client participation. Active involvement by the community in HIV prevention efforts strengthens the
motivation and ability of individuals to practice safer behaviors.
• HIV prevention must be life-affirming and build the self-esteem of our clients. Consistent and supportive
relationships between providers, client, and their communities are a strong motivating force for change
behaviors.
• HIV prevention requires knowing what other services exist in the community in order to make effective and
appropriate referrals.
• Creating and maintaining community norms for HIV prevention is important to support individual behavior change.
• Culture determines to a large extent how people view their own actions and identities and how they define
sex, substance use, sexualities, and relationships. It is important to allow people to define their own identities
and provide strategies that are nonjudgmental and have a supportive attitude.
Endnotes
County of Los Angeles Department of Public Health, HIV Prevention Plan 2009-2013, Office of AIDS Programs and Policy, Los Angeles,
California, March 2008, www.lapublichealth.org
2
The four-step framework for HIV prevention planning is contained in King, AJ, Selecting Evidence-Based Interventions, Training
workshop delivered by the CA STD/HIV Prevention Training Center, Sponsored by the UCLA Center for HIV Identification, Prevention,
and Treatment Services, May 15, 2007. The model is specifically cited in Los Angeles County Office of AIDS Programs and Policy, Op. Cit.
1

3

Los Angeles County Office of AIDS Programs and Policy, Po. Cit.
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Introduction to the Survey
The continuing high prevalence of HIV infection among men who have sex with men (MSM) in Contra Costa County
makes it imperative that we continue to implement effective prevention interventions to reduce rates of new HIV
infections among this population. To address this need, the County has developed and put into place a broad range
of prevention initiatives over the past three decades, ranging from HIV counseling and testing, to population-based
outreach, to individual and group prevention interventions, to comprehensive risk counseling and services (CRCS).
Yet despite our best efforts, the number of annual new HIV infections among Contra Costa County MSM has
remained relatively constant over the past half-decade, even as we have made significant progress in reducing new
infection rates among injection drug users and other populations. Continuing rates of new HIV infections among
MSM have cut across all ethnic groups and county regions, and all age groups and socioeconomic backgrounds.
In order to learn more about the risk behaviors and prevention needs of Contra Costa men who have sex with men,
and to reduce new HIV infections within this population, the Contra Costa AIDS Program commissioned and conducted
a small-scale survey expressly for the current HIV Prevention Plan. Targeted exclusively toward Contra Costa MSM,
and conducted between April 8 and June 4, 2008, the overall goal of the survey was to explore issues of sexual behavior,
drug use, social support, and personal attitudes and beliefs among MSM in order to prioritize the use of MSM prevention
funds through the 2008-2013 Plan. The survey was planned and conducted by Health Research Association, a Los
Angeles-based research organization closely affiliated with the University of Southern California. Key survey personnel
included the project’s Principal Investigator, Sharon Hudson, PhD, and Research Associate John Copeland.
Unlike Bay Area counties such as San Francisco or Alameda, Contra Costa does not have readily identifiable areas
where gay and bisexual men live or gather, and does not have highly visible social structures through which networking
among MSM occurs. This has been one of the factors that has made reaching MSM with prevention messages and
programs so difficult in our region. Without clear social networks, gathering places, or community institutions, it has
been difficult to recruit prevention participants for prevention interventions or to target outreach or messages to the
needs of specific groups. The fact that there are many different MSM populations in Contra Costa County - including
African American MSM populations in West and East County, a white MSM population in Central County, and Latino
MSM populations throughout the region - has complicated this task even further.
The proposed MSM survey was therefore designed to help us learn more about what the specific risk behaviors
of Contra Costa MSM entailed, including how at-risk MSM identified sexual partners and where high-risk sexual
activities took place - whether inside or outside the county. The survey was also designed to identify how large a role
alcohol and drug use might play in high-risk sexual activity, and what specific HIV risk behaviors were most common
among MSM responding to the survey. The survey also sought to explore social and environmental factors that might
help us design more effective prevention interventions, including issues related to relationships, social networks,
72

VII

Identifying the Risk Behaviors of Contra Costa County Men Who
Have Sex With Men: Results of a Qualitative Survey

social connectedness, spirituality, and the extent to which survey participants had experienced stigma related to
either sexuality or HIV status within their respective communities.

How the Survey Was Conducted
Because of the lack of visible MSM networks in Contra Costa County, the original intent of the survey had been
to outreach and interview at-risk MSM exclusively at one or more social venues located outside the county, with a
focus on bathhouses and popular bars. However, restrictions related to time, accessibility, and budget caused us to
modify these original plans and instead to focus on a so-called snowball survey design to reach and interview
Contra Costa MSM. A “snowball survey” is a research plan in which a small group of original “seeds” are identified
to complete a given survey, and then are provided with financial incentives for identifying additional friends and
acquaintances to participate in the survey. These newly identified participants in turn identify more new participants,
and so on. By the end of the survey, just under one-third of respondents had been interviewed in person,
at Steamworks bathhouse in Berkeley, while the remaining respondents had participated in a phone-based survey
that utilized the snowball recruitment format. Essential support in identifying snowball survey respondents came
from the Rainbow Community Center of Contra Costa and from Junie Tate, a Co-Chair of the Contra Costa
HIV/AIDS Consortium.
The MSM information-gathering project utilized a brief, qualitative survey which was designed to take approximately
20 minutes to complete. Survey measures included questions regarding demographics (age, race/ethnicity, education,
income, zip code, recent homelessness, and sexual orientation); substance use (ever and recent injection drug use
and ever and recent use of alcohol, crystal methamphetamine, club drugs, inhalants, powder cocaine, crack cocaine,
Viagra, and/or similar drugs); detailed recent (3-month) history of sexual behavior (including number and types of
partners, condom use, location inside versus outside Contra Costa, and ways of meeting sex partners); psychosocial
variables impacting sexual decision making (including perceived acceptance of MSM behavior, loneliness, attitudes
regarding sexual safety, “outness”, and the importance to participants of ethnicity, gay identity, and religion); and
exposure to HIV prevention ads.

Overview of Study Participants
Over the two-month survey period, a total of 29 Contra Costa men who have sex with men completed the study-related interview. In general, most survey participants tended to be middle aged, with 45% of respondents in their 40s
and another 31% in their 50s. The study group was also ethnically diverse, with a population that was 38% African
American, 28% white, 17% Asian / Pacific Islander, 10% Latino / Hispanic, and 7% multicultural. All respondents had a
relatively high level of education, with 83% of the men reporting that they had studied beyond the high school level.
However, reported income was not universally high: more than one-fourth of respondents (29%) reported annual
income less than $10,000, and 24% reported income between $10,000 and $30,000. Most stated that they lived in
zip codes corresponding to the Central or Western part of Contra Costa County (45% and 41%, respectively).
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Interestingly, all survey respondents reported that they had been tested for HIV, with three-quarters identifying their
HIV status as negative (76%). When HIV status was analyzed in relation to both ethnicity and area of residence within
Contra Costa County, it was found that white men appeared most likely to be HIV positive (50%) as compared to
18% of African Americans and 20% of Asian/Pacific Islanders, with no Latino or mixed race men reporting HIV
positive status). Meanwhile, living in West County appeared least likely to be HIV positive (17%) as compared to 25%
of men in East County and 31% of men in Central County. The chart below summarizes the overall demographics of
the local MSM study population (see Figure 1).
Figure 1. Demographic Overview of MSM Study Population (n=29

Summary of Study Findings
Substance Use: Very few men participating in the survey (14%, or four individuals) reported that they had ever
injected non-prescription drugs, and only one of these reported that he had injected in the past three months.
In examining lifetime drug use, a number of drugs had “ever” been used by half of more of the men surveyed; these
included alcohol (defined as being “drunk or buzzed”), inhalants, and powdered cocaine. As might be expected,
recent drug use was significantly lower than lifetime drug use. Drugs that were used by respondents at least two or
three times per month during the past three months included alcohol (31%), Viagra or similar drugs (14%), crystal
methamphetamine (10%), and inhalants (3%). No participant reported having used powdered cocaine or crack
cocaine at any time in the past three months, and only one reported any club drug use (at a very low level, less than
once per month). The following chart provides an overview of survey responses in relation to recent and past
substance use (see Figure 2).
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Figure 2. Reported Use of Alcohol and Drugs by Survey Respondents (n=29)

Sexual Behavior: The men participating in the survey reported widely varying patterns of recent sexual behavior.
For example, when asked how many men they had had any sexual contact with (anal or otherwise) in the past three
months, answers ranged from a low of zero partners to as many as 16, with a median of three partners within the
past three months . Among the men who reported having had recent male-to-male sexual contact, the number of
male partners with whom they had engaged in anal sex within the past three months ranged from zero to 10, with
a median of two anal partners in the past three months. Only half of the men who had had anal contact reported
that they used protection every time they had anal sex, with half reporting that they had engaged in unprotected
anal sex at least once. The number of unprotected partners over the previous three months ranged from zero to
five, and the number of times they had engaged in unprotected sex ranged from zero to 10. The table below
provides a summary of the survey’s sexual behavior responses (see Figure 3).
Figure 3. Respondents’ Sexual Behavior with Men in the Past Three Months (n=29)
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The ten men surveyed who reported engaging in unprotected anal sex were asked additional questions about
where they had unprotected sex and with whom. Most of these men (70%) lived in Central Contra Costa County.
Interestingly, none of the ten individuals reported engaging in unsafe behavior both inside and outside Contra
Costa County. When asked what percentage of the time they were inside or outside the county when they had
unprotected sex, exactly half said that they were inside of the county 100% of the time, and the other half said
they were outside of the county 100% of the time. Additionally, six (60%) of the men who reported engaging in
unprotected anal sex reported that they had a primary male partner. Three of the ten also reported having had
unprotected sex while under the influence of drugs, and two reported having engaged in unprotected sex while
drunk or buzzed on alcohol. Of particular concern, six (60%) of the men engaging in this risky sex were HIV
positive. Two of these said they each had had two unprotected partners of unknown HIV status within the past
three months, and one said he had had a partner who he knew was HIV negative. (It should be noted that this one
known discordant partner was a primary partner, and that the HIV negative primary partner also completed this
survey and is included in these data.) Of the four men who reported they were HIV negative, one reported having a
single unknown-status partner, and two reported having unprotected sex with a single partner that they knew to be
HIV positive. The following chart summarizes behavior among the ten survey respondents who reported having had
unprotected anal sex within the past three months (see Figure 4).
Figure 4. Men Behavior in the Past Three Months Among Men Who Report Unprotected Anal Sex (n=10)

All respondents were asked about places they meet other men for sex, whether inside or outside the county,
including what geographic areas they go to have sex with other men, and how tolerant they feel the city they live in is
of sexual activity between men. These questions are of particular importance for men who report unprotected anal
sex. Among these men, the most important way to meet other men for sex both inside and outside the county was
by going online or using internet hookups: four men reported doing this to meet partners inside the county,
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and seven men reported it for partners outside the county (see Figure 5). Four men also reported that they “sometimes” or “always” travel outside their own city to hook up. When asked where they usually or most often go to have
sex with men outside the county, four said they go to San Francisco, two said Oakland/Alameda County, one said
Sacramento, and one said some other place. Only two said they do not travel outside Contra Costa County to have
sex with men.
Figure 5. Places Where Men Who Reported Unprotected Sex Meet Other Men for Sex (n=10)

Meanwhile, very few respondents felt that the city they live in is particularly accepting of sexual activity between
men. On a response scale ranging from “not at all” to “a lot,” no respondents endorsed the “a lot” answer option to
this question and only three (30%) said their city is “somewhat” accepting.
Four men also reported that they were sexually active with both men and women (that is, they had anal sex with a
man and vaginal or anal sex with a woman within the past three months). Although small, this group was quite
heterogeneous. One was African American, one was Asian/Pacific Islander, one was white, and one was of mixed
race. They ranged in age from 28 to 52 years. Two lived in West County, one in Central County, and one in East
County. Three reported their HIV status as negative and one as positive.
All participants were asked what percent of the time they were inside versus outside Contra Costa County when
they had sex with other men during the previous three months. Based on these questions, we calculated variables
identifying men who were inside the county most of the time (more than 50%), and men who were outside the
county most of the time while having sex. While the small sample sizes make it difficult to make definitive
conclusions, it appears that African Americans are more likely to have most of their sexual encounters inside Contra
Costa County, while Latinos are more likely to go outside the county to have sex. The chart below describes survey
responses for men more likely to have sex inside Contra Costa County versus those most likely to have sex outside
of Contra Costa County (see Figure 6).
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Figure 6. Men Who Usually Had Sex Inside Contra Costa County (n=10)
Compared to Men Who Usually Had Sex Outside Contra Costa County (n=11)

Attitudes and Beliefs: A number of items on the survey explored specific attitudes and beliefs that could potentially
impact sexual risk behavior. Three questions specifically asked about attitudes regarding sexual risk. Participants
were asked to what extent they agreed or disagreed with these three statements: “When I am drunk or high I find it
difficult to stay within my sexual limits,” “Once I have the chance to have sex, I can’t say no even if we don’t use a
condom,” and “Most gay men do not really use condoms anymore.” We calculated the percentage who gave
evidence of “strongly” or “somewhat” supporting negative or risky attitudes in response to these questions, and found
that a large minority of men held beliefs that may be associated with risky behavior. Ten men within the survey
population (34%) reported risky attitudes regarding staying within sexual limits when drunk or high; eight (28%)
agreed that they can’t say no to sex even without a condom; and twelve (41%) agreed that most gay men do not
use condoms.
A series of questions also asked about the experience of being gay or bisexual, including so-called “outness” and the
importance to their lives of being gay. About one quarter of the survey population (n=7 / 24%) could be described
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as “closeted,” reporting that no one or only one or two people know that they have sex with men. Another third of
men were at the opposite extreme, reporting that everyone or all but one or two people know they have sex with
men (n=10 / 34%). Most of the men (n=23 / 79%) reported that being gay or bisexual was “somewhat” or “extremely”
important to their sense of who they are. The percentage of friends who were gay or bisexual followed a roughly
average distribution: 28% said zero to 30% of their friends were gay or bisexual; 38% reported that 40-50% of their
friends were gay or bisexual; and 28% said that 60% or more of their friends were gay or bisexual. Slightly more than
half (n=16 / 55%) reported that they feel there is a community of gay and bisexual men of their race and ethnicity in
their city. While five men (17%) reported that they did not know how accepting the city they live in is of sexual
activity between men, the remainder were evenly divided on this point, with twelve (41%) saying “not at all” or “a
little,” and twelve (41%) saying “somewhat” or “a lot.”
Two questions were also asked about racial and ethnic attachment and identity. Men reported how much they felt
a part of an ethnic community, and their answers reflected a fairly flat distribution. About one-quarter (n=7 / 24%)
said “not at all;” five (17%) said “a little;” eight (28%) said “somewhat;” and nine (31%) said “a lot.” When asked about
the importance of race and ethnicity to their sense of who they are, more men felt this was important to them: 11 (38%)
reported it was “not at all” or “a little” important, while the majority (n=18 / 62%) said it was “somewhat” or “a lot”
important.
A single question focused on the importance of religion or spirituality to the men’s sense of who they are. Men
more strongly endorsed religion than race/ethnicity as being important to their sense of who they are: nine (31%)
said it was of low importance, while 20 (69%) said it was “somewhat” or “a lot” important. We found the importance
of religion to differ by race/ethnicity: none of the Asian/Pacific Islander and Latino men reported that religion or
spirituality was of high importance, while African Americans and whites were split in their attitudes. Three of the
eight white men participating in the survey (38%) reported religion/spirituality to be “somewhat” or “a lot” important
to their sense of self, while seven of eleven African American men (64%) found religion to be of high importance.
Both mixed race men found religion/spirituality to be of high importance. In examining this question by regions within
Contra Costa County, the Central and West areas were nearly evenly split, with seven of thirteen men in the Central
area (54%), and five of twelve men in the West area (42%) stating that religion was of high importance. In contrast,
none of the four men in the East area reported religion/spirituality to be of high importance.
Finally, the survey included four items from the UCLA Loneliness Scale. These assessed the extent to which the
men felt they lacked companionship, felt close to people, felt isolated from others, and felt there were people who
really understood them. These items are answered on a scale from 1 (never) to 4 (always). Answers indicate that most
men feel close to people, but about one-quarter feel they don’t have people who understand them and that they
feel isolated from others. Fully half the sample (n=15 / 52%) said they feel they lack companionship in their lives
(see Figure 7).
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Figure 7. Responses to Questions About Loneliness Among Survey Respondents (n=29)

Exposure to HIV Prevention Ads: All participants were asked if they remembered seeing any HIV prevention ads
specifically targeting men who have sex with men, and if so, whether they had seen the ads inside CCC, outside
CCC or both. Three-quarters of the men in this sample (n=22, 76%) reported that they did remember seeing HIV
prevention messages or ads targeting MSM. Of these 22 men, four (18%) said they had seen them inside CCC only,
seven (32%) said they had seen them somewhere outside of CCC only, and 11 (50%) said they had seen them both
inside and outside CCC.

Implications of Survey Findings
It is important to point out that because the total number of individuals interviewed through the survey was
extremely small in comparison to the overall MSM population, survey results cannot be used to draw general
conclusions about the nature and behavior of the Contra Costa County MSM population as a whole. It would
take much larger number of survey respondents to begin to draw even somewhat reliable conclusions about the
behavior and nature of MSM, both as a whole and within specific ethnic and cultural groups. Additionally, the survey
had a very small number of Latino/Hispanic participants, suggesting that additional research may be needed to
better identify the needs and life circumstances of this population.
Despite its limitations, however, the findings of the survey process contain several items of interest that may suggest
possible appropriate responses to the HIV epidemic among MSM in our region. For example:
• The fact that 100% of survey respondents had voluntarily taken an HIV test within the past year suggests
that at least in the present study population, MSM have heard and absorbed messages about the
importance of HIV antibody testing. This may indicate that HIV prevention efforts focused solely on
encouraging gay and bisexual men to undergo testing may not in and of themselves be sufficient to reduce HIV
risk behaviors within this population. The fact that survey findings produced no correlation whatsoever
between undergoing HIV testing and engaging in high-risk behavior lends further credence to this possibility.
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• A relatively high percentage of survey respondents who had engaged in unprotected anal sex within the
past three months (60%) reported being HIV positive. Moreover, two of these individuals reportedly engaged
in unprotected anal sex with serostatus-unknown partners, while another had engaged in unprotected anal sex
with a partner he knew to be HIV negative. Because HIV is exclusively spread by transmission from an HIV
positive individual, this finding suggests that additional interventions may be needed that are focused on
reducing unsafe sexual behaviors among HIV positive individuals.
• The survey appears to confirm that many Contra Costa County men who have sex with men travel outside
the county to have sex. In fact, half of all men who reported having unprotected anal sex within the past three
months said that they only had sex while outside of Contra Costa County. This suggests that there may be a
place for approaches that incorporate partnerships or collaborations with agencies or organizations located
outside the county, particularly within Alameda and San Francisco Counties.
• The survey suggests that a high percentage of men who have sex with men now use internet and online
systems to meet and hook up with other men. Internet and online systems were by far the most frequently
utilized method by survey respondents for meeting other men for sex. This suggests that there is a need for
prevention approaches that incorporate some form of online or internet outreach in order to provide
prevention messages to at-risk men. However, there is still very little data or concrete evidence to suggest what
internet prevention approaches may be most effective to reach and impact behaviors among men who have
sex with men.
• A large percentage of survey respondents reported attitudes toward HIV risk that suggest a sense of
personal powerlessness or an unwillingness to take control in regard to preventing HIV risk. For example,
34% of the survey population reported having difficult staying within sexual limits when drunk or high; 28%
stated that they “can’t say no” to sex even without a condom; and 41% agreed that most gay men do not use
condoms. Such attitudes suggest a continuing strong need for HIV prevention messages and programs focused
on men who have sex with men that emphasize the continuing dangers of HIV infection while stressing personal
empowerment and the ability to commit to safer behaviors.
• The relatively high percentage of respondents who felt their community was not fully accepting of gay men
and gay behavior – coupled with those who live relatively closeted lives - suggest that there could be
additional work to be done in terms of reducing homophobia and anti-gay stigma in Contra Costa County.
Twenty-four percent of the study population stated that no one or only one or two other people knew they
were gay, while 41% said their community was “not at all” or “a little” accepting of sex between men.
• A strong sense of the importance of religion and spirituality in the lives of survey participants – particularly
among white and African American men – suggests that there may be a place for interventions that incorporate
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aspects of spirituality and religion. Studies have shown that gay and bisexual men often feel rejected or
ostracized by their own church or religious denomination, and feel a strong need for their sexual identity to be
validated by their own religious tradition. Healing the wounds caused by religiously-based homophobia could
potentially help deter some levels of self-harming behavior by gay and bisexual men.
• The relatively high percentage of survey respondents stating that they sometimes or always feel isolated
or lonely suggests that there may be a need for additional opportunities for Contra Costa County men
who have sex with men to build supportive networks. Loneliness and isolation are frequently cited as
co-factors in HIV risk behavior, as individuals seek to overcome alienation and separation from others through
sexual contact. Addressing the relative invisibility of supportive gay and bisexual communities in Contra Costa
County could have positive impacts on HIV infection rates in the region.
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The identification of HIV prevention priority populations is one of the key activities of the comprehensive HIV
prevention planning process. Derived from a combination of epidemiological factors, population data, local needs,
and the expertise and knowledge of advisory group members, the identification of prioritized populations helps
local regions focus their HIV prevention efforts and ensure that funding is allocated to those sectors most in need
of HIV prevention resources and programs. While objectives and activities outlined in the HIV prevention plan may
be modified over time, priority populations generally remain in place throughout the life of a Plan, identifying
hardest-hit groups in greatest need of HIV prevention support and intervention.
At its meeting of March 10, 2008, the Contra Costa HIV/AIDS Consortium discussed a series of potential priority
populations for the 2008-2013 HIV Prevention Plan based on epidemiologic data, community needs information,
and the expertise of Consortium members. At that meeting, the Consortium developed a preliminary list of three
2008-2013 priority populations, along with four additional risk populations that the group felt faced significant
challenges and deserved special mention in the Plan. The Consortium re-reviewed and formally approved these
priority populations list at its meeting of April 14, 2008. The final approved list of priority populations is provided
below, followed by a brief overview of each population.

CONTRA COSTA COUNTY 2008-2013
HIV PREVENTION PRIORITY POPULATIONS
Priority Population # 1: AFRICAN AMERICANS
Priority Population # 2: MEN WHO HAVE SEX WITH MEN (MSM)
Priority Population # 3: INJECTION DRUG USERS AND PERSONS
				

WHO SHARE NEEDLES / WORKS

Additional Risk Populations:
• Persons Living with HIV Infection, including Persons 50 Years of Age and Older
• Recently Incarcerated Individuals
• Transgender Persons

Priority Population # 1: African Americans
The selection of African Americans as the first priority population for 2008-2013 reflects the extent to which
the HIV epidemic has continued to disproportionately impact African Americans across all lines of gender, age,
and HIV transmission category. As noted in the Epidemiologic Section of this Plan, while African Americans make
up 9.5% of the total Contra Costa County population, they make up 30.8% of all persons living with HIV/AIDS in the
County as of December 31, 2007. This means that fully 1 in every 176 African Americans in Contra Costa County were
living with HIV/AIDS at the end of 2007, as compared to 1 in every 617 white residents and 1 in every 872 Latino / Hispanic
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residents. Additionally, over half of all women living with HIV/AIDS in the county (54.8%) are African American.
As a population with disproportionately high levels of poverty and lack of health insurance, African Americans
frequently lack access to preventive and general health care, which in turn may reduce the frequency of HIV testing
and lead to late identification of HIV-related symptoms. Because of past discrimination, many African Americans are
mistrustful of the medical care system, and are reluctant to seek HIV testing because of skepticism regarding drug
treatments they may be encouraged to undergo if they are found to be HIV positive. African Americans also may
not be reached frequently enough with HIV prevention messages and interventions that are tailored to their specific
social and cultural needs, including interventions that speak to specific high-risk subpopulations such as men who
have sex with men, women, injection drug users, and transgender persons. High rates of African American incarceration
– coupled with a shortage of prevention programs for men in prisons and jails and their sexual partners – may also
contribute to continuing high HIV infection rates among this population. Meanwhile, continuing stigma in the African
American community related to both HIV and the behaviors that transmit the disease may have contributed to a
reduced response to HIV among African American community leaders.

Priority Population # 2: Men Who Have Sex With Men (MSM)
Men who have sex with men have historically been the group most heavily impacted by HIV/AIDS. Fully 57.1% of all
persons living with HIV/AIDS in Contra Costa County as of December 31, 2007 were men who have sex with men,
not counting MSM who inject drugs. This is in definite contrast to other hard-hit regions of the country, in which the
overall proportion of MSM has declined over the past three decades. In New York City, for example, men who have
sex with men made up only 30.1% of all persons living with HIV/AIDS as of June 30, 2007. Men of color also make up
an increasingly larger share of the county’s total MSM PLWHA population, accounting for 41.6% of all persons living
with HIV/AIDS who were infected through male-male sexual contact.
As one of the populations first impacted by HIV and AIDS in the early years of the epidemic, there is some concern
that MSM may have become too complacent in regard to HIV infection and prevention. The continuing success of
HIV drug treatments may have suggested to some gay and bisexual men that HIV has become a fully manageable
health condition, and that HIV infection itself is not a major risk. At the same time, younger gay men who were not
exposed to the devastating effects of AIDS in the early years of the epidemic may not have a sense of the still-implicit dangers of HIV infection. This may be amplified by a youthful sense of invulnerability and lack of focus on the
future which may reduce the rate at which young MSM voluntarily seek HIV testing. The growing availability of online
and internet sites through which gay and bisexual men can meet for sexual hookups may also play a role in ongoing
high rates of HIV infection, and there is some suggestion in the MSM survey conducted by the County for this report
that a lack of social connection, coupled with a sense of non-acceptance by their local communities, may lead some
gay and bisexual men to seek companionship and a solace for loneliness in unsafe sexual behavior.
Meanwhile, the growing incidence of methamphetamine use and its related ‘party culture’ among gay and bisexual
men may also be contributing to continuing high rates of HIV infection within this population. Men who have sex with
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men also make up a large percentage of the county’s population of so-called ‘late testers’ - individuals who are
diagnosed with HIV at a late stage of HIV infection - suggesting that many high-risk MSM may be postponing HIV
testing in spite of personal risk behaviors.

Priority Population # 3: Injection Drug Users and Persons Who Share Needles/Works
Because of relatively high rates of injection drug use (IDU) in Contra Costa County, HIV infection among IDUs have
been historically common in our region. As of December 31, 2007, 16.2% of all persons living with HIV or AIDS in
Contra Costa County had been infected through injection drug use alone, a percentage that increases to 20.2%
when MSM who inject drugs are included in this percentage. By contrast, only 9% of PLWHA in the city of San
Francisco, 8% of PLWHA in Los Angeles County, and 10% of PLWHA in the State of California had been infected
with HIV through injection drug use through 2007. Women make up a significant percentage of the Contra Costa
IDU population, accounting for 40.1% of all IDU-infected PLWHA.
There is growing evidence to suggest that the matrix of strong IDU prevention responses in Contra Costa County
has begun to have an impact on the rate of new HIV infections among injection drug users. For example, while 16.2%
of persons living with HIV/AIDS as of the end of 2007 were infected through injection drug use, 21.9% of the
cumulative AIDS cases ever diagnosed in the county have been among injection drug users, suggesting a gradual
decline in AIDS cases among this population.
Injection drug users are at elevated risk for HIV through the use of shared needles and related paraphernalia.
The county’s aggressive needle exchange programs – in place for over 15 years – have made it easier for injection
drug users to exchange dirty needles for clean ones, and in turn to reduce HIV transmission risk. New state laws
now also permit injection drug users to buy clean needles directly without a prescription. However, significant stigma
related to IDU behaviors, coupled with justifiable fears related to illicit drug use, may continue to make injection
drug users reluctant to seek HIV testing for fear of risk behaviors being disclosed. Many injection drug users live
in extreme poverty, face mental health issues, and/or are homeless, in turn reducing access to regular and
preventive health care and exposure to HIV prevention messages and testing opportunities. A high rate of injection
drug use among transgender populations – particularly in relation to the home-based injection of hormones – also
poses significant risks. Additionally, there is growing evidence to suggest that persons addicted to methamphetamine
may turn to injection as a means to ingest the drug in later stages, creating a new path of HIV risk, particularly among
men who have sex with men.

Additional Risk Populations
In addition to the three prioritized HIV risk populations identified above, the Contra Costa HIV/AIDS Consortium
made the decision to highlight three additional risk populations as meriting special notice within the context of the
comprehensive prevention plan as a whole. These populations were singled out on the basis of preliminary and
anecdotal evidence suggesting that members of these groups may be experiencing elevated levels of risk for
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HIV infection in order to focus attention on the need for specialized, targeted prevention interventions for these
populations. While the county does not yet have adequate data to pinpoint the specific HIV risk behaviors of these
populations, and lacks the resources to implement targeted interventions to meet their needs, they merit special
attention within the county’s overall spectrum of HIV prevention needs.

• Persons Living with HIV Infection, including Persons Age 50 or Older:
Persons 50 and older constitute a large and growing percentage of persons living with HIV and AIDS in Contra
Costa County. Over one-third (35.6%) of all PLWHA in the region were age 50 or above as of December 31, 2007.
However, despite their rapidly growing numbers, little is known about the HIV risk behaviors of older adults, and few
model strategies have been developed to meet the prevention needs of these populations. Some preliminary
research has suggested that the availability of drugs such as Viagra and Cialis – coupled with increased sexual
activity related to the use of methamphetamine – may have increased the rate at which older MSM are able to
remain sexually active, leading both to increased risk of infection and increased risk of HIV positive persons in this
population passing the virus on to others. Internet-based meeting opportunities may also have increased the
ability of persons 50 and over to meet for sex in a context removed from the youth-driven culture of many gay
venues. Contact with sex workers may also play a role in HIV risk within this population.

• Recently Incarcerated Individuals:
Individuals in incarcerated settings – particularly men – face a broad range of HIV risk factors while in prison or
jail. Male-male sexual contact is thought to be widely prevalent in incarceration settings, although condoms are
not provided to inmates, ostensibly to keep from promoting or condoning sexual activity in prison and jail settings.
Similarly, while injection drug use is widespread in incarcerated settings – including the use of contaminated needles
for tattooing – inmates do not have access to clean needles or needle-cleaning equipment while in prison. Women
are also at HIV risk as a result of incarceration of their male partners. Many women are unaware of the risk behaviors
in which their male partners engage while in prison or jail, and are at high risk of HIV infection upon their partners’
release. Attempts by women to encourage or enforce condom use with recently incarcerated male partners may
be sometimes met with resistance or even violence. Increased programs are needed to educate incarcerated and
formerly incarcerated populations regarding HIV risk while helping women learn and respond to their partners’ risk
behaviors while in prison or jail.

• Transgender Persons:
Transgender persons are traditionally defined as those whose gender identity, expression, or behavior is not
traditionally associated with their birth sex. Some transgender individuals experience gender identity as being
incongruent with their anatomical sex and may seek some degree of sexual reassignment surgery, take hormones,
or undergo other cosmetic procedures. Others may pursue gender expression (whether masculine or feminine)
through external self-presentation and behaviors. Because of their variance from accepted norms, transgender
persons face widespread stigma and discrimination which can exacerbate HIV risk. According to Bockting and
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Walter (2000), transgender-related stigma is associated with lower self-esteem, increased likelihood of substance
abuse and a high prevalence of survival sex work, particularly among male-to-female transgender populations.
Additionally, social marginalization resulting from discrimination can result in the denial of educational, employment,
and housing opportunities to transgender persons, factors that can increase HIV risk by forcing individuals to focus
on survival issues at the expense of HIV prevention. Key HIV risk behaviors among transgender persons include
multiple sex partners, irregular condom use, and unsafe injection practices stemming both from drug use and from
the injection of hormones and silicone, with evidence suggesting that many transgender persons may self-identify
as having low HIV risk despite a high incidence of HIV within this population. A widespread lack of transgenderappropriate HIV prevention and education activities may also contribute to higher risk behaviors within this
population. Additionally, transgender persons frequently lack access to preventive health services due to low
socioeconomic status, lack of insurance, fear of transgender status being revealed, and a lack of provider knowledge
of these populations.

Potential Interventions for Priority Populations
At its meetings in January, April, and May 2008, the discussion of potential priority populations by the Contra Costa
HIV/AIDS Consortium coincided with a series of discussions regarding potential prevention interventions to reduce
HIV transmission within these groups. Discussions combined participant expertise – including the experience of
providers and consumers – with up-to-date information on population-specific HIV prevention interventions.
These combined discussions led to the development of a list of potential HIV prevention interventions specific to
Contra Costa County. This list incorporated existing interventions specific to 2008-2013 priority populations as well
as potential new interventions that could prove effective in limiting new HIV infections. The potential interventions
were summarized in a survey that was distributed to both Consortium members and to staff of the Contra Costa
AIDS Program in June 2008. A total of seven survey responses were received, the results of which are summarized
in the section below.
Respondents to the survey were asked to indicate their personal opinion regarding the potential impact of each
intervention on a scale of 1 to 5, with 1 meaning that the respondent believed the intervention would likely have a
very low impact, and 5 indicating that it would have a very strong impact. Participants also were asked to rank their
perception of the feasibility of each intervention on a scale of 1 to 5, with 1 meaning that the intervention would be
very difficult to implement and 5 meaning that it would be very easy to implement. Respondents were also asked to
write a very brief response indicating the reasons for their rankings, and were given the opportunity to suggest additional interventions not contained on the survey list.
The following were the seven new potential HIV prevention interventions which received the greatest support from
survey respondents:
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• Based on the relatively high degree of social networking indicated in the Contra Costa MSM survey among
West County men who have sex with men (MSM), expand group-based HIV prevention efforts centered
around MSM social networks (Avg. Score: 4.0 out of 5)
• Address high rates of incarceration in the African American community through expanded transitional
programs, outreach to recently incarcerated men, and outreach to women whose male partners are in jail or
prison (Avg. Score: 3.86 out of 5)
• Develop Internet-based advertisements and PSAs that are posted on key MSM sites such as Craig’s List,
Black Gate, Adam 4 Adam, and gay.com, with the goal of having men link to an HIV prevention website and/or
participate in individual or group-based HIV counseling (Avg. Score: 3.71 out of 5)
• Integrate HIV prevention messages and information into broader health programs that exist in the African
American community, such as community clinics and family planning clinics (Avg. Score: 3.71 out of 5)
• Explore the possibility of developing a peer leader intervention in which sexually active MSM who use the
Internet to hook up are trained to discuss and consistently enforce safer sex behaviors with their partners
(Avg. Score: 3.71 out of 5)
• Recruit leaders in the African American community – such as members of East Bay sports teams – to produce
PSAs, appear in ads, or make appearances in relation to HIV prevention (Avg. Score: 3.71 out of 5)
• Based on high levels of HIV infection among respondents to the Contra Costa MSM survey in Central County,
develop an intervention specifically focused on HIV-positive MSM (Avg. Score: 3.71 out of 5)
The prevention intervention questionnaire emphasized the ongoing difficulty of allocating limited HIV prevention
resources to meet a large and growing set of HIV prevention needs in our county. While respondents agreed that
many survey interventions could prove effective in stemming the tide of new HIV infections, limited resources make
it impossible to implement all but a small handful of interventions, regardless of how impactful each might be.
Some interventions, for example, would require increased outreach and intervention staff to work directly with
clients, or increased resources to build collaborations and implement new strategies within non-HIV-specific
organizations. Other approaches – such as social marketing campaigns – require significant expenditures in order to
be successful. These and other similar limitations will continue to necessitate careful consideration of the potential
benefits of HIV prevention interventions balanced against the cost-effectiveness of each strategy.
Several elements of the potential intervention list were directly incorporated into the HIV Prevention Action
Plan. This includes extending existing interventions such as syringe exchange programs for injection drug users, and
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applying new approaches such as integrating expanded prevention interventions for African American populations
within community and family planning clinics. The prevention intervention survey also had the positive impact of
validating the majority of existing interventions currently being implemented by the Contra Costa AIDS Program.
The survey, for example, continued to validate the county’s extremely successful efforts to reduce HIV infections
among injection drug users, and stressed the continuing importance of HIV testing as a primary HIV prevention
approach. Contra Costa County will continue to weigh the potential of new and innovative prevention approaches
in light of emerging epidemiological and behavioral information and the ongoing availability of local HIV prevention
resources.

Summary of Responses to Contra Costa County HIV Prevention Interventions Questionnaire
June 2008
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The proposed 2008-2013 Contra Costa HIV Prevention Action Plan represents a carefully considered, multi-leveled strategy designed to address the ongoing HIV epidemic in Contra Costa County. The Plan incorporates the
needs of the Plan’s specific priority populations while ensuring that cornerstone prevention programs such as HIV
testing and counseling are available to all populations throughout the county. The Plan seeks to utilize demonstrated
approaches to the epidemic while applying community expertise and collaboration to develop and implement innovative new prevention approaches specific to the needs of high-risk groups.
The Action Plan also seeks to prioritize the County’s limited pool of public funding in order to have the greatest
possible impact on the HIV epidemic. As a county that receives relatively few public dollars for HIV prevention,
Contra Costa faces difficult choices in terms of how to spend and allocate resources to reduce new HIV infections.
While vast needs exist for expanded, more intensive, and more focused HIV prevention activities at all levels, only a
very small percentage of what needs to be done can be done given the funds available. This necessitates a perpetual
balancing act which it is the responsibility of the Contra Costa HIV/AIDS Consortium to address. The proposed Action Plan is in large part intended to provide a set of signposts to help influence and guide this difficult decision-making process.
The proposed 2008-2013 HIV Prevention Action Plan is divided into two key sections. Part 1 immediately below
presents a set of overarching goals and activities for the county’s work over the next five years. These goals and
activities have grown out of collaborative discussions with the Contra Costa HIV/AIDS Consortium from January
through April 2008, and the goals and activities themselves were presented and approved at the Consortium meeting of May 12, 2008. Part 2 provides a more detailed one-year action plan specifically related to African Americans,
the first priority population identified in the Prevention Plan. In future years, detailed action plans may also be developed for the two additional key priority populations identified in the Plan, accompanied by additional annual survey
and information-gathering projects as needed.
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Part 1. 2008-2013 Overarching HIV Prevention Goals and Activities
GOAL # 1: To decrease new HIV infections among persons at risk for acquiring or transmitting HIV by delivering
targeted, sustained, and evidence-based HIV prevention interventions which work toward the CDC’s goal of
reducing the number of new HIV infections in the US by 5% each year.
Key Activities:
• Collect and review epidemiological data on an ongoing basis to document the course of the HIV epidemic in
Contra Costa County, including information on emerging high-risk populations and regions.
• Continually gather qualitative, population-based data to identify emerging HIV-related behavioral patterns,
risk factors, and trends in Contra Costa County, including information on behavioral and psychosocial
risk factors.
• Develop and implement targeted, culturally competent HIV risk-reduction interventions for both infected and
uninfected individuals, with a strong focus on the County’s prioritized HIV prevention populations.
• Adapt, refine, and modify HIV risk-reduction interventions to respond to emerging trends in HIV risk behaviors
and epidemiology.
GOAL # 2: To increase knowledge of HIV serostatus, expand access to HIV care, and reduce the incidence of
late HIV testers by providing counseling, testing, and service linkage programs for persons at risk for acquiring or
transmitting HIV.
Key Activities:
• Ensure the continued availability of HIV counseling and testing services in Contra Costa County, including
programs that incorporate STD and Hepatitis screening.
• Support targeted HIV testing programs and venues throughout Contra Costa County, including
neighborhood-based and mobile testing programs.
• Expand HIV testing approaches specifically designed to reduce the number of individuals who test positive
for HIV at a relatively late stage in their HIV infection.
• Provide aggressive support and follow-up to link at least 90% of persons who test positive for HIV to care.
• Strengthen and expand voluntary partner counseling and referral services (PCRS) throughout Contra Costa
County, including increased incorporation of PCRS services into public health and medical programs.
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• Provide effective outreach and information services that expand awareness and knowledge of HIV testing
options and increase the number of persons who seek or consent to HIV testing each year.
GOAL #3: To continually improve the quality of HIV prevention efforts by monitoring and evaluating the effectiveness of
HIV prevention programs on an ongoing basis, and by utilizing collaborative relationships and approaches to increase
the value and impact of HIV prevention efforts.
Key Activities:
• Continue to develop and implement procedures for monitoring the quality, effectiveness, and cultural
competency of HIV prevention interventions in Contra Costa County.
• Continually improve, enhance, and modify existing HIV prevention interventions based on program quality
and impact data.
• Sustain and enhance efforts to ensure collaborative approaches to HIV prevention planning and delivery,
including community planning involving providers and consumers, and increased interaction and coordination
among public and private entities in Contra Costa County.
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Part II. Action Plan to Reduce HIV Infections Among African Americans
July 2008 – June 2009
Background
According to the US Centers for Disease Control and Prevention’s Fighting HIV Among African Americans:
A Heightened National Response, “African Americans are severely and disproportionately affected by HIV.
While blacks represent approximately 13 percent of the U. S. population, they account for approximately half of the
more than one million Americans currently estimated to be living with HIV, and have represented 40% of all deaths
among people with AIDS in the U.S. to date. As new treatments have expanded the lifespans of people infected with
HIV, the number of African Americans living with HIV continues to increase, creating more opportunities for HIV
transmission.” In Contra Costa County alone, African Americans represent 9.5% of the total population, yet nearly
31% of all persons living with HIV and AIDS as of December 31, 2007, meaning that fully 1 in every 176 African
Americans in Contra Costa County were living with HIV/AIDS as of the end of 2007. Men who have sex with men
continue to make up the largest single group of African Americans living with HIV, constituting 37.4% of all African
American PLWHA as of December 31, 2007.
In response to this continuing health crisis, the CDC has stepped up efforts by initiating a Heightened National
Response to HIV/AIDS. Concurrently, the California State Office of AIDS has developed a series of focused initiatives
specifically designed to amplify the prevention response to HIV among African Americans throughout the state of
California. Contra Costa is one of ten California counties charged by the State Office of AIDS with developing an
action plan to adequately address the HIV prevention needs of African Americans, specifically African American
men who have sex with other men (MSM). The resulting 2008-2009 African American Action Plan was developed in
conjunction with the comprehensive HIV planning process conducted by the Contra Costa County AIDS Program
and the Contra Costa HIV/AIDS Consortium. The Action Plan incorporates ongoing input from the HIV/AIDS
Consortium and staff of the Contra Costa AIDS Program, along with findings generated through a qualitative MSM
survey conducted expressly for the prevention planning process.
Plan Elements
Increased focus on the African American HIV epidemic in the US has begun to generate critical new models and
frameworks for approaching the issue of HIV prevention planning in African American communities. The Black AIDS
Institute has taken a key leadership role in this challenge, initiating the nationwide Black AIDS Mobilization project
to draw new attention, planning, and resources to the problem of HIV in African American communities. As part
of the mobilization process, the initiative’s 16 traditional black institutions agreed to four ambitious goals, which
are follows:
• Reduce infection rates: The plan seeks to slash HIV infection rates in the African American community by half
over the next five years.
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• Get Blacks tested: The plan seeks to boost the number of Blacks who know their HIV status by 50 percent in
the next five years.
• Support appropriate care: The plan seeks to ensure that African Americans who do test positive have access
to appropriate care and are personally able to take the necessary steps to live healthily with HIV.
• Eradicate stigma: The plan seeks to wipe out the “needless, deadly stigmas associated with HIV/AIDS that have
for too long blocked Black communities from saving themselves from this epidemic.”
With these four goals as a backdrop for our plan, our efforts in relation to the Contra Costa County African
American community in 2007 focused on four key areas:
1. Enhanced Provider Capacity: The County worked to increase the capacity of local service providers to
provide competent services to MSM by requiring HIV test counselors and prevention providers to attend the
California STD/HIV Prevention Training Center’s MSM Training entitled New Foundations: Expanding the HIV
Prevention Framework with Gay/Bi and Other MSM. In addition, the County worked with a consultant to
survey MSM about HIV prevention services and needs in Contra Costa. These recommendations are included
in our updated HIV prevention plan.
2. Increased Visibility of HIV Counseling and Testing and HIV/AIDS Services: Using bus shelter ads,
bus billboards, segments on television shows, public service announcements and press releases, the Contra
Costa AIDS program promoted the availability of local, rapid, confidential HIV Counseling and Testing (C&T)
services. The goal of these media campaigns was to increase the knowledge of and access to HIV C&T
services. In addition we set specific goals for testing increasing numbers of African American men.
3. Expansion of Health Education and Risk Reduction (HERR) Services for African American Men: The Contra
Costa AIDS Program partnered with new service providers to expand the ability to reach African Americans
not previously contacted for HIV C&T or HERR services. We partnered with the Bay Point Health Center
African American Health Conductors, Neighborhood House of North Richmond’s “Saving the Village” project,
and Rainbow Community Center’s “Project Connect” to accomplish this expansion.
4. Incorporation of Culturally Competent Prevention Frameworks: Over the past year, the Contra Costa AIDS
Program identified culturally competent and culturally appropriate approaches and frameworks for conducting
HIV prevention outreach and intervention for hard-hit local ethnic minority populations. The AIDS Program
also worked with community-based subcontractors to ensure culturally competent interventions and facilitate
appropriate staff training in multicultural HIV prevention issues.
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2008-2009 Contra Costa African American HIV Action Plan
The overarching purpose of the 2008-2009 Contra Costa African American HIV Action Plan is to increase the
number of African American men who are being tested for HIV and HCV, to link those who are HIV positive with
case management and medical care and those who are HIV negative with risk reduction services. We understand
that partnering with other service providers is also key to increasing access to accurate HIV information for African
American men as well as reducing the HIV misinformation and stigma that persists in our communities.
GOAL # 1: To increase HIV and Hepatitis C Virus (HCV) testing for high-risk African American men, particularly those
who identify as gay and bisexual or who have sex with other men.
Objective 1A: By June 30, 2009 the Contra Costa County HIV counseling and testing program will increase the
percentage of African American men who complete an HIV test from 30% of the total tests to 35% of the tests.
This will be accomplished through strengthened partnerships with the Bay Point Family Health Center AA
Health Conductor Program, Neighborhood House of North Richmond, Rainbow Community Center, and
Familias Unidas.
Objective 1B: By June 30, 2009, the visibility of the County’s HIV counseling and testing services will be
expanded in the African American community through quarterly press releases, re-broadcast of HIV television
programs, and distribution of materials linked to National Observance Days, e.g. World AIDS Day, National Black
HIV/AIDS Awareness Day, and National HIV Testing Day.
Objective 1C: By June 30, 2009, the number of African American women who undergo HIV counseling and
testing as a percentage of the total African American HIV testing population will have increased by 5% over
baseline levels to be identified.
Objective 1 D: By June 30, 2009, the proportion of African American men who complete the Hepatitis C Virus
(HCV) antibody test offered at HIV testing sites will have increased by 5% over baseline levels to be identified.
GOAL # 2: To provide effective HIV prevention services for African American men, particularly those who identify as
gay and bisexual or who have sex with other men.
Objective 2A: By June 30, 2009, Neighborhood House of North Richmond will increase their Targeted Prevention
Activities and Individual Level Interventions to African Americans from 51% to 60% of all clients seen.
Objective 2B: By June 30, 2009, African American Health Conductor Program will provide Targeted Prevention
Activities to men with at least 70% of them being African American.
102

Contra Costa County
2008-2013 HIV Prevention Action Plan

ix

Objective 2C: By June 30, 2009, Rainbow Community Center will increase Targeted Prevention and Individual
Level Interventions to African Americans from 12.8% to 15% of total clients served.
Objective 2D: By June 30, 2009, all HIV prevention providers funded through the Contra Costa County AIDS
Program will increase the combined percentage of African American MSM contacts compared to all MSM
contacts from 30.8% to 35% of total client contacts made.
Objective 2E: By June 30, 2009, Richmond Neighborhood Health Center and Bay Point Family Health Center
will each conduct outreach to at least three existing agencies providing non-HIV-specific health and/or
psychosocial services to African American populations in order to distribute client materials, promote better
knowledge of HIV risk issues and services among staff of these organizations, and to increase referrals to HIV
testing, prevention, and care services.
Objective 2F: By June 30, 2009, the Contra Costa County AIDS Program will produce a preliminary
collaborative plan for increasing HIV-related outreach to and contact with recently incarcerated populations,
including women whose male partners are in jail or prison.
GOAL # 3: To increase the capacity of the Contra Costa County Alcohol and Other Drug Services Division’s providers to serve African American men (including those who do and do not identify as having sex with another man) who
may be at risk for or already living with HIV/AIDS.
Objective 3A: By June 30, 2009, Contra Costa County AIDS Program staff will provide two HIV/AIDS Education
Sessions covering topics of epidemiology of HIV/AIDS, HIV testing, risk reduction counseling, treatment for
HIV/AIDS, linkage to care services, and cultural appropriateness with those at greatest risk for HIV/AIDS.
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The Contra Costa 2008-2013 Comprehensive HIV Prevention Plan is designed to be a living document that evolves
and is refined over time in response to emerging needs and findings, changing epidemiologic conditions, and new
HIV prevention opportunities and resources. Rather than offering a static set of rules or guidelines, the plan is
intended to provide a preliminary roadmap that evolves as we continue to proceed down the road of the HIV
epidemic. Plan outcomes and impacts will be continually evaluated and assessed to ensure the effectiveness of
local HIV prevention interventions in light of changing conditions, while Plan goals, activities, and action steps will be
modified as needed in order to ensure the relevance and appropriateness of the document.
As the organizations originally charged with development of the Comprehensive HIV Prevention Plan, responsibility for
tracking progress toward the Plan’s goals and objectives will lie jointly with the Contra Costa County AIDS Program
and the Contra Costa HIV/AIDS Consortium. The Contra Costa AIDS Program will integrate evaluation of its own
programs and those of its contractors with ongoing evaluation of progress toward Plan objectives, and will provide
regular reports to the HIV/AIDS Consortium and the Consortium’s Executive Committee on these issues. Both the
Consortium and the Executive Committee will discuss and address issues arising from these reports as needed,
including proposing possible changes to the content of the Plan to address barriers or take advantage of new
opportunities. Meanwhile, the Consortium as a whole will conduct an annual review of progress toward Plan
objectives, activities, and action steps, including reporting on specific barriers and accomplishments and preparing
and approving recommendations for Plan modifications and amendments.
Two additional evaluation processes within the County will be complementary to the ongoing work of Prevention
Plan evaluation, providing additional information to assess the impact of the Plan and to suggest potential Plan
changes during the implementation process. The first of these involves ongoing assessment of the community
planning process in Contra Costa County. As stipulated by the Centers for Disease Control and Prevention, the
overall goal of HIV prevention community planning is to ensure that a comprehensive HIV prevention plan is in place
that is current, evidence-based, and adaptable as new information becomes available. The plan is intended to be
tailored to the specific needs and resources of Contra Costa County, and should be designed to serve as a roadmap
to coordinate prevention efforts and help guide the work of all regional prevention providers. Core objectives for
evaluating the community planning process, as outlined by the CDC, include the following:
• Fostering the open and participatory nature of the community planning process;
• Ensuring that community planning members reflect the diversity of the epidemic in Contra Costa County,
and possess or have access to expertise in epidemiology, behavioral / health science, health planning, and
evaluation;
• Ensuring that priority populations for HIV prevention are determined based on an epidemiologic profile and a
needs assessment;
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• Ensuring that interventions are prioritized based on explicit consideration of priority needs, outcome
effectiveness, cost and cost effectiveness, theory, and community norms and values; and
• Fostering strong, logical linkages between the community planning process and the allocation of HIV
prevention resources in Contra Costa County.
A second complementary evaluation approach involves the evaluation of community-based HIV prevention services
that are funded through subcontracts to the Contra Costa AIDS Program. All of the County’s subcontracted prevention
providers must include in their work plans both process and outcome evaluation activities and procedures, and must
provide an evaluation plan that details the specific activities to be tracked and the means of determining the
outcomes of the program. Both qualitative and quantitative data are continually recorded and analyzed to assess
overall program effectiveness, through processes that include progress reports, site visits and field observations,
utilization of collaborative data collection systems (e.g. LEO), and additional measures specific to the particular
strategy and interventions selected by each agency.
The use of effective linkages and coordination throughout the county is essential to the effective implementation
and evaluation of the proposed 2008-2013 HIV Prevention Plan. Through the Contra Costa County HIV/AIDS
Consortium, virtually all providers of HIV prevention services in the region are involved in a partnership-based
process to assess evolving needs and develop appropriate interventions and responses. Simultaneously, the
Contra Costa AIDS Program helps coordinate the provision of HIV prevention programs within other county
divisions and programs, including the county’s STD and HIV Surveillance , Alcohol and Other Drug Services, and
Homeless Services programs. Prevention coordination is also linked and integrated with HIV care and service
planning in the county, with the Contra Costa HIV/AIDS Consortium overseeing both prevention planning and the
prioritization and allocation of federal HIV service funding through Parts A and B of the Ryan White HIV Treatment
and Modernization Act of 2006. Effective linkage and coordination ensures that a broad range of services are
available to meet the needs of clients both before they are infected with HIV and following a diagnosis, while
providing a coordinated system of client linkage and referrals that promotes HIV prevention and client health and
self-sufficiency. Effective coordination also allows for the more rapid dissemination of innovations throughout the
system, while maximizing available resources and eliminating the possibility of service duplication.
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