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Detailed requirements for reporting of communicable diseases including HIV/AIDS are described in the 
“Rules and Regulations Governing Reportable Diseases” (www.msdh.ms.gov/msdhsite/_static/
resources/1719.pdf) and the “Mississippi Reportable Diseases List” (https://msdh.ms.gov/msdhsite/
_static/resources/877.pdf).  

Mississippi health care providers are required to report all individuals who test positive for HIV, 
regardless of the date of the individual’s initial diagnosis, to the health department. Providers are also 
required to report new diagnoses of AIDS in a person previously diagnosed with HIV. Local health 
department officials forward case reports to the Mississippi State Department of Health. Names are 
never sent to the federal government.  

Laboratories are required to report all positive HIV screening tests, p24 antigen detection, HIV viral 
culture, and HIV nucleic acid detection, all HIV viral load tests (detectable or not), and all CD4 counts in 
the setting of HIV. If the laboratory cannot distinguish tests, such as CD4 counts, due to HIV versus 
other diseases (such as cancer), the CD4 counts should be reported and the health department will 
investigate. However, laboratory reporting does not relieve health care providers of their duty to 
report, as some critical information necessary for surveillance and follow-up is not available to 
laboratories.  

For further information about HIV/AIDS reporting requirements, please call your local health 
department or the Mississippi State Department of Health at 877-978-6453. 
 

This report uses standard HIV surveillance definitions that are used in nationwide reports. These allow 
for comparability with other jurisdictions and provide consistency over time. Detailed information 
about how HIV data is collected and how populations are defined can be found on the page "Terms, 
Definitions, and Calculations Used in CDC HIV Surveillance Publications" on the CDC webpage (https://
www.cdc.gov/hiv/statistics/surveillance/terms.html). 
 

This report uses data from January 1, 2018 through December 31, 2018. Because HIV surveillance data 
are dynamic and are often updated with new data, this report uses a dataset that was “closed” on 
December 31, 2019 to allow for changes to the 2018 data that may have occurred after December 31, 
2018. However, we still anticipate that some past estimates may change.  These changes may include 
data on characteristics of people living with HIV, laboratory results, and causes of death. Health 
departments may also change their definitions for defining outcomes, including new HIV diagnoses. 
These changes can affect current calculations of estimates from prior years. Thus, differences between 
annual Epidemiology Reports for estimates for a given year are expected. 
 

This report conforms to the standards specified in CDC re-release agreements. These agreements are 
signed between CDC and all state/local HIV surveillance programs in order to ensure confidentiality of 
personally identifiable information. In general, the data in this document is presented at a county-level 
and does not require suppression of small numbers. In tables with multi-way stratification, counts 
below 6 are suppressed.  These standards ensure that a reader of the document cannot infer 
information about an individual based on partial knowledge of a person's characteristics. 
 

In this report, race and ethnicity are mutually exclusive categories. Throughout this report, when we 
categorize individuals by race (e.g., Black, Asian), these are individuals who did not report Hispanic or 
Latinx ethnicity. 
 

To determine the population size of MSM in Mississippi, we used a previously-published methodology 
(Grey at al., JMIR Public Health Surveill 2016). This method has been used by CDC to estimate state-
specific rates of syphilis among MSM (de Voux et al., MMWR 2017). We received updated estimates 
(2014-2017) from Dr. Grey for this profile. 
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Definitions 
AIDS: The late stage of HIV that is characterized by a severely damaged immune system due to the virus. A person is 

considered to have AIDS if their CD4+ T-cell count falls below 200 cells per cubic millimeter of blood or if they develop 
one or more opportunistic illness (OI). 

CD4 Count: A measure of the number of CD4+ T cells in the blood, normal range is between 500-1,500 CD4+ T-cells per 
mm3 of blood. HIV virus infects and kills CD4+ T cells, decreasing the strength of the immune system at fighting various 
infections and eventually leading the individual to develop AIDS (CD4 < 200 cells/mm3 or an OI). Through effective HIV 
treatment, CD4 count can rise to more normal levels. 

Cisgender: Individuals whose current gender identity is the same as the sex they were assigned at birth. 

Epidemiology: The branch of public health that deals with the incidence, determinants, distribution, and possible control of 
diseases and other factors relating to health. 

Gender: The range of identities possible outside of the socially established categories of male and female. (See note, pg 10) 

Gender Nonbinary: Individuals who do not identify their gender as man or woman.  Other terms to describe this identity 
include genderqueer, agender, bigender, gender creative, etc. 

Gender Nonconforming: The state of one’s physical appearance or behaviors not aligning with societal expectations of their 
gender (a feminine boy, a masculine girl, etc.). 

HIV: Human immunodeficiency virus (HIV) is the virus that causes AIDS. HIV puts people at higher risk for some types of 
infection and other medical problems by targeting the cells that help the body fight infection. Contact with specific 
bodily fluids - most commonly through condomless sex or sharing of injection drug equipment - allows the virus to 
spread between individuals. 

HIV Cluster Detection: The use of routing HIV surveillance data to identify and respond to potential outbreaks of HIV 
transmission in a community.  Currently it consists of two activities: molecular cluster detection and time-space cluster 
detection.  

HIV Viral Load: The amount of HIV viral RNA is in the bloodstream. Higher amounts of HIV viral load have been linked to 
faster HIV progression and poorer outcomes. Through taking antiretroviral therapy (ART) medication, individuals can 
reach viral suppression, which is the presence of less than 200 copies of HIV per milliliter of blood. People with 
suppressed viral loads cannot transmit HIV sexually. 

IDU (Injection Drug Use): A transmission category used to describe persons who have injected non-prescription drugs. 

Incidence Or Incident Diagnoses: Theoretically refers to newly acquired HIV in a time period, but the exact time of acquisition 
of HIV is often unknown, so incident diagnoses are used as a proxy. Incidence diagnoses exclude individuals first 
diagnosed with HIV outside of Mississippi. 

Late HIV Diagnosis: Diagnosis of AIDS within 12 months of HIV diagnosis. This is a proxy for the frequency of HIV testing. 
Someone who is diagnosed with AIDS within 12 months of their HIV diagnosis was likely living with HIV for several 
years (or decades) without being tested for HIV.  

MSA (Metropolitan statistical area): A core geographic area containing a substantial population nucleus, tougher with 
adjacent communities having a high degree of social and economic integration with that core. 

MSM (Men who have sex with men): An epidemiologic term defined as a man who has had at least one male sexual partner. 
Depending on the source and use of data, this may be defined as in the past 1 year, 5 years, since 1977, or during a 
man’s lifetime. While this primarily includes MSM who identify as gay or bisexual, it also encompasses non-gay 
identified MSM. 

MSM/IDU: Men who have sex with men who also report injecting non-prescription drugs 

NIR/NRR (No identified risk / no risk reported): Individuals diagnosed with HIV who do not have complete risk factor 
information. This information may be incomplete because the individual died, declined to be interviewed, were lost to 
follow-up, or who were interviewed but there was no risk factor identified.  

Perinatal: persons who acquired HIV through perinatal transmission but aged 13 years and older at time of diagnosis of 
HIV. Prevalence data and tables of death data includes persons who acquired HIV through perinatal transmission but 
aged 13 years and older during the specified year or at death. 

PLWH (People living with HIV): People who have been confirmed to have HIV who are presumed living in a jurisdiction at a 
certain point or period of time.  

PrEP (Pre-Exposure Prophylaxis): A course of HIV drugs taken by people without HIV to prevent HIV acquisition, which, when 
taken correctly, eliminates the risk of acquiring HIV through sexual transmission. 

PWID (People who inject drugs): Defined as an individual who has used a syringe to inject drugs that were not prescribed to 
them, or drugs that were prescribed but are used in a different way than as prescribed (e.g. to get high). This is 
primarily based on current injection drug use (IDU) but can also be based on recent or lifetime IDU. 

Sex: The various biological traits - such as hormone levels, anatomic structures, and genetic factors (e.g. chromosomes) - 
that are characteristic of sex-determined males and females. Refers to sex assigned at birth in this report. This is 
independent of gender. 

Surveillance: The continuous collection, analysis, and distribution of data regarding a health-related event.  
Transgender: Individuals whose current gender identity differs from the sex they were assigned at birth. 
Viral Suppression: The presence of less than 200 copies of HIV per milliliter of blood. People with suppressed viral loads 

cannot transmit HIV sexually.  
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Executive Summary 
This “Ending the HIV Epidemic in Mississippi: Epidemiologic Profile” is the first HIV epidemiologic profile pub-

lished by the Mississippi State Department of Health (MSDH) since 2017, and represents the first Ending the HIV 

Epidemic (EHE) profile. This profile represents a collaborative effort between MSDH and the University of Wash-

ington, an organization with whom the MSDH has had an ongoing partnership since 2014.  

In 2019, the US federal government launched the EHE initiative, which aims to reduce the number of new HIV 

transmissions by 75% by 2025 and by 90% by 2030. The EHE identified 48 counties and 7 states that are 

“geographic hotspots” of HIV; Mississippi is one of those 7 states. Catalyzed by that effort, MSDH is committed 

to developing annual reports (Epidemiologic Profiles) that provide a comprehensive summary of the HIV epi-

demic in Mississippi and provide a description of progress made toward meeting local and national EHE goals. 

In this first report, we provide a summary of Mississippi’s HIV epidemic in 2018, which will serve as the 

“baseline” year for which all progress toward EHE goals will be measured. In subsequent years, we will continue 

to provide a snapshot of the HIV epidemic for the current year and describe the progress that has been made 

toward achieving EHE goals since 2018. 

 

Ending the HIV Epidemic in Mississippi 

Mississippi has a goal of reducing the number of HIV transmissions by 50% by 2025. To achieve this, MSDH and 

its community partners have developed an EHE plan detailing the activities that will be undertaken in the next 

five years, following the four federal pillars of the EHE initiative: Test, Treat, Prevent, and Respond. The 

“Mississippi Ending the HIV Epidemic Dashboard” section of this report (page 4) tracks progress toward EHE 

goals and the “Monitoring and Evaluation of Progress Towards EHE Goals” section (page 27) provides details on 

the metrics used to monitor progress toward these goals.  

 

Mississippi’s HIV Epidemic in 2018 

The complete summary of Mississippi’s HIV epidemic in 2018 is detailed in “Mississippi State 2018 

HIV/AIDS Narrative & Data Tables” (page 8). Here we provide a brief summary of those data and notable trends. 

 

Summary of Mississippi’s HIV Epidemic in 2018 

New HIV Diagnosis: In 2018 there were 476 individuals diagnosed with HIV. The rate of new HIV diagnosis in 

2018 was 16 per 100,000 Mississippians , which represents a 12% increase from the 2017 rate. About 78% 

of people diagnosed with HIV were men, 58% were less than 35 years old, and 74% were Black. 

Linkage to HIV Care: Among individuals diagnosed with HIV in 2018, approximately 32% were linked to HIV 

care within 7 days and 64% were linked to HIV care in 30 days. 

People living with HIV (“Prevalent HIV”): There were 10,325 individuals living with HIV in Mississippi in 2018, 

which equates to a prevalence of 346 people living with HIV per 100,000 Mississippians. About 71% of these 

individuals were male, 77% were over 35 years old, 73% were Black, and 62% resided in an urban area.  

Receipt of HIV Care and Viral Suppression: Among individuals living with HIV, only 64% received medical 

care in 2018 and only 44% were virally suppressed.  

Mortality: In 2018, 190 individuals living with HIV in Mississippi died, representing a mortality rate of 1,828 

deaths per 100,000 people living with HIV in 2018. This is a 23% decline in the mortality rate since 2014.  
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 Notable Trends in Mississippi’s HIV Epidemic in 2018 

There is a disproportionate burden of HIV on Black individuals. 74% of new HIV diagnoses in 2018 were 

among Black individuals, who represent 39% of the population in Mississippi. Black individuals have a 6-fold 

higher rate of new HIV diagnosis compared to White individuals, and the prevalence of HIV is 5.5-fold higher 

among Black individuals compared to White individuals.  

Men who have sex with men (MSM), particularly young Black MSM, are at high risk of HIV. The rate of HIV 

among MSM in Mississippi is 83-fold higher than the rate of HIV among the general population of Mississippi-

ans. Overall, 18% of all new HIV diagnoses in Mississippi were among Black MSM less than 25 years old, who 

represent <1% of the population in Mississippi. 

Women are often diagnosed with HIV late and women living with HIV have a high mortality rate. Approxi-

mately 37% of women were diagnosed with AIDS within one year of their HIV diagnosis (i.e., were consid-

ered “late” HIV diagnoses) compared to 26% of men. Women living with HIV died at a rate that was 3.7-

times higher than the general population of women in Mississippi, after adjusting for age. 

Young people and people who reside in rural communities are being linked to HIV care more slowly than oth-

er populations. Only 24% of individuals less than 35 years of age who were newly diagnosed with HIV were 

linked to care within 7 days, compared to 44% of those 35 years and older. Among people who reside in ru-

ral counties, only 49% were linked to care within 30 days compared to 80% of individuals who reside in ur-

ban counties.    

There are disparities in viral suppression by race and ethnicity. In 2018, viral suppression was lower among 

Hispanic PLWH (35%), but relatively similar between Black PLWH (44%) and White PLWH (43%).  However, 

among individuals who had a viral load measured in 2018, viral suppression was lower among both Black 

(80%) and Hispanic PLWH (78%) compared to White PLWH (88%).  

Data is missing for HIV acquisition risk for the majority of women diagnosed with HIV in 2018.  Eighty-seven 

percent of women diagnosed with HIV in 2018 were categorized as not having an identified HIV risk (NIR) or 

not reporting an HIV risk (NRR), meaning that the woman did not know their acquisition risk, was unwilling 

to disclose their acquisition risk, or the health department was unable to contact them.  This means that the 

mode of transmission (i.e., primary risk factor for acquiring HIV) for the majority of women is unknown.  
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MISSISSIPPI ENDING THE HIV EPIDEMIC DASHBOARD  
 

Goals*     
Mississippi    

Data 
2025 Goals 

Current 

Trend** 

    2018† 20xx†† MS National   

Number of new HIV diagnoses   476 cases —-cases 50% 75%  -- 

       

Pillar 1: HIV Testing             

Knowledge of HIV Status   83% --% 90% 95%  -- 

Late HIV diagnosis   29% --% <20% --  -- 

       

Pillar 2: Treatment and Care 
          

  

Linkage to care within 7 days 
  

32% --% 65% --  -- 

Linkage to care within 30 days 
  

64% --% 95% 95%  -- 

Viral suppression within 6 months 
  

41% --% 90% 95%  -- 

Receipt of HIV care 
  

64% --% 75% 95%  -- 

Viral suppression 
  

44% --% 70% 95%  -- 

Re-engagement in HIV care 
  

15-30% --% 75% --  -- 

HIV/AIDS standardized mortality ratio 
  

2.0 -- 1.75 --  -- 

       

Pillar 3: Prevention of HIV 
         

  

Knowledge of PrEP   42% --% 95% --  -- 

Screening for PrEP   12% --% 85% --  -- 

Uptake of PrEP   13% --% 50% 50%  -- 

Retention on PrEP at 4 months   -- --% 75% --  -- 

       

Pillar 4: Respond to clusters 
          

  

Cluster surveillance within 14 days‡   71% --% 85% 85%  -- 

Completion of genotype sequencing‡   16% --% 70% --  -- 

Response to transmission clusters   --γ
 --% 65% --  -- 

PrEP uptake in cluster   --γ
 --% 75% --  -- 

Re-linkage to care in cluster   --γ
 --% 75% --  -- 
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TECHNICAL NOTES TO THE DASHBOARD 
 

*The definitions for each metric used to monitor progress toward the EHE Pillars are found on the following pages: 

• Overall Goal: Page 29 

• Pillar 1: Page 32 

• Pillar 2: Page 37-38 

• Pillar 3: Page 49-50 

• Pillar 4: Page 54-55 

**Each year this column will be populated with a check mark, up arrow, or X to indicate whether or not MSDH is on 

target to meet the goal. A star will be used to indicate if the local goal was met but the national goal was not  

†2018 will serve as the baseline year for the dashboard 

††Each year this column will be populated with the data for the most recent year  

‡These are process metrics and may be removed in subsequent dashboards as the processes for molecular surveil-

lance become more routinized 

γ There were no priority clusters identified in 2018 

Key:         

 

               Goal met                 On pace to meet goal    Not on pace to meet goal                Local goal was met, but the national goal was not                   
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OVERVIEW OF  

MISSISSIPPI STATE 
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Many of Mississippi's poor health outcomes are due to social determinants of health. Social determinants of 

health are the conditions in which people are born, work, grow, and age. They are pivotal to individual health 

and community well-being, and their impact is just as great as biological health factors. These circumstances 

are shaped by the distribution of wealth, power, and resources at the national, state, and local levels. They in-

clude:  food security, public transportation, workplace safety, affordable housing, violence and crime, systemic 

racism, education, and job opportunity and income.  The MSDH jurisdictional plan to End HIV in Mississippi 

(available at: https://msdh.ms.gov/msdhsite/_static/14,0,150.html) provides an in-depth situational analysis of 

Mississippi, people living in Mississippi, and the social determinants of health in Mississippi that contribute to 

HIV prevention and care. Below is a summary of the demographics of Mississippi’s population and a brief sum-

mary of some of these social determinants of health. 

 

Demographics of the Population 

The estimated population size of Mississippi is 2,976,146, which represents a 0.3% increase in the population 

size since 2010.  Approximately 51.5% of Mississippians are female, 26.7% are under 20 years of age and 

16.4% are over age 65. Nearly 60% of people living in Mississippi are White, 38% are Black,  and 3.4% are His-

panic or Latinx. Less than 2% of the population reports being either American Indian or Alaska Native, Native 

Hawaiian or other Pacific Islander, or Asian.  

 

Poverty and Insurance 

The latest American Community Survey from the United States (US) Census shows that 19.6% of Mississippians 

are in poverty, which is the highest poverty rate in the US.  About 83% of Mississippians have graduated high 

school and 22% have a Bachelor’s degree or higher; this is the third lowest and lowest in the US, respectively. 

The median household income in Mississippi is $43,567, which is the second lowest in the US and is about 

$20,000 lower than the US median household income. Among people under age 65, 15.4% do not have health 

insurance.  

 

Urbanicity 

Mississippi is a predominantly rural state, with 54% of the population residing in a rural community, and ap-

proximately 77% residing outside the Jackson MSA. There are limited areas with public transportation mostly 

located in Central and South MS.  The average client that resides in rural MS has to drive at least two hours one 

way to get Prevention and Care services.  

Overview of Mississippi State, 2018 

https://msdh.ms.gov/msdhsite/_static/14,0,150.html
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MISSISSIPPI STATE 2018 

HIV/AIDS NARRATIVE & 
DATA TABLES 
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Narrative Summary  
2018 HIV Epidemic in Mississippi 

In 2018, there were 476 individuals newly diagnosed with HIV in Mississippi, which represents a rate of 16.0 

diagnoses per 100,000 Mississippi residents. (Table 1). This represents a 12% increase in the rate from 2017. In 

the United States and 6 dependent areas, the overall rate of new HIV diagnoses in 2018 was 11.5 per 100,000

(CDC, HIV Surveillance Report, 2018).  

 

Sex at Birth 
Throughout the report we refer to “men” and “women” in terms of sex at birth. (For clarification on how sex 

and gender are reported, please see section titled: “HIV among Transgender, Non-Binary, Genderqueer, and 

Gender Non-Conforming Individuals” on page 10). In 2018, 78% percent of new HIV diagnoses were among 

men, and men had a nearly 4-fold higher rate of new HIV diagnosis than women. The rate of new HIV diagnosis 

among men increased 17% between 2017 and 2018. The rate of new HIV diagnosis among women has declined 

by 11% since 2013 (Table 1, Figure 1). 

 

Among women who were newly diagnosed with HIV in 2018 (N=103), 65% were over 35 years of age and 76% 

New HIV Diagnoses 

Figure 1: Rate of new HIV diagnosis by sex at birth, MS State, 2013-2018  
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Age 
Nearly 60% of new HIV diagnoses in 2018 were among individuals who were less than 35 years old. Individuals 

aged 25-34 experienced the highest rate of new HIV diagnosis in 2018 (37 per 100,000). This represents a near-

ly 12% increase in the rate of new HIV diagnosis in this age group since 2013. The rate of new HIV diagnosis 

among individuals aged 15-24 has declined by 13% since 2013 (Figure 2). 

 

Among individuals less than 35 years old who were newly diagnosed with HIV in 2018 (N=276), 216 (78%) were 

Black, 41 (15%) were White, 14 (5%) were Hispanic, and 5 (2%) were “Other” race (American Indian/Alaska 

Native, Asian, multiple race, or unknown race, Table 4).  

 

Race/Ethnicity 
Seventy-four percent of new HIV diagnoses in 2018 were among Black individuals, and Black individuals have a 

nearly 6-fold higher rate of new HIV diagnoses compared to White individuals (31.6 per 100,000 vs. 5.5 per 

100,000) (Table 1). The rate of new HIV diagnosis among Black individuals has remained relatively constant 

since 2013  (Figure 3). There has been a substantial increase in the rate of new HIV diagnosis among Hispanic 

populations – from 5.5 per 100,000 in 2016 to 23.4 per 100,000 in 2018 – though the absolute number of His-

panic individuals diagnosed with HIV remains small (23 new cases in 2018).  

 

Among Black individuals newly diagnosed with HIV in 2018 (N=353), 22% were women, 62% were less than 35 

The Mississippi State Department of Health (MSDH) is continuously working to improve data collection and re-

porting for individuals whose gender identity does not align with their sex at birth. In 2018, there were <5 peo-

ple newly diagnosed with HIV who were reported to be transgender, non-binary, genderqueer, or gender non-

conforming. Throughout this report we have included these individuals in the table according to their sex at 

birth. We chose not to separately report the data for these individuals in the tables for two reasons. First, we 

believe that reporting the data on this small number of individuals may violate their privacy, since it may be 

possible to identify someone based on the data that are reported about them. Second, we do not believe this 

number is accurate, and likely represents a large underestimate. Data on gender identity for individuals who 

are newly diagnosed with HIV are not systematically collected by MSDH. By separating out these <5 people in a 

table, we feel that we are knowingly reporting this inaccuracy and it will appear as if HIV is not a public health 

crisis among transgender, non-binary, genderqueer, and gender non-conforming individuals. As part of the EHE 

plan, the MSDH is committed to improving the data collection and data quality for gender identity to more accu-

rately report on the burden of HIV in this community.  

HIV among Transgender, Non-Binary, Genderqueer and  
Gender Non-Conforming Individuals  

were Black. The rate of new HIV diagnosis among Black women was 5 times higher than the rate among White 

women. The mode of transmission (i.e., primary risk factor for acquiring HIV) for the majority of women is un-

known; 87% percent of women diagnosed with HIV were categorized as not having an identified HIV risk (NIR) 

or not reporting an HIV risk (NRR, Table 3). Using CDC methodology to re-categorize the NIR/NRR transmission 

categories, most women are categorized as having HIV acquisition associated with heterosexual contact. 

 

Among men who were newly diagnosed with HIV in 2018 (N=373), 65% were less than 35 years of age and 

73% were Black. The rate of new HIV diagnosis among Black men was 6 times higher than the rate among 

White men, and nearly 5 times higher among Hispanic men than among White men. Sixty-one percent of men 

newly diagnosed with HIV were categorized as men who have sex with men (MSM), and 34% of men were cate-

gorized as NIR or NRR (Table 3). After using CDC methodology to re-categorize the NIR/NRR transmission cate-

gories, most of these men are categorized as MSM.  
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Transmission Category 
Approximately 46% of individuals newly diagnosed with HIV had no identified or reported risk for HIV acquisi-

tion (N=218). These individuals are not categorized into a transmission category.  

 

Of all individuals newly diagnosed with HIV in 2018, 48% were MSM, despite MSM representing only 1% of the 

population in Mississippi (Grey et al., JMIR Public Health Surveill 2016). Over time, men who were not catego-

rized as MSM have made up an increasing percentage of new HIV diagnoses (23% in 2013 vs 30% in 2018; Fig-

ure 4). Of individuals who had an identified risk or reported risk in 2018 (N=258), MSM accounted for 88% of all 

new HIV diagnoses in 2018. The rate of HIV among MSM in Mississippi is 1,332 per 100,000, which is 83-fold 

higher than the rate of HIV among the general population of Mississippians. There were <5 individuals diag-

nosed with HIV in 2018 who reported injection drug use (IDU) and 27 individuals (5%) categorized as hetero-

sexual (Table 1).  

 

Using methodology developed by CDC, individuals who were not categorized into a transmission category were 

“assigned” a category based on information from individuals who were categorized into a transmission catego-

ry. Using those data, 68% of individuals newly diagnosed with HIV in 2018 were MSM, 28% were categorized as 

having HIV acquisition associated with heterosexual contact, 3% were categorized as IDU, 1% were categorized 

as MSM/IDU, and <1% were categorized as perinatal.  

 

 

Figure 2: Rate of new HIV diagnosis by age, MS State, 2013-2018 

years of age, and 47% were MSM. Black MSM represent 36% (169 individuals) of all people newly diagnosed 

with HIV in 2018 (N=476). Of 169 Black MSM, 84% were less than 35 years old and 50% were less than 25 years 

old. Among Black men who were not MSM, 41% were less than 35 years old. Overall, 18% (84 of 476) of all new 

HIV diagnoses in MS were among Black MSM less than 25 years old (Tables 3, 4, 5).  

 

Among White individuals newly diagnosed with HIV in 2018 (N=92), 24% were women, 45% were less than 35 

years old, and 45% were MSM. Of 41 White MSM diagnosed with HIV in 2018, 63% were less than 35 years old. 

Among White men who were not MSM, 30% were less than 35 years old (Tables 3, 4, 5). 

 

Among Hispanic individuals newly diagnosed with HIV in 2018 (N=23), 4% were women, 61% were less than 35 

years old, and 52% were MSM. Of 12 Hispanic MSM diagnosed with HIV in 2018, 75% were less than 35 years 

old. Among Hispanic men who were not MSM, 45% were less than 35 years old  (Tables 3, 4, 5). 
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County and MSA Residence 
More than half of individuals diagnosed with HIV in 2018 resided in a rural county at the time of HIV diagnosis, 

with 71% living outside the Jackson MSA. The rate of new HIV diagnosis was slightly higher in urban counties 

(16.6 per 100,000) than rural counties (15.4 per 100,000) and substantially higher among individuals in the 

Jackson MSA (25.0 per 100,000) compared to individuals not living in the Jackson MSA (13.9 per 100,000)  

(Table 1).  

Figure 3: Rate of new HIV diagnosis by race/ethnicity, MS State, 2013-2018 

Figure 4: Distribution of new HIV diagnoses by birth sex and gender of sex partners (for men only), MS 

State, 2013-2018 
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Of the 476 individuals diagnosed with HIV in 2018, 32% were linked to HIV care within 7 days of their HIV diag-

nosis, and 64% were linked to HIV care within 30 days of their HIV diagnosis (Table 1).  

 

Linkage to Care in 7 Days (Table 1): Among individuals less than 35 years of age, only 24% were linked to 

care within 7 days compared to 44% of those 35 years and older. Women were slightly more likely to link to 

care within 7 days compared to men (38% vs. 31%). Hispanic individuals were more likely to link to care in 7 

days (48% linked in 7 days) compared to White individuals (35% linked in 7 days) or Black individuals (30% 

linked in 7 days). MSM were less likely to link to care within 7 days (27% linked in 7 days) compared to individ-

uals in other transmission categories. Individuals residing in an urban county were more likely to be linked to 

care in 7 days compared to those in a rural county (39% vs. 26%) and those living in the Jackson MSA were 

more likely to be linked to care in 7 days than those not living in the Jackson MSA (38% vs. 30%). 

 

Linkage to Care in 30 days (Table 1): Among individuals less than 35 years of age, 60% were linked to care 

within 30 days compared to 69% of those 35 years and older. Approximately 63% of men and 66% of women 

were linked to care within 30 days. Only 56% of Hispanic individuals linked to care within 30 days, compared to 

63% of Black individuals and 71% of White individuals. The percent of MSM who linked to care within 30 days 

(62%) was lower than for heterosexuals (70% linked in 30 days) but similar to those categorized as “Other” 

transmission category (64% linked in 30 days). Less than 50% of individuals living in a rural county were linked 

to care within 30 days, compared to 80% of those living in an urban county. For those living in the Jackson 

MSA, 70% were linked to care within 30 days. The comparable percent for those living outside the Jackson MSA 

was 61%.  

Initial Linkage To Care For Individuals Diagnosed With HIV  
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In 2018 there were 10,325 individuals living with HIV in Mississippi which represents a prevalence of 346 people 

living with HIV per 100,000 Mississippians (Table 2). In the United States and 6 dependent areas in 2018, the 

prevalence of HIV was 375 per 100,000 population. 

Birth Sex 
Most (71%) individuals living with HIV in Mississippi are men, and 29% are women. Among women living with 

HIV in Mississippi (N=3,030), 18% are less than 35 years of age and 81% are Black. Approximately 40% of 

women living with HIV reside in a rural county and 64% live outside the Jackson MSA. Among men living with 

HIV in Mississippi (N=7,295), 26% are less than 35 years of age and 70% are Black. Approximately 37% of men 

living with HIV reside in a rural county and 67% reside outside the Jackson MSA (Tables 2, 6, 8). 

Age 
Approximately 23% of people living with HIV in Mississippi are less than 35 years old. There were 2,405 individ-

uals aged 13-34 living with HIV in 2018. Of these individuals, 84% were Black and 11% were White. Approxi-

mately 38% of PLWH less than 35 years old reside in a rural county and 66% reside outside the Jackson MSA; 

this is a similar proportion as all PLWH (Tables 2, 8). 

Race/Ethnicity 
Of 10,325 PLWH in 2018, approximately 73% were Black, 21% were White, and 3% were Hispanic. The preva-

lence of HIV is 5.5-fold higher among Black individuals compared to White individuals (652 per 100,000 vs. 119 

per 100,000). The prevalence of HIV is 3-fold higher among Hispanic individuals compared to White individuals 

(344 per 100,000 vs. 119 per 100,000, Table 2).  

Among Black PLWH (N=7,499), 33% are women, 27% are aged 13-34, 39% reside in a rural county, and 

62% reside outside the Jackson MSA (Tables 7, 8). 

Among White PLWH (N=2,136), 19% are women, 12% are aged 13-34, and 32% reside in a rural county, and 

78% reside outside the Jackson MSA (Tables 7, 8).  

Among Hispanic PLWH (N=338), 22% are women, 23% are aged 13-34, and 48% reside in a rural county, 

and 81% reside outside the Jackson MSA (Tables 7, 8). 

Among PLWH who are categorized as “Other” race (combined due to small numbers; includes American Indi-

an/Alaska Native, Asian, Native Hawaiian/Other Pacific Islander, multi-race/unknown/other; N=325), 28% are 

women and 17% are aged 13-34. Seventeen percent of Asian PLWH, 85% of American Indian/Alaska Native 

PLWH, and 38% of individuals who are multiracial/unknown race/other race reside in a rural county (Tables 

7, 8). 

Transmission Category 
Forty-one percent of PLWH in Mississippi in 2018 were categorized as MSM, 8% were categorized as IDU or 

MSM/IDU, 19% were categorized as heterosexual contact, and 31% had no identified risk or no risk reported 

(Table 2). 

County and MSA Residence 
Of all PLWH in Mississippi, 6,397 (62%) resided in an urban county and 3928 (38%) resided in a rural county. 

This is different than the general population of Mississippi, where 45% of the general population of Mississippi 

resides in an urban county and 55% resides in a rural county. Approximately 34% of PLWH in Mississippi reside 

in the Jackson MSA and 66% reside outside the Jackson MSA. The distribution of sex, age, and transmission cat-

egory of PLWH is similar between rural and urban areas. Hispanic PLWH are more likely to reside in rural areas 

and outside the Jackson MSA compared to PLWH of other races/ethnicities (Table 8).  

People Living with HIV 
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Of 10,325 people living with HIV in 2018, 6,637 (64%) received any care (as indicated by a CD4, genotype or 

viral load test) in 2018 and 4,534 (44%) were virally suppressed (Figure 5). Among individuals who had a viral 

load test done in 2018, 82% were virally suppressed (Table 2). (People who had a viral load test in 2018 by defi-

nition received any care; thus viral suppression rates are higher when  comparing the population who had a 

viral load test done to the overall population of PLWH). 

Receipt of HIV Care: Receipt of HIV care was similar by sex at birth and whether or not someone resided in an 

urban or rural county. Approximately 68% of people aged 13-24 had an HIV care visit in 2018, which was high-

er than individuals of any other age group. Only 50% of individuals who were at least 45 years old had an HIV 

care visit in 2018. Among Black PLWH, 67% received HIV care in 2018 compared to 58% of White PLWH and 

51% of Hispanic PLWH (Table 2).  

Viral Suppression:  There were no differences in viral suppression by sex at birth. Among all PLWH aged 13-24, 

50% were virally suppressed, which was higher than any other age group. However, when limiting the popula-

tion to those who had a viral load test, PLWH aged 13-24 had the lowest viral suppression (73%) compared to 

the other age groups. When comparing race/ethnicity categories, viral suppression was highest among people of 

“Other/Multiple” race at 58%, and lowest among individuals who were Hispanic (viral suppression=35%). Ap-

proximately 44% of Black PLWH were virally suppressed compared to 43% of White PLWH and 35% of Hispanic 

PLWH. When limiting the population to individuals who had a viral load test in 2018, viral suppression was the 

lowest (approximately 80%) among Black PLWH, Hispanic PLWH, and American Indian/Alaska Native PLWH. Viral 

suppression was similar among PLWH who resided in urban or rural areas, but those who resided in the Jackson 

MSA had a lower viral suppression (40%) compared to those who did not reside in the Jackson MSA (46%) 

(Table 2). 

Care Continuum 

Figure 5: MS State 2018 HIV Care Continuum 
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AIDS and Death 

AIDS Diagnosis and Late HIV Diagnosis 
There were 235 individuals diagnosed with AIDS in 2018. Sixty-eight percent were women, and 54% were indi-

viduals less than 35 years old. Eighty percent of individuals diagnosed with AIDS were Black and 46% resided in 

a rural community.  

Of individuals newly diagnosed with HIV in 2017* (n=427), 124 (29%) were diagnosed with AIDS within one 

year of their HIV diagnosis (i.e., were considered “Late Diagnoses”) (Table 9). The percentage of women who 

were diagnosed with AIDS within one year of HIV diagnoses was 37%, which was higher than the percentage 

for men (26%). The percentage of individuals diagnosed with AIDS within one year of HIV diagnosis was similar 

by race/ethnicity and residence. Individuals who were at least 35 years old were more likely to be diagnosed 

with AIDS within 12 months of their HIV diagnosis than those younger than 35. A lower percentage of MSM 

were diagnosed with AIDS within 12 months of HIV diagnosis (23%) compared to those with a transmission cat-

egory of heterosexual contact (33%) or those categorized as NIR/NRR (37%). 

Deaths 
There were 190 PLWH who died in 2018, which is a rate of 18.4 per 1,000 people living with HIV in Mississippi 

per year. About one-third of individuals who died were women, about one-quarter were less than 45 years old, 

and 76% were Black. Individuals over age 65 had the highest case fatality rate (46.6 per 1,000 PLWH). The 

standard mortality ratio (SMR) is a measure of the rate of death relative to the general population of Mississip-

pians. In 2018, the overall SMR was 2.0, indicating that PLWH died at a rate that was 2.0-times higher than the 

rate among the general population of Mississippians, adjusting for sex at birth and age. Women living with HIV 

died at a rate that was 3.7-times higher than the general population of women in Mississippi, after adjusting for 

age. Individuals aged 35-44 who were living with HIV died at a rate that was 4.5 times higher than the general 

population of Mississippians aged 35-44, adjusting for sex. These data are not available by race, urbanicity, or 

transmission category (Table 10). 

*To calculate late HIV diagnosis, we examined the number of individuals who were diagnosed with HIV in 2017 who were subse-

quently diagnosed with HIV within one year (i.e., in 2018) 
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Table 1: People Newly Diagnosed with HIV and Linked to Care by Demographic Characteristics and  
Transmission Category,  Mississippi, 2018 

   

People newly diagnosed 
with HIV 

 
Linked to Care in 7 

Days 
 

Linked to Care in 30 
Days

 
 

 

   no. col % Rate1  no. row %  no. row %  

Total  476 100% 16.0  153 32%  303 64%  

             

Sex at Birth             

Male  373 78% 25.8  114 31%  235 63%  

Female  103 22% 6.7  39 38%  68 66%  

             

Age at HIV Diagnosis            

<13  0 0% 0.0  0 0%  0 0%  

13-24  129 27% 26.3  31 24%  78 60%  

25-34  146 31% 37.0  35 24%  87 60%  

35-44  94 20% 25.8  37 40%  65 70%  

45-54  63 13% 25.5  30 48%  43 68%  

55-64  34 7% 17.1  14 41%  22 65%  

65+  10 2% 8.1  6 60%  8 80%  

             

Race/Ethnicity
 
            

Black 353 74% 31.6  107 30%  221 63%  

White 92 19% 5.5  32 35%  65 71%  

Hispanic 23 5% 23.4  11 48%  13 56%  

Asian 2 <1% 6.3  <5 —  <5 —  

AI/AN 1 <1% 6.7  <5 —  <5 —  

NHOPI 0 0% —  0 —  0 —  

Multiple 3 1% —  <5 —  <5 —  

Unknown 2 <1% —  0 —  0 —  

             

County of Residence            

Urban County  224 47% 16.6  88 39%  180 80%  

Rural County  252 53% 15.4  65 26%  123 49%  

            

MSA of Residence            

Jackson MSA  138 29% 25.0  53 38%  97 70%  

Not Jackson MSA  338 71% 13.9  100 30%  206 61%  

            

Transmission Category           

MSM  227 48% —  61 27%  141 62%  

IDU  2 <1% —  <5 —  <5 —  

MSM/IDU  1 <1% —  <5 —  <5 —  

Heterosexual  27 5% —  10 37%  19 70%  

NIR/NRR2  218 46% —  80 37%  141 64%  

Other3  1 <1% —  0 —  0 —  
1 Per 100,000 population 
2Includes cases with risk factor not reported or not identified exposure. 
3Includes cases with hemophilia, blood transfusion or perinatal exposure 
Abbreviations: AI/AN = American Indian or Alaska Native, NHOPI = Native Hawaiian/Pacific Islander, MSA = metropolitan statistical area, 
MSM = men who have sex with men, IDU = injection drug use, No. = number, col = column 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present data by 
gender identity in this report, as described on page 10. 
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Table 2: Receipt of HIV Care and Viral Suppression by Demographic Characteristics and transmission category,  
Mississippi, 2018 

   

No. Of PLWH  
No. of PLWH with 
a >= 1 Care Visit in 

20181 
 Virally Suppressed   

   
      Among All PLWH2  

% Among Those who 

Received A Test3  

     no. col %  no. row %  no. row %  row %  

Total  10325 100%  6637 64%  4534 44%  82%  

              

Sex at Birth             

Male  7295 71%  4588 63%  3213 44%  83%  
Female  3030 29%  2049 68%  1321 44%  80%  

Current Age               

<13  0 0%  0 —  0 —  —  
13-24  507 5%  369 68%  254 50%  73%  
25-34  1898 18%  1310 60%  861 45%  76%  
35-44  2264 22%  1485 56%  997 44%  79%  
45-54  2983 29%  1830 50%  1258 42%  84%  
55-64  2046 20%  1279 51%  919 45%  88%  
65+  627 6%  364 44%  245 39%  89%  

Race/Ethnicity              

Black  7499 73%  5003 67%  3318 44%  80%  

White  2136 21%  1232 58%  925 43%  88%  
Hispanic  338 3%  171 51%  119 35%  78%  
Asian  23 <1%  11 48%  9 39%  90%  

AI/AN  13 <1%  6 46%  <5 —  80%  
NHOPI  1 <1%  <5 —  <5 —  —  
Multiple  272 2%  215 79%  157 58%  88%  
Unknown   43 <1%  <5 —  <5 —  100%  

County of Residence            

Urban   6397 62%  3977 62%  2737 43%  81%  
Rural   3928 38%  2660 68%  1797 46%  82%  

MSA of Residence              

Jackson MSA   3500 34%  2252 64%  1417 40%  79%  

Not Jackson MSA   6825 66%  4385 64%  3117 46%  82%  

Transmission Category               

MSM 4276 41%  2870 67%  2044 48%  83%  

IDU 465 5%  229 49%  163 35%  83%  

MSM/IDU  330 3%  162 49%  116 35%  84%  

Heterosexual  1997 19%  1410 71%  951 48%  82%  

NIR/NRR  3166 31%  1909 60%  1227 39%  80%  

Other4  91 1%  57 63%  33 36%  67%  
Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019.  

1Number of persons w/ >= 1 care visit that included either a  viral load, CD4 or HIV-1 genotype lab in 2018. 

2Number and percentage of those virally suppressed  among all individuals who were newly diagnosed with HIV in 2018.  
3Percentage of those virally suppressed among those that have received >=1 test in 2018.  
4Includes cases with hemophilia, blood transfusion or who were exposed perinatally but were aged >13 (N=71) at most recent year.  
Abbreviations: PLWH = People Living with HIV, AI/AN = American Indian or Alaska Native,  NHOPI = Native Hawaiian or Other Pacific Islander, MSA 
= metropolitan statistical area, MSM = men who have sex with men, ,  IDU = injection drug use,  NIR = no identified risk, NRR = no reported risk,  
No. = number, col = column. 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present data by gender 
identity in this report, as described on page 10. 
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Table 3. People newly diagnosed with HIV by Sex at Birth, Mississippi, 2018 

   
Female  Male  

     no. col % rate1  no. col % rate1 

Total  103 100% 6.7  373 100% 25.8 

          

Age at HIV Diagnosis            

<13  0 0% 0.0  0 0% 0.0 
13-24  12 12% 5.0  118 32% 47.0 
25-34  24 23% 12.1  122 33% 62.5 
35-44  33 32% 17.6  60 16% 33.8 
45-54  20 19% 10.5  43 11% 24.2 
55-64  11 11% 5.4  23 6% 12.6 
65+  <5 — —  7 2% 3.4 
          
Race/Ethnicity          

Black  78 76% 13.2  275 73% 52.4 
White  22 21% 2.5  70 19% 8.5 
Hispanic  <5 — 2.3  22 6% 40.2 
Other/Multiple2  <5 — —  6 2% — 

         

Transmission Category          

MSM 0 0% —  227 61% — 

IDU <5 — —  <5 — — 

MSM/IDU  0 0% —  <5 — — 

Heterosexual  11 11% —  16 4% — 
Perinatal   <5 — —  0 0% — 
NIR/NRR  90 87% —  128 34% — 
Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019. 
1 Per 100,000 population 
2 Includes American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, multiple and unknown race categories.  
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present 
data by gender identity in this report, as described on page 10. 
Abbreviations: AI/AN = American Indian or Alaska Native,  NHOPI = Native Hawaiian or Other Pacific Islander, MSA = metropolitan 
statistical area, MSM = men who have sex with men, NIR = no identified risk, NRR = no reported risk,  IDU = injection drug use, No. = 
number, col = column 
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Table 4. People Newly Diagnosed with HIV by Age and Race/Ethnicity, Mississippi, 2018 

   
Black 

 
White 

 
Hispanic 

 
Other1 

      

    No. col %   No. col %   No. col %   No. col % 

Total   353 100%  92 100%  23 100%  8 100% 

              

Age at HIV Diagnosis               

13-24   112 32%  13 14%  3 13%  2 33% 

25-34   104 30%  28 31%  11 48%  3 33% 

35-44   66 19%  22 24%  5 22%  0 0% 

45-54   42 12%  15 16%  3 13%  3 33% 

55-64   21 6%  12 13%  1 4%  0 0% 

65+    8 2%  2 2%  0 0%  0 0% 

              

Transmission Category                

MSM 
  169 47%  41 45%  12 52%  5 67% 

IDU 
  2 <1%  0 0%  0 0%  0 0% 

MSM/IDU 
  0 0%  1 1%  0 0%  0 0% 

Heterosexual    19 5%  5 5%  3 13%  0 0% 

Perinatal   1 <1%  0 0%  0 0%  0 0% 

NIR 
  81 23%  22 24%  5 22%  3 33% 

NRR 
   81 23%  23 25%  3 13%  0 0% 

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
1Includes American Indian/Alaska Native, Asian, multiple races, and unknown race. 
Abbreviations: MSM = men who have sex with men, NIR = no identified risk, NRR = no reported risk,  IDU = injection 
drug use, No. = number, col = column 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not 
present data by gender identity in this report, as described on page 10.  
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Table 5. People Newly Diagnosed with HIV by Race/Ethnicity, Age, and MSM Transmission Category, Mississippi, 2018 

Transmission Category  

Age at HIV  

Diagnosis 

Race/Ethnicity 

Black   White   Hispanic  Other 1 
 

No. col %  No.  col %  No. col %  No. col % 
 

MSM 

Total 169 100%  41 100%  12 100%  5 100%  

             

13-24 84 50%  9 22%  3 25%  1 20%  

25-34 57 34%  17 41%  6 50%  2 40%  

35-44 19 11%  9 22%  3 25%  0 0%  

45-54 6 3%  4 10%  0 0%  2 40%  

55-64 3 2%  2 5%  0 0%  0 0%  

65+ 0 0%  0 0%  0 0%  0 0%  

Non-MSM 

Total 184 100%  50 100%  11 100%  3 100%  

             

13-24 28 15%  4 8%  0 0%  1 50%  

25-34 47 26%  11 22%  5 45%  1 50%  

35-44 47 26%  13 26%  2 18%  0 0%  

45-54 36 19%  11 22%  3 27%  1 0%  

55-64 18 10%  9 18%  1 9%  0 0%  

65+ 8 4%  2 4%  0 0%  0 0%  

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
1Includes American Indian/Alaska Native, Asian, and multiple race categories. 
Abbreviations: MSM = men who have sex with men, No. = number, col = column  
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present data by gender 
identity in this report, as described on page 10. 
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Table 6: People Living with HIV by Age, Race/Ethnicity, and Sex at Birth, Mississippi, 2018 

 

Female Male 

No.  col %  No.  col %  

Total 3030 100% 7295 100% 

     

Current Age      

<13 0 0% 0 0% 

13 -24 104 3% 403 5% 

25-34 437 14% 1461 20% 

35-44 837 28% 1427 20% 

45-54 937 31% 2046 28% 

55-64 545 18% 1501 21% 

65+ 170 6% 457 6% 

     

Race/Ethnicity     

Black 2444 81% 5055 70% 

White 413 14% 1723 24% 

Hispanic 73 2% 265 4% 

Asian 7 <1% 16 <1% 

AI/AN 8 <1% 5 <1% 

Other/Multiple1 74 2% 199 3% 

Unknown 11 <1% 32 <1% 

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We 
do not present data by gender identity in this report, as described on page 10. 
Abbreviations: AI/AN: American Indian/Alaska Native, No. = number, col = column 
1 Includes Native Hawaiian/Pacific Islander, multiple and unknown race categories. 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We 
do not present data by gender identity in this report, as described on page 10. 
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Table 7: People Living with HIV by Age and Race/Ethnicity, Mississippi, 2018  

 

            

 Black  White  Hispanic  Other1 

 No. col %  No. col %  No. col %  No. col % 

Total  7499 100%  2136 100%  338 100%  352 100% 

             

Current Age             

<13  0 0%  0 0%  0 0%  0 0% 

13 -24  444 6%  45 2%  9 2%  10 3% 

25-34  1570 21%  208 10%  69 20%  51 14% 

35-44  1702 23%  372 18%  113 33%  77 22% 

45-54  2095 28%  694 32%  96 28%  98 28% 

55-64  1295 17%  619 29%  42 12%  89 25% 

65+  393 5%  198 9%  9 3%  27 8% 

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
1 Includes AI/AN, Asian, NHOPI, multiple and unknown race categories. 
Abbreviations: AI/AN = American Indian or Alaska Native, NHOPI = Native Hawaiian or Other Pacific Islander, No. = 
number, col = column  
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Table 8: People Living With HIV by Current Residence (County and MSA), Mississippi, 2018 

   Urban  Rural   Jackson MSA    Not Jackson MSA   

     no. row %   no. row %  no. row %  no. row %  

Total   6397 62%  3928 38%  3500 34%  6825 66%  

               

Sex at Birth               

Male   4576 63%  2719 37%  2408 33%  4887 67%  

Female   1821 60%  1209 40%  1092 36%  1938 64%  

               

Current Age               

<13   0 0%  0 0%  0 0%  0 0%  

13-24   318 63%  189 37%  167 33%  340 67%  

25-34   1180 62%  718 38%  666 35%  1232 65%  

35-44   1382 61%  882 39%  767 34%  1497 66%  

45-54   1865 62%  1118 38%  1025 34%  1958 66%  

55-64   1256 61%  790 39%  650 32%  1396 68%  

65+   396 63%  231 37%  225 36%  402 64%  

               

Race/Ethnicity                 

Black   4562 61%  2937 39%  2857 38%  4642 62%  

Hispanic   175 52%  163 48%  64 19%  274 81%  

White   1442 68%  694 32%  466 22%  1670 78%  

Other/Multiple1   181 59%  128 41%  91 30%  218 70%  

Unknown   37 86%  6 14%  22 51%  21 49%  

               

Transmission Category                     

MSM   2724 64%  1552 36%  1334 31%  2942 69%  

Heterosexual   1149 58%  848 42%  667 33%  1330 67%  

MSM/IDU   222 67%  108 33%  82 25%  248 75%  

IDU   279 60%  186 40%  146 31%  319 69%  

NIR/NRR   1969 62%  1197 38%  1235 39%  1931 61%  

Other   54 59%  37 41%  36 40%  55 60%  

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
1 Includes American Indian/Alaska Native, Asian, Native Hawaiian/Pacific islander,  and multiple races. 
Abbreviations: MSA = metropolitan statistical area, MSM = men who have sex with men, NIR = no identified risk, NRR = no reported risk, IDU = injec-
tion drug use, No. = number, col = column 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present data by gender identi-
ty in this report, as described on page 10. 
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Table 9: New AIDS Cases and Late Diagnoses by Demographic Characteristics and Transmission Category,  

Mississippi, 2018 

   New AIDS Cases  Late Diagnoses1  

      No. col %   No. row %2 
 

Total   235 100%  124 29%  

         

Sex at Birth                 

Male   159 68%  85 26%  

Female   76 32%  39 37%  

         

Age at HIV Diagnosis              

<13   0 0%  0 0%  

13-24   55 23%  18 15%  

25-34   67 29%  29 20%  

35-44   54 23%  29 40%  

45-54   38 16%  27 45%  

55-64   15 6%  17 63%  

65+   6 3%  <5 —  

         

Race/ethnicity              

Black    187 80%  102 30%  

White   35 15%  18 26%  

Hispanic   10 4%  <5 —  

Other/Multiple3   3 1%  — —  

         

County of Residence              

Urban   107 46%  54 30%  

Rural  128 54%  70 28%  

         

MSA of Residence         

Jackson MSA   70 30%  35 26%  

Not Jackson MSA   165 70%  89 30%  

         

Transmission Category               

MSM   87 37%  49 23%  

IDU   5 2%  <5 —  

MSM/IDU   5 2%  0 —  

Heterosexual  27 13%  29 33%  

Blood/pediatric  1 <1%  <5 —  

NIR/NRR   110 45%  46 37%  

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
1 Late HIV diagnoses = AIDS diagnoses within 12 months of HIV diagnoses 
2 Percentage of 2017 incident cases 
3 Includes American Indian/Alaska Native, Asian, multiple race and unknown race categories  
Abbreviations: MSA = metropolitan statistical area, MSM = men who have sex with men,  NIR = no identified risk, NRR = no 
reported risk, IDU = injection drug use, No. = number, col = column 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not pre-
sent data by gender identity in this report, as described on page 10. 
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Table 10. Deaths Among People Living With HIV (Any Cause), Mississippi, 2018   

 No. col % 
Case fatality 

rate1 

Standardized Mortality 

Ratio2   

Total 190 100% 18.4 2.0 

     
Sex at Birth     

Male 124 65% 16.9 1.7 

Female 66 35% 21.9 3.7 

     

Age  at the time of death     

25-34 16 8% 7.6 3.5 

35-44 33 17% 14.5 4.5 

45-54 53 29% 19.2 2.9 

55-64 57 30% 27.9 1.8 

65+ 31 16% 46.6 0.9 

     

Race/ethnicity     

Black 144 76% 18.5 — 

Hispanic 3 2% 11.5 — 

White 35 18% 24.4 — 

Other/Multiple3 8 4% 17.6 — 

     
County of Residence     

Urban 91 48% 16.2 — 

Rural 99 52% 20.9 — 

     

MSA of Residence     

Jackson MSA 73 38% 20.9 — 

Not Jackson MSA 117 62% 17.1 — 

     
Transmission Category      

MSM 50 26% 11.4 — 

Heterosexual  36 19% 18.6 — 

MSM/IDU 6 3% 25.3 — 

IDU 11 6% 29.2 — 

Hemophilia/blood transfusion 1 1% 8.4 — 

NIR/NRR 86 45% 26.2 — 

Table based on HIV surveillance data reported to the MS State Department of Health as of 12/31/2019 
n/a Statistic cannot be calculated due to no available population estimate  
1 Per 1,000 people living with HIV in 2018 
2 Standardized mortality ratio (SMR) is calculated as the mortality rate among PLWH divided by the mortality rate among the general Missis-
sippi population, adjusted for age and sex (e.g., 2.0 indicates that PLWH will die twice as fast as someone without HIV of the same age and 
sex). The SMR is only available for sex at birth and age 
3Includes American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, multiple and unknown race. 
Abbreviations: MSA = metropolitan statistical area, MSM = men who have sex with men,  IDU = injection drug use, NIR = no identified risk, No. 
= number, col = column 
The terms “male” and “female” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present data by gen-
der identity in this report, as described on page 10. 
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Introduction 

In 2019, the US federal government launched a new national initiative to end the HIV epidemic in the US. The 

Ending the HIV Epidemic: A Plan for America (EHE) initiative aims to reduce the number of new HIV transmis-

sions by 75% by 2025 and by 90% by 2030. The EHE identified 48 counties and 7 states that are “geographic 

hotspots” of HIV; Mississippi is one of those 7 states. EHE focuses on four key strategies to end HIV in the US: 

Diagnose, Treat, Prevent, and Respond. In this section, we present the metrics used to monitor progress toward 

achieving the goals of these EHE pillars: 

1. Diagnose all individuals with HIV as early as possible  

2. Treat people with HIV rapidly and effectively to reach sustained viral suppression  

3. Prevent new HIV transmissions by using proven interventions, including pre-exposure prophylaxis 

(PrEP) and syringe services programs (SSPs) 

4. Respond quickly to potential HIV outbreaks to get needed prevention and treatment services to people 

who need them 

Monitoring Progress Toward the Goals of the Ending the HIV Epidemic  
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Overall EHE Goal: Reduce New HIV  
Diagnoses 

New HIV Diagnoses 

Metric Details 

Number of new HIV  
diagnoses  

Definition:  The number of people who are identified as having HIV (either via 
laboratory testing or physician report) in Mississippi who have not been diag-
nosed previously in another jurisdiction.  

Calculation: No calculation required (see definition above).  

MSDH Goal:  Reduce the number of individuals newly diagnosed with HIV by 
50% by 2025.  

Figure 1: Trend in the number of individuals newly diagnosed with HIV, 2014-2018, and estimated trend 

needed to achieve national and MSDH EHE goals  
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How this Relates to EHE  
The overall goal of the EHE is to reduce the number of individuals who acquire HIV. The number of individuals 

newly diagnosed with HIV is the central metric for measuring new HIV transmissions in a region. Changes to 

this metric reflect the overall success or failure of the EHE program. One limitation to this metric is that an in-

crease in the number of individuals newly diagnosed with HIV may reflect increases in HIV testing and identifi-

cation of individuals living with HIV rather than true increases in HIV transmission. CDC has methods to esti-

mate the number of individuals who acquire HIV in a given year; this is monitored and reported by CDC as the 

“number of new HIV infections”. Another limitation of this metric is that it is it is sensitive to changes in popula-

tion size (i.e., if people move out of an area, the number of new diagnoses may decline because there are fewer 

people). 

 

Summary of Progress toward MSDH and National EHE Goals 

The number of individuals diagnosed with HIV in MS has remained relatively stable in recent years (Figure 1). In 

2018, there were 476 individuals newly diagnosed with HIV in Mississippi, which represents a change of less 

than 1% since 2013. Fewer than 240 individuals are to be diagnosed with HIV in 2025 in order to meet MS’s 

goal of reducing the number of HIV transmissions by 50% by 2025. To meet the national goal of a 50% reduc-

tion in the number of new HIV diagnoses by 2025, there would need to be fewer than 120 individuals diagnosed 

with HIV in MS in 2025. Detailed descriptions of the characteristics of individuals diagnosed with HIV in MS in 

2018 are available in Table 1 on page 17.  

New HIV Diagnoses 
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Pillar 1: Diagnose All Individuals with HIV as 
Early as Possible  

Pillar 1 of the Ending the Epidemic Initiative is "Diagnose."  A critical component of reducing HIV transmission is 

ensuring that all people know their HIV status and that people who acquire HIV learn their status as quickly as 

possible. Once a person is aware of their status, they can make informed health decisions and prevent trans-

mission of HIV to their partners and their community. The key to achieving this is testing; activities that lead to 

an increase in HIV testing will allow more individuals to learn their HIV status and will decrease the amount of 

time between when a person acquires HIV and when they become aware of it. 

 

The metrics that MSDH is using to monitor progress in Pillar 1 are "Knowledge of HIV Status" and "Late Diagno-

ses."  A proportion of people living with HIV are unaware of their status, and "Knowledge of HIV Status" uses a 

CDC modelling technique to estimate the size of this population.  Late diagnoses represent a situation where 

someone has lived many years without knowing their status and develops AIDS within 12 months of their HIV 

diagnoses.  The goal of the EHE initiative is to use testing to reduce the number of people who are "late diagno-

ses," indicating that PLWH are able to engage in treatment before HIV can have a negative effect on their health 

or be transmitted to others. 

Introduction to Pillar 1 
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Pillar 1 Metric Details 

Knowledge of HIV status  

Definition:  Percentage of people living with HIV who are aware of their HIV 
status  

Calculation: Estimated using CDC's CD4-depletion model, which relates indi-

viduals' first CD4 test results to the amount of time between acquisition of 

HIV and HIV diagnosis (Song at al., J Acquir Immune Defic Syndr 2017). 

MSDH Goal:  Increase the percentage of individuals aware of their HIV status 
to 90% by 2025  

Late HIV diagnosis  

Definition:  The percentage of individuals who are diagnosed with AIDS within 
12 months of their HIV diagnosis 

Calculation: The number of people newly diagnosed with HIV in a given year 
who were diagnosed with AIDS within 12 months, divided by the total number 
of people diagnosed with HIV in that year. 

MSDH Goal:  Decrease the percentage of individuals who are diagnosed with 
HIV late, to <20% among both males and females by 2025  

• Disseminate educational presentation on opt-out 

HIV testing, perinatal screening and Mississippi re-

porting requirements and protocols  

• Create tool kit to use with clinics with common im-

plementation challenges, tried solutions and snap-

shots of success for implementation of routine opt-

out HIV screening  

• Send a provider letter to all Medicaid providers in 

MS regarding opt-out HIV testing recommendations 

and information on PrEP  

• Increase the number of community agencies 

providing routine opt-out testing, including                                      

Mississippi Department of Corrections sites, Missis-

sippi Department of Mental Health, and additional 

community services  

• Work with Latino/a and Transgender community 

leaders to better understand facilitators of and bar-

riers to increased testing and linkage to care  

• Pilot a project to adapt clinic electronic health rec-

ords to include HIV testing guidelines  

Activities in the Next Year to Achieve MSDH and National Pillar 1 EHE Goals  

MSDH is undertaking the following activities to diagnose all individuals with HIV as early as possible:  

How this Relates to the EHE Initiative  

Activities that lead to an increase in HIV testing will allow more individuals to learn their HIV status, which then 

provides an opportunity to start HIV treatment.  

 

Summary of Progress toward MSDH and National EHE Goals 

The percentage of individuals living with HIV in MS who are aware of their HIV status has remained relatively 

stable in recent years (Figure 1). In 2018, an estimated 83% of Mississippians living with HIV were aware of 

their HIV status. By 2025, MSDH aims to increase this percentage to 90%.  

 

Knowledge of HIV Status 
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Late HIV Diagnosis 

How this Relates to EHE  

A late HIV diagnosis suggests that many years have elapsed between when a person acquired HIV and when 

they were first diagnosed with HIV. Activities that promote more frequent HIV testing will allow people to learn 

their status earlier and receive HIV treatment sooner. 

 

Summary of Progress toward MSDH and National EHE Goals  

Between 2014 and 2018, the percentage of individuals categorized as late HIV diagnosis declined slightly, from 

32% in 2014 to 29% in 2018. In 2018, the percentage of women categorized as late HIV diagnoses (37%) was 

substantially higher than the percentage of men categorized as late HIV diagnoses (26%, Figure 2). MSDH aims 

to reduce the percentage of late HIV diagnoses to less than 20% by 2025 for both men and women.  

Figure 1. Percent of people living with HIV who are aware of their HIV status in MS, 2014-2018, and esti-

mated trend needed to achieve national and MSDH EHE goals  
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Figure 2. Percent of late HIV diagnosis (AIDS Diagnoses within 12 months of HIV Diagnosis) in MS by sex at 

birtha, 2014-2018, and estimated trend needed to achieve national and MSDH EHE goals  
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aThe terms “men” and “women” refer to sex at birth and may not reflect individuals’ current gender identity. We do not present data 
by gender identity in this report, as described on page 10. 
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MSDH provides funding for organizations to conduct publicly funded HIV testing. Although these data are not 

used specifically for the purposes of monitoring progress toward Pillar 1 of the EHE, they are used by MSDH to 

evaluate funded HIV testing activities. The number of funded testing sites remained relatively stable between 

2014 and 2018. During that time frame, approximately 70% of funded testing sites were MSDH clinics, with the 

remainder being contracted testing sites.  

 

Between 2014 and 2018, the total number of publicly funded HIV tests increased from 26,415 tests to 51,519 

tests (Table 1, above). Although the total number of publicly funded HIV tests declined between 2016 and 2018 

(from 63,734 to 51,519), the percentage of publicly funded HIV tests that were positive remained relatively sta-

ble.  

 

In 2018, about one-third of all new HIV diagnoses in MS were diagnosed via publicly funded HIV testing, which 

is lower than that observed in the previous five years. Given that the percent of publicly-funded HIV tests that 

were positive has remained relatively stable in the past five years, the decline could be attributable to more HIV 

diagnoses occurring in facilities whose HIV testing programs are not publicly funded.  

Special section: Publicly Funded HIV Testing 

Table 1: Publicly Funded HIV Tests in Mississippi, 2014-2018 

Year  

Number of 
Publicly-

Funded HIV 
Tests 

Number of 
Funded Test-

ing Sites 

Number of Individ-
uals Diagnosed Via 

Publicly-Funded 
Testing 

Percent of Pub-
licly-Funded HIV 
Tests that were 

Positive 

Percent of all New HIV 
Diagnoses that were 

Diagnosed by Publicly 
Funded Testing1 

2014 26,415 151 254 0.97% 49% 

2015 77,298 159 693 0.89% 51% 

2016 63,734 148 468 0.71% 39% 

2017 57,093 149 397 0.69% 38% 

2018 51,519 149 372 0.72% 36% 

1The number of individuals newly diagnosed with HIV via publicly funded HIV testing divided by the number of new 
HIV diagnoses in MS that year. 
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Pillar 2: Treat HIV Rapidly and Effectively to 
Reach Sustained Viral Suppression 

Pillar 2 of Ending the Epidemic is "Treat."  Following diagnosis, it is critical that all people living with HIV begin 

treatment as quickly as possible. With successful treatment, PLWH will achieve viral suppression, where no virus 

or only a very small amount of virus can be detected in their blood.  In this state, PLWH can live healthy normal 

lives and cannot transmit HIV to a sexual partner. 

 

The metrics that MSDH is using to monitor progress in Pillar 2 are "Linkage to Care within 7 Days," "Linkage to 

Care within 30 Days," "Viral Suppression Within 6 Months," "Receipt of HIV Care," "Viral Suppression," Re-

Engagement in HIV Care", and "HIV/AIDS Standardized Mortality Ratio." The linkage to care metrics and "Viral 

Suppression Within 6 months" focus on newly diagnosed PLWH getting access to treatment as soon as possible.  

"Receipt of HIV Care" and "Viral Suppression" measure the ability of all PLWH to consistently access and receive 

successful HIV treatment.  "Re-Engagement in HIV Care" measures how well people who lose access to care are 

able to return, and "HIV/AIDS Standardized Mortality Ratio" is a measure of how long PLWH are living; the goal 

of MSDH is for PLWH to live as long as people who do not have HIV. 

Introduction to Pillar 2 
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Pillar 2 Metric Details 

Linkage to care within 7 
days  

Definition:  The percentage of all individuals who were newly diagnosed with 
HIV who were linked to HIV care within 7 days of HIV diagnosis  

Calculation: The number of new HIV diagnoses in a given year that had a viral 
load or CD4 lab within 7 days of initial HIV diagnosis divided by the total num-
ber of people newly diagnosed with HIV in a given year  

MSDH Goal:  Increase the percentage of newly diagnosed individuals linked to 
care within 7 days to 65% by 2025  

• Investigate the feasibility of implementing rapid-

start programs in jails in highly impacted counties  

• Monitor timeliness of laboratory reporting and en-

try of labs into surveillance systems.  Provide tech-

nical assistance to providers with reporting delays 

• Hold community discussions regarding re-

engagement in care to learn the community’s  con-

cerns and increase health department credibility 

• Hire dedicated Re-engagement to Care Coordinator 

to lead re-engagement activities  

• Work with HRSA and other partners to identify cre-

ative solutions to ongoing transportation challeng-

es, especially in rural areas  

• Implement health literacy campaign designed to 

education people with HIV and the public on how 

ART adherence leads to viral suppression and no 

risk of sexual transmission  

• Research and implement a training program for all 

staff at subgrantee and contracted agencies to re-

ceive baseline training on trauma-informed care, 

culturally competent care and racial and implicit 

bias in healthcare delivery 

Activities in the Next Year to Achieve MSDH and National Pillar 2 EHE Goals  

MSDH is undertaking the following activities to treat HIV rapidly and effectively to reach sustained viral suppres-

sion. 

Linkage to care within 

30 days 

Definition:  The percentage of all individuals who were newly diagnosed with 
HIV who were linked to HIV care within 30 days of HIV diagnosis  

Calculation: The number of new HIV diagnoses in a given year that had a viral 
load or CD4 within 30 days of initial HIV diagnosis divided by the total number 
of new HIV diagnoses in a given year  

MSDH Goal:  Increase the percentage of newly diagnosed individuals linked to 
care within 30 days to 95% by 2025  

Viral suppression within 

6 months   

Definition:  The percentage of all individuals newly diagnosed with HIV who 
had a viral load <200 copies/mL within 6 months of their initial HIV diagnosis  

Calculation: The number of new HIV diagnoses in a given year with a viral 
load <200 copies/mL within 6 months of initial diagnosis divided by the total 
number of new HIV diagnoses in a given year 

MSDH Goal:  Increase the percentage of newly diagnosed individuals with a 
viral load <200 copies/mL (within 6 mo. of initial diagnosis) to 90% by 2025  

Receipt of HIV Care 

Definition:  The percentage of all individuals living with HIV who had at least 
one viral load, CD4 or HIV-1 genotype lab in the past 12 months  

Calculation: The number of people living with HIV in a given year who had a 
viral load, CD4 or HIV-1 genotype lab in the past 12 months divided by the to-
tal number of people living with HIV in Mississippi in a given year 

MSDH Goal:  Increase the percent of all people living with HIV who had at 
least one viral load or CD4 lab in the past 12 months to 75% by 2025  
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Pillar 2 Metric Details (cont.) 

Viral suppression  

Definition:  The percentage of all people living with HIV who had a suppressed 
viral load in a given year  

Calculation: The number of people living with HIV in a given year who had a 
viral load <200 copies/mL in that year divided by the number of people living 
with HIV in MS in a given year  

MSDH Goal:  Increase the percentage of all individuals with a suppressed viral 
load among to 70% by 2025  

Re-engagement in HIV 

care   

Definition:  The percentage of all individuals confirmed to be out-of-care 
who had a suppressed viral load within 6 months of outreach by MSDH  

Calculation: The number of people living with HV who were virally sup-
pressed within 6 months of outreach by MSDH divided by the number of people 
living with HIV confirmed to be out-of-care in a given year  

MSDH Goal:  Increase the percentage of all individuals with a suppressed viral 
load among those confirmed to be out-of-care (w/in 6 mo. of outreach by 
MSDH) to 75% by 2025  

HIV/AIDS standardized 

mortality ratio  

Definition:  This standardized mortality ratio (SMR) represents the age- and 
sex- adjusted mortality rate among people living with HIV relative to the gen-
eral population of Mississippians (e.g., 2.0 indicates that a person living with 
HIV will die at a rate that is 2.0 times higher than someone without HIV of the 
same age and sex)  
Calculation: The mortality rate among people living with HIV divided by the 
mortality rate among the general Mississippi population, adjusted for age and 
sex  

MSDH Goal:  Decrease the standard mortality ratio of people living with HIV 
relative to the general population by 25% by 2025  

Figure 1a. Trends in the percent of Individuals newly diagnosed with HIV who were linked to care within 7 

days of diagnosis, 2014-2018, and estimated trend needed to achieve the MSDH EHE goal 
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How this Relates to the EHE Initiative  

Initiatives that rapidly connect newly HIV-diagnosed individuals to care within a 7-day period allows for an ear-

lier initiation of antiretroviral therapy and linkage to ongoing HIV care, ultimately improving the health of the 

individual and reducing the risk of HIV transmission. This metric also aligns with MSDH activities to promote 

initiation of ART on the same day that a person is diagnosed with HIV (also known as “same-day ART start” or 

“rapid ART initiation”).  

 

Summary of Progress toward MSDH and National EHE Goals 

The percentage of individuals newly diagnosed with HIV who were linked to care within 7 days of diagnosis de-

creased from 34.1% in 2014 to 25.9% in 2017 (Figure 1a). This increased to 32.1% in 2018, but substantial 

progress must be made to achieve MSDH’s 2025 target of linking 65% of all individuals newly diagnosed with 

HIV to care within 7 days. There is currently no national goal for this metric.  

 

In 2018, a lower percentage of men were linked to care within 7 days compared to women (31% vs 38%; Fig-

ure 1b, Table 1 on page 17). There are noticeable disparities in linkage to care within 7 days by age, with only 

24% of individuals less than 35 years old linking to care within 7 days compared to 43% of individuals aged 35 

years old or older. Additionally, there are disparities in linkage to care by race. Among the 353 individuals diag-

nosed with HIV reporting Black race, only 30% were linked to care within 7 days. This was noticeably lower than 

the percentage linked to care among individuals reporting White (35%) and Hispanic/Latino (48%) race or eth-

nicity. The percentage linked to care within 7 days was lowest (27%) among individuals categorized as MSM. Of 

those categorized as injection drug use transmission or heterosexual transmission, the percent linked to care 

within 7 days were 33% and 37%, respectively.  

Linkage to Care Within 7 days  

Figure 1b: Percentage of individuals linked to care within 7 days of HIV diagnosis in 2018, stratified by sex 

at birth, age, race/ethnicity, and transmission category a  
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How this Relates to the EHE Initiative  

Initiatives that rapidly connect newly diagnosed individuals to care within a 30-day period allows for an earlier 

initiation of antiretroviral therapy and linkage to ongoing HIV care, ultimately improving the health of the indi-

vidual and reducing the risk of HIV transmission. This metric also aligns with MSDH activities to promote rapid 

ART initiation.  

 

Summary of Progress toward MSDH and National EHE Goals 

Between 2014 and 2018, the percentage of individuals newly diagnosed with HIV who were linked to care within 

30 days of HIV diagnosis decreased, from 80.3% in 2014 to 63.7% in 2018 (Figure 2a). This reason for this de-

cline is multi-faceted and likely includes access to care, stigma, competing priorities with the increase in sexual-

ly transmitted infections, especially syphilis. To achieve the national goal, 95% of newly diagnosed people in 

Mississippi would need to be linked to care within 30 days of their diagnosis.  

 

In 2018, a slightly lower percentage of men were linked to care within 30 days after HIV diagnosis compared to 

women (63% vs. 66%; Figure 2b, Table 1 on page 17). Among people less than 35 years of age, a lower percent-

age were linked to care within 30 days as compared to those 35 years of age or older (60% vs. 69%). There is a 

noticeable disparity in linkage to care by race and ethnicity, where the percentage of those linked to care within 

30 days was lowest for individuals identifying as Hispanic (57%) and Black (63%) as compared to those identi-

fying as White (71%). Individuals categorized as heterosexual transmission were the most likely to be linked to 

care in 30 days (70%), followed by those categorized as MSM (62%) and IDU (50%) transmission.  

Linkage to Care Within 30 days 

Figure 2a: Trends in the percent of individuals newly diagnosed with HIV who were linked to care within 30 

days of diagnosis, 2014-2018, and estimated trend needed to achieve national and MSDH EHE goals  
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Figure 2b: Percentage of individuals linked to care within 30 days of HIV diagnosis in 2018, stratified by sex 

at birth, age, race/ethnicity, and transmission categorya 
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aOnly transmission categories with large numbers are shown. 
bIncludes American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, 
multiple and unknown race 

How this Relates to the EHE Initiative  

Increasing rapid and efficient initiation of treatment after HIV diagnosis allows for earlier viral suppression, 

which is an indication of successful HIV treatment. Becoming virally suppressed within 6 months of diagnosis 

suggests that an individual has linked to care rapidly and has sustained engagement in HIV care. This metric 

aligns with MSDH activities to promote rapid linkage to care after an initial HIV diagnosis and increasing ART 

adherence through telehealth visits.  

 

Summary of Progress toward MSDH and National EHE Goals 

The percentage of individuals newly diagnosed with HIV with a viral load <200 copies/mL within 6 months of 

initial diagnosis has steadily increased from 31.2% in 2014 to 40% in 2018 (Figure 3a). The MSDH target by 

2025 is to have 90% of individuals virally suppressed within 6 months of their HIV diagnosis. The national goal 

aims to have 95% of newly diagnosed individuals virally suppressed within 6 months of diagnosis.  

 

In 2018, a lower percentage of men were virally suppressed within 6 months of initial diagnosis compared to 

women (63% vs. 73%; Figure 3b). Among people less than 35 years of age, a slightly higher percentage were 

virally suppressed within 6 months as compared to those who were 35 years of age or older (67% vs. 62%). By 

race and ethnicity, the percentage of those virally suppressed within 6 months was lower for individuals identi-

fying as Hispanic (62%) and Black (65%) as compared to those identifying as White (67%). Individuals catego-

rized as heterosexual transmission were more likely to be virally suppressed within 6 months (70%) as com-

pared to those categorized as MSM (64%) transmission. 

Viral suppression within 6 months 
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Figure 3a: Trends in the percent of individuals newly diagnosed with HIV who were virally suppressed with-

in 6 months of HIV diagnosis, 2014-2018, and estimated trend needed to achieve national and MSDH EHE 

goals  
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Figure 3b: Percentage of individuals virally suppressed within 6 months of HIV diagnosis in 2018, stratified 

by sex at birth, age, race/ethnicity, and transmission categorya 
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How this Relates to the EHE Initiative  

The percentage of individuals who have a viral load, CD4 or HIV-1 genotype lab completed within a given year 

indicates the proportion of people living with HIV who are receiving HIV laboratory tests. This metric aligns with 

MSDH activities to promote ongoing and sustained medical care for people living with HIV.  

 

Summary of Progress toward MSDH and National EHE Goals 

The percentage of individuals living with HIV who had at least one viral load, CD4 or HIV-1 genotype lab in the 

past 12 months increased from 50% in 2014 to 64% in 2018 (Figure 4a). MSDH aims to increase this percent-

age to 75% by 2025. To meet the national goal, 95% of people living with HIV in Mississippi would need to have 

at least one viral load, CD4 or HIV-1 genotype lab in the previous 12 months. 

 

In 2018, the percentage of men that received either a viral load, CD4, or HIV-1 genotype lab in 2018 was less 

than the percentage of women (63% vs 68%; Figure 4b, Table 2 on page 18). There were disparities in engage-

ment in care by age, where 70% of people living with HIV who were less than 35 years of age had a lab in 2018 

as compared to 63% of those who were 35 years of age or older. People reporting Black race were more likely 

to receive either a viral load, CD4 or HIV-1 genotype lab (67%) as compared to individuals reporting Hispanic 

(51%) or White (58%) race/ethnicity. The percentage of individuals with at least one care visit in 2018 was 

higher among those categorized as heterosexual (71%) compared to those categorized as MSM (68%), IDU 

alone (49%) or MSM/IDU (49%).  

Receipt of HIV care  

Figure 4a: Trends in the percent of individuals living with HIV who received care, 2014-2018, and estimated 

trend needed to achieve national and MSDH EHE goals  
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Figure 4b: Percentage of individuals living with HIV who received care in 2018, stratified by sex at birth, 

age, race/ethnicity, and transmission categorya  

*Only transmission categories with large numbers are shown. 

How this Relates to the EHE Initiative  

Initiatives that increase viral load suppression via antiretroviral treatment allow for less HIV transmission and 

better health outcomes for people living with HIV. This metric aligns with MSDH activities to promote ongoing 

and sustained medical care for people living with HIV. 

 

Summary of Progress toward MSDH and National EHE Goals 

The percent of people living with HIV who had a suppressed viral load increased slightly from 37% in 2014 to 

44% in 2018 (Figure 5a). The percent of people who were virally suppressed in 2018 among those who received 

care (had a viral load or CD4 lab in the past year) was 82%. MSDH aims to achieve a suppressed viral load in 

70% of people living with HIV by 2025. The national goal is 95% by 2025.  

 

In 2018, the percentage of men and women living with HIV in Mississippi who were virally suppressed was the 

same (44%) (Figure 5b, Table 2 on page 18). However, among those who received care in 2018, a higher per-

centage of men were virally suppressed as compared to women (83% vs. 80%) (Table 2 on page 18). A slightly 

larger proportion of individuals less than 35 years of age were virally suppressed in 2018 as compared to indi-

viduals who 35 years of age or older (46% vs 43%). When limiting this to those who received care, this trend 

was reversed, with a higher proportion of individuals who were at least 35 years old being virally suppressed as 

compared to those less 35 years of age (84% vs. 75%).  

 

By race/ethnicity among all people living with HIV, a lower percentage of people reporting Hispanic ethnicity 

were virally suppressed (35%) compared to people reporting Black (44%) or White race (43%). When limiting 

this to people who received care, the proportion of people virally suppressed was higher among people report-

ing White race (88%) than those reporting Black (80%) or Hispanic race/ethnicity (78%). There were also dis-

parities in viral suppression by mode of transmission. Only 35% of individuals categorized as IDU transmission 

were virally suppressed in 2018, whereas 48% of individuals categorized as either MSM or heterosexual trans-

mission were virally suppressed. Among those who received care, this disparity lessened, with about 83% of 

individuals in these three transmission categories achieving viral suppression in 2018. 

Viral suppression 
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Figure 5a: Trends in the percent of individuals living with HIV who had a suppressed viral load 2014-2018, 

and estimated trend needed to achieve national and MSDH EHE goals 
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Figure 5b: Percentage of individuals living with HIV had a suppressed viral load in 2018, stratified by sex at 

birth, age, race, and transmission categorya 

aOnly transmission categories with large numbers are shown. 
bIncludes American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, 
multiple and unknown race 
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How this Relates to the EHE Initiative  

Re-engaging people living with HIV in HIV care will increase the percentage of individuals that are receiving an-

tiretroviral treatment and are virally suppressed, ultimately improving the health of the individual and reducing 

the transmission of HIV. This metric aligns with MSDH activities to re-engage people with HIV into HIV medical 

care if they are found to be inadequately engaged in HIV care.  

 

Summary of Progress toward MSDH and National EHE Goals 

There is currently no national goal for this metric. The MSDH 2025 goal is for 75% of individuals (who are con-

tacted by the health department after being identified as inadequately engaged in HIV care) to be virally sup-

pressed within 6 months of being contacted by MSDH staff. In 2018 MSDH did not systematically record out-

comes of re-engagement in care so there are no baseline data for this metric. However, there are some data 

available to contextualize this metric and set a “baseline” value. In 2018, there were an estimated 3,661 individ-

uals living with HIV who did not have an HIV lab test in 2018 (i.e., were not considered to be “in care”). Of 

these, 555 (15%) individuals received HIV care in 2019. It is unclear if these individuals re-engaged in HIV care 

due to health department intervention or some other mechanism, as these individuals are composed of individ-

uals who self-referred to HIV care, were contacted by HIV care clinic staff, or were contacted by MSDH case 

managers. As of 2018, the data systems were not in place at MSDH to track these different categories. Subse-

quent versions of this epidemiologic profile will contain more robust data on re-engagement in HIV care.  

Re-Engagement in HIV Care 

HIV/AIDS Standardized Mortality Ratio 

How this Relates to the EHE Initiative  

Although reducing mortality among people living with HIV is not an explicit goal of the national EHE, it is a pri-

ority for Mississippi’s EHE plan. Initiatives that focus on rapid treatment and sustained engagement in care will 

lead to an increase in viral suppression and a decrease in HIV-related complications and fatalities, including 

AIDS. This will reduce the mortality rate among people with HIV. This metric aligns with MSDH’s activities to 

improve HIV care engagement and viral suppression among people living with HIV. 

 

Summary of Progress toward MSDH and National EHE Goals 

The mortality rate among people living with HIV has decreased steadily in Mississippi in the past 5 years, from 

2,388 per 100,000 in 2014 to 1,828 per 100,000 in 2018 (Figure 7a). During the same time period, the age and 

sex standardized HIV/AIDS mortality ratio has decreased from 3.1 to 2.0. This indicates that, in 2014, people 

living with HIV were dying at a rate that was 3.1 times higher than the general population of Mississippians of 

the same age and sex, and in 2018 people living with HIV were dying at a rate that was twice as high as the 

general population of Mississippians of the same age and sex. MSDH aims to reduce the standardized mortality 

ratio by 25% by 2025 (i.e., 2025 target is a standardized mortality ratio [SMR] of 1.75). There is currently no 

national goal for this metric. 

 

In 2018, the SMR among women living with HIV was 3.1 (with a mortality rate of 2,156 deaths per 100,000 

women), while the SMR among men living with HIV was 1.7 (with a mortality rate of 1,693 deaths per 100,000 

men) (Figure 7b). This indicates that women with HIV were dying at a rate that was 3.1 times higher than the 

general population of women in Mississippi of the same age, while men with HIV were dying at a rate that was 

1.7 times higher as the general population of men in Mississippi of the same age. There was also a noticeable 

disparity by age, with the SMR being highest among individuals 35-44 years of age (4.5) and lowest among 

those 65+ years of age (0.9). This indicates that people living with HIV that were 35-44 years old were dying at 

a rate that was 4.5 times higher than Mississippians of the same age, while those living with HIV that were 65+ 

were dying at a rate that was 0.9 times as high as Mississippians of the same age.  
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Figure 7a: Trends in the HIV/AIDS mortality rate and standardized mortality ratio, 2014-2018, and estimat-

ed trend needed to achieve the MSDH EHE goal  
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Mortality Rate Among People Living with HIV

Figure 7b: Standardized mortality ratio (SMR) in 2018, stratified by sex at birth and agea 
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Pillar 3: Prevent New HIV Transmissions by 
Using Proven Interventions, Including PrEP 
and Syringe Services Programs (SSPs) 

Pillar 3 of Ending the Epidemic is "Prevent."  While the majority of the EHE initiative focuses on people living 

with HIV, this pillar focuses on people who are HIV negative and their ability to access PrEP or syringe services 

program (SSPs). PrEP is a medication that, when taken correctly, can prevent acquisition of HIV.  This is a pow-

erful tool which helps give people control of their own HIV status. 

 

The metrics that MSDH is using to monitor progress in Pillar 3 are "Knowledge of PrEP," "Screening for PrEP," 

"Uptake of PrEP," and "Retention on PrEP at 4 Months." These metrics illustrate the different steps in accessing 

and using PrEP, and they will allow MSDH to identify the areas where there may be obstacles to HIV prevention. 

There are currently no metrics that specifically focus on SSPs since there are currently no legal SSPs in Missis-

sippi.  

Introduction to Pillar 3 
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Pillar 3 Metric Details 

Knowledge of PrEP  

Definition:  Percentage of people aware of PrEP among those presenting for 
HIV testing at publicly-funded sites or those who undergo a syphilis partner 
services interview (i.e., people diagnosed with syphilis and their sex partners)  
Calculation: The number of people who report awareness of PrEP while pre-
senting for HIV testing or during a syphilis partner services interview divided 
by the number of people asked about PrEP awareness during HIV testing or 
syphilis partner services interview  

MSDH Goal:  Increase the percentage of individuals aware of PrEP to 95% by 
2025  

Screening for PrEP  

Definition:  Percentage of individuals receiving HIV testing who are screened 
for PrEP eligibility 

Calculation: The number of HIV testing encounters where an individual is 
screened for PrEP divided by the total number of HIV testing encounters 
where an individual is considered to be at risk for HIV 

MSDH Goal:  Increase the percentage of individuals who are screened for 
PrEP to 85% by 2025 . 

• Increase Tele-PrEP usage. Revaluate access points 

to expand network for PrEP access 

• Develop state-wide educational campaign on avail-

ability of PrEP and ways to access 

• Develop advisory on nonoccupational postexposure 

prophylaxis (nPEP) for health providers in MS. De-

velop corresponding educational piece for commu-

nities; work with community partners on dissemi-

nation  

• Work to educate state leaders and legislators to 

expand provisions for SSPs, including education on 

statistics on HIV transmission due to injection drug 

use and the importance of SSP in providing pre-

vention, screening, linkage, and testing services to 

population.  

• Work with the Mississippi Department of Mental 

Health to ensure screening and testing for HIV and 

HCV at Community Mental Health Centers. 

• Work with education agencies, policymakers, state 

leaders and community to expand HIV and STI in-

formation offered in schools.  

• Develop workplan with timeline with action steps to 

develop legislation requiring school districts to 

offer abstinence-plus education which includes age

-appropriate HIV and STI messages. 

Activities in the Next Year to Achieve MSDH and National Pillar 3 EHE Goals  

MSDH is undertaking the following activities to  prevent new HIV transmissions by using proven interventions:  

Uptake of PrEP  

Definition:  Percentage of individuals who received a prescription for PrEP 

Calculation: The number of individuals who received a prescription for PrEP 
divided by the total number who were eligible for PrEP. This metric is calcu-
lated by CDC, using an algorithm to determine the number of individuals who 
are eligible for PrEP per CDC criteria  

MSDH Goal:  Increase uptake of PrEP to 50% by 2025 
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Pillar 3 Metric Details (cont.) 

Retention on PrEP at 4 

months  

Definition:  Percent of individuals who initiated PrEP who had a PrEP follow-
up appointment within 4 months 

Calculation: the number of people attended a follow-up PrEP appointment at 
3 months divided by the number of people using PrEP 

MSDH Goal:  Increase retention on PrEP to 75% by 2025 

How this Relates to the EHE Initiative  

Increasing knowledge of PrEP is one of the first steps to increasing PrEP uptake in MS. More widespread PrEP 

uptake will lead to a reduction in the number of individuals who acquire HIV. This metric aligns with MSDH ac-

tivities to promote PrEP education via a state-wide PrEP educational campaign.  

 

Summary of Progress toward MSDH and National EHE Goals 

There is no national goal for this metric. In MS, awareness of PrEP is monitored using two data sources: (1) 

Evaluation Web (EvalWeb), which documents publicly-funded testing events throughout the state of MS. Individ-

uals who are receiving HIV testing at a publicly-funded site are asked a series of questions about PrEP, including 

PrEP awareness; (2) syphilis partner services, which is a health department service provided to individuals diag-

nosed with syphilis and their sex partners. Disease investigation specialists (DIS) who interview these individu-

als ask if that person has heard of PrEP.  

Knowledge of PrEP 

Figure 1. Percent of individuals aware of PrEP in MS State, by data source, 2018-2019 
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EvalWeb: In 2019, 5,784 (12%) of clients receiving publicly-funded HIV testing in MS had a complete risk as-

sessment with documentation of responses to PrEP-related questions. Of these 5,784 encounters, 2,238 (39%) 

clients indicated that they had ever heard of PrEP (Figure 1). No data is available prior to 2019. 

 

Syphilis Partner Services: Data from STD partner services was not systematically collected in 2018. Beginning in 

2019, the MSDH implemented standardized protocols for DIS in Mississippi to ask about PrEP awareness as part 

of the syphilis partner services interview and to systematically document responses. In 2019, there were 439 

individuals who were interviewed as part of syphilis partner services and 110 (25%) of these individuals were 

asked if they had heard of PrEP. Among these individuals, 36% (n=40) reported that they had heard of PrEP 

(Figure 1).  

Knowledge of PrEP (Cont.) 

Screening For PrEP 

How this Relates to the EHE Initiative 

Assessing whether or not an individual is a candidate for PrEP is a key component to increasing PrEP uptake in 

MS. All individuals presenting for HIV testing should have an assessment completed to determine whether or not 

they are candidates for PrEP, as this will likely lead to increased access to PrEP.  

 

Summary of Progress toward MSDH and National EHE Goals 

There is no national goal for this metric. MSDH monitors screening for PrEP via Evaluation Web (EvalWeb), which 

documents publicly-funded testing events throughout the state of MS. Individuals who are receiving HIV testing 

at a publicly-funded site should be asked a series of questions to determine whether or not they are at risk of 

HIV, and whether or not they were screened for PrEP eligibility. In 2019, 5,784 (12%) of 49,542 clients who re-

ceived publicly-funded HIV testing in MS had a complete risk assessment with documentation of responses to 

PrEP-related questions. Of these clients, 4,406 (76%) individuals were determined to be at risk for HIV, and 797 

(18%) were screened for PrEP. No data is available prior to 2019.  

Uptake of PrEP 

How this Relates to the EHE Initiative  

PrEP use lowers the risk of HIV transmission and can ultimately lead to a decline in the number of individuals 

who acquire HIV. This metric aligns with MSDH activities to promote PrEP education via a state-wide PrEP edu-

cational campaign and to increase PrEP usage via telePrEP. 

 

Summary of Progress toward MSDH and National EHE Goals 

The national goal for this metric is to increase uptake of PrEP to at least 50%. In 2018, CDC estimated that the 

percentage of all individuals in MS who received a prescription for PrEP among those who were eligible for PrEP 

was 12.9%. This equates to approximately 654 individuals among those who are eligible for PrEP. 

 

MSDH uses other data sources to monitor the number of individuals who received a prescription for PrEP in a 

given year: AIDSVu (aidsvu.org) and Gilead. AIDSVu is a national and publicly available data source that esti-

mates PrEP uptake by local geographic area. AIDSVu uses prescription data to calculate the number of people on 

PrEP. In 2018, AIDSVu estimated that there were 863 people who received a prescription for PrEP in MS. Gilead, 

the manufacturer of Truvda® for PrEP, provides estimates of the number of individuals on PrEP in MS. In 2018, 

Gilead estimated that there were 721 individuals on PrEP in MS (Figure 2). 

 

Taken together, these three estimates suggest that approximately 650-850 individuals received PrEP in 2018. 
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Given that there were 476 individuals newly diagnosed with HIV in 2018, this means that for every 1 new per-

son diagnosed with HIV in 2018, there were between 1.37 and 1.79 individuals using PrEP in MS. This is the 

lowest ratio in the US. MSDH also separately monitors PrEP among individuals diagnosed with syphilis and their 

sex partners. In MS, the rate of new HIV diagnosis among individuals diagnosed with syphilis is approximately 

0.78 per 100 person-years, and is highest for men, Black individuals, and individuals aged 15-24. As part of 

routine syphilis partner services activities, MSDH offers a PrEP referral to all individuals diagnosed with syphilis 

in MS. In 2018, there were 439 individuals who received syphilis partner services. These are individuals who 

were diagnosed with syphilis or their sex partners. Of those 439 individuals, 237 (54%) were asked about PrEP 

use. Of these, only 9 individuals (4%) reported currently using PrEP or using PrEP within the past 12 months.   

Uptake of PrEP (Cont.) 

Figure 2: Estimated number of individuals on PrEP in MS in 2018, by data source 

Beginning in 2019, MSDH began collected data on PrEP uptake more systematically from individuals receiving 

syphilis partner services. These data include information on PrEP uptake and referrals to a PrEP provider. Future 

reports will track progress toward these metrics. 

In 2018 MSDH did not routinely track retention on PrEP among individuals who received a PrEP prescription. 

Starting in 2020, MSDH will begin systematically tracking PrEP uptake and retention in MSDH clinics and will re-

quest these data from community clinics where MSDH has existing partnerships. 

Retention on PrEP 

1CDC calculates the number of people on PrEP out of those who are PrEP eligible.  
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 In the coming year, MSDH will work to ensure community leaders and legislators understand statistics on HIV 

transmission due to injection drug use and the importance of SSP in providing prevention, screening, linkage 

and testing services to population. MSDH will monitor the number of webinars/presentations held with key 

stakeholders, the numbers of attendees at these presentations, and the community partnerships formed.  
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Pillar 4: Respond Quickly to Potential HIV 
Outbreaks to get Needed Prevention and 
Treatment Services to People in Need 

Pillar 4 of Ending the Epidemic is "Respond." This pillar focuses on activities that identify communities where 

HIV transmission is occurring so services can be provided to prevent further spread. Currently, these take the 

form of two activities: molecular cluster detection and time-space cluster detection. 

 

Molecular cluster detection is the collection and analysis of HIV genetic sequences generated during HIV drug 

resistance testing. In practice, the RNA sequences of HIV viruses are compared to one another to determine how 

closely the they are related (called “genetic distance”). Groups of individuals living with HIV who have similar 

HIV viruses may be part of local transmission networks. Identifying these groups helps to direct HIV prevention 

services to where they are needed.  These activities are new to HIV, but they have been used in outbreaks of 

foodborne illness and tuberculosis for many years. It cannot be used to identify HIV transmission from one indi-

vidual to another, and because of this, prevention activities focus on groups of people and not individuals. 

 

Time-space cluster detection is the comparison of current HIV diagnoses rates to historical HIV diagnoses rates 

to identify regions where an increase of HIV transmission may be occurring. This activity is a complement to 

molecular surveillance, because time-space clusters can be detected in areas where collection of HIV nucleotide 

sequences is incomplete or delayed. 

 

The metrics that MSDH is using to monitor progress in Pillar 4 are "Surveillance for Real-Time Cluster Detec-

tion," "Completion of Genotype Sequencing," "Response to HIV Transmission Clusters," "Outcomes of Cluster In-

vestigation among People Living with HIV," and "Outcomes of Cluster Investigations amount People who are HIV

-negative."  These metrics measure the success of MSDH in detecting clusters and linking the people around 

them to services. 

 

Technical Note: In Mississippi, a “priority molecular cluster” is defined as a group of 5 or more individuals di-

agnosed with HIV in the prior 12 months who have viruses that are related at a genetic distance of 0.5%. A 

"time-space cluster" is defined as a county where the rate of new HIV diagnoses in the most recent 12 months 

exceeds the average rate over the prior 3 years by 2 standard deviations. Some counties may reach this thresh-

old by chance, and it is the discretion of MSDH epidemiologists to determine which counties should be consid-

ered priority clusters. 

Introduction to Pillar 4 



2018 MSDH HIV/AIDS Epidemiologic Profile — EHE Goals  54 

 

Pillar 4 Metric Details 

Surveillance for real-
time cluster detection 

Definition:  The percentage of new HIV labs entered into the surveillance sys-
tem within two weeks of specimen collection  

Calculation:  The number of new HIV labs entered into the surveillance sys-

tem within two weeks of specimen collection, divided by the number of labs  

entered that year 

MSDH Goal: Increase the proportion of HIV labs entered into the surveillance 
system within two weeks of specimen collection to 85% by 2025. 

Completion of genotype 
sequencing 

Definition:  The percentage of people newly diagnosed with HIV who had a 
genotype sequence reported to MSDH 

Calculation:  The number of people newly diagnosed with HIV in a given year 
who have a sequence reported to MSDH, divided by the total number of people 
newly diagnosed with HIV in that year 

MSDH Goal: Increase the percentage of people newly diagnosed with HIV with 
genotype sequence reported to MSDH to 70% by 2025 

• Increase capacity to conduct follow-up investi-

gations of cases with insufficient information 

or potential cases with insufficient information 

to establish an HIV diagnosis 

• Develop feedback tool for health care provid-

ers, facilities, or laboratories with missing or 

incomplete information on required data 

• Identify case prioritization of network mem-

bers for enhanced linkage and other essential 

support services 

• Develop local measures for evaluating cluster 

response 

Activities in the Next Year to Achieve MSDH and National Pillar 4 EHE Goals  

MSDH is undertaking the following activities to respond quickly to potential HIV outbreaks:  

Response to HIV trans-

mission clusters  

Definition:  The percentage of individuals identified as members of priority 
clusters who are located and interviewed within 7 days of identification  

Calculation: The number of individuals identified as members of priority clus-
ters who are located and interviewed within 7 days of identification, divided 
by the total number of individuals identified as members of priority clusters 
in that year 

MSDH Goal:  Increase the percentage of individuals identified as members of 
priority clusters who are located and interviewed within 7 days of identifica-
tion to 65% by 2025  

Outcomes of cluster in-

vestigation among peo-

ple living with HIV   

Definition:  The percentage of people living with HIV identified in a cluster 
who are not adequately engaged in HIV care who are linked back to care  

Calculation: Number of people living with HIV identified in a cluster who are 
inadequately engaged in HIV care or not engaged in HIV care (i.e., have a viral 
load >1000 or no viral load/CD4 within the past 12 months) who have a CD4 
or viral load within 30 days of interview by a disease intervention specialist 
(DIS), divided by the total number of people living with HIV identified in a clus-
ter in that year who are not engaged in HIV care 

MSDH Goal:  Increase percentage of people living with HIV identified in a clus-
ter who are not adequately engaged in HIV care who are linked back to care 
to 75% by 2025 
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Pillar 4 Metric Details (cont.) 

Outcomes of cluster in-

vestigation among peo-

ple who are HIV-

negative  

Definition:  The percentage of people without HIV who are associated with a 
cluster who start on PrEP  

Calculation: Number of people without HIV associated with a cluster who 
start on PrEP within 30 days of the DIS interview of the index case, divided by 
the total number of people without HIV who are associated with a cluster in 
that year and not already on PrEP 

MSDH Goal:  Increase percentage of people who are HIV-negative who are as-
sociated with a cluster who start on PrEP to 75% by 2025  

Table 1: Number of days between the date of specimen collection and the date loaded into the surveil-

lance system for labs received in 2018 from individuals newly diagnosed with HIV   

Laboratory 
Test Type 

Number of 
Labs 

Median Number of 
Days (Min-Max)1 

% of All Labs Entered  
into Surveillance System 

<14 Days of Specimen  
Collection Date 

CD4 1,244 7 (0-91) 84.6% 

Viral load 864 8 (1-113) 77.7% 

Qualitative RNA 50 20 (6-66) 28.0% 

Antigen/antibody 1,480 13 (1-163) 59.3% 

Genotype 57 69 (21-209) 0.0% 

Other 16 19 (7-50) 25.0% 

All received labs 3,711 10 (0-209) 70.5% 

1Number of days from specimen collection date to entry into surveillance system 

How this Relates to the EHE Initiative:  

Rapid processing of laboratory information from individuals newly diagnosed with HIV is a first step toward real

-time cluster detection. This will ultimately lead to a more rapid identification of groups of individuals for whom 

HIV prevention services may be needed. This metric aligns with MSDH activities to improve electronic laboratory 

reporting.  

Summary of Progress toward MSDH and National EHE Goals:  

The percentage of new HIV labs (for individuals newly diagnosed with HIV) that were entered into the surveil-

lance system within two weeks of specimen collection was 71% in 2018. This percentage differed substantially 

by laboratory test type, with CD4 labs being the most likely to be entered into the surveillance system within 

two weeks (Table 1, above). The median number of days from the time of specimen collection to entering the 

lab into the surveillance system was about one week for CD4 and viral load labs.  

Surveillance for real-time cluster detection 
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How this Relates to the EHE Initiative:  

Increased completion of genotype sequences will increase the sensitivity of MSDH's molecular cluster detection 

program and will allow MSDH to more rapidly identify groups of individuals for whom HIV prevention services 

may be needed. This metric aligns with MSDH activities to improve laboratory processes and data reporting. 

Summary of Progress toward MSDH and National EHE Goals:  

The percentage of people newly diagnosed with HIV with a genotype sequence was 16% in 2018 and was not 

measured prior to this year. Progress was made in mid-2018 to increase completeness of genotype sequencing 

and reporting, and the results should be seen in subsequent years. Meeting the goal for this metric will require 

continued improvement in the number of patients whose specimens undergo genotype sequencing and the 

number of tests results that are reported to MSDH. This will involve provider and laboratory education initia-

tives, improvements to electronic laboratory reporting, and revisions to the rules and regulations for reporting 

of laboratory results.  

Completion of Genotype Sequencing 

How this Relates to the EHE Initiative:  

Interviewing members of priority clusters gives these individuals the opportunity to re-link themselves and their 

community to HIV prevention and care services. This metric aligns with MSDH activities to rapidly respond to 

detected priority clusters. 

Summary of Progress toward MSDH and National EHE Goals:  

Cluster detection activities did not start until 2019. There is no data to report for 2018.  

Response to HIV Transmission Clusters 

How this Relates to the EHE Initiative:  

Re-linking members of priority clusters to effective treatment will decrease the probability of future HIV trans-

mission and the negative health effects of untreated HIV. This metric aligns with MSDH activities to ensure ade-

quate linkage to care among individuals who are inadequately engaged in HIV care. 

Summary of Progress toward MSDH and National EHE Goals:  

Cluster detection activities did not start until 2019. There is no data to report for 2018.  

Outcomes of cluster investigation among people living with HIV 

How this Relates to the EHE Initiative:  

Re-linking members of priority clusters to PrEP treatment will decrease their probability of HIV acquisition. This 

metric aligns with MSDH activities to promote PrEP uptake among individuals at high risk of HIV acquisition.  

Summary of Progress toward MSDH and National EHE Goals:  

Cluster detection activities did not start until 2019. There is no data to report for 2018.  

Outcomes of cluster investigation among people without HIV 
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Additional Pillars and Metrics to Monitor in 
Future Epidemiologic Profiles 

During the development of the 2020 Mississippi EHE Jurisdictional Plan, the Mississippi State Department of 

Health, Mississippi HIV Planning Council, and Mississippi EHE Task Force outlined four additional pillars (Pillars 5-

8) to guide the plan to end the HIV epidemic in Mississippi. These four additional Pillars are: 

• Increase access to effective and comprehensive care across the state 

• Decrease stigma and provide life-affirming messaging 

• Identify and reduce health disparities 

• Increase health department capacity and partnerships 

 

Future epidemiologic profiles will include metrics to monitor progress toward the goals of these pillars and will 

delineate the progress made toward achieving those goals. An example of some of the metrics that will be in-

cluded in future reports are: 

• Proportion of individuals with private insurance or Medicaid/Medicare 

• Proportion of people living with HIV who experience food insecurity or housing instability  

• Proportion of people living with HIV or people at risk of HIV who experience or report depression, anxiety, 

stigma, and/or post-traumatic stress disorder 

• Relative disparities in all metric measures (e.g., HIV diagnosis rates, viral suppression) by sex at birth, race/

ethnicity, age, and urban/rural residence  



2018 MSDH HIV/AIDS Epidemiologic Profile   58 

 

 

References 
 
Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance 2018. Atlanta, Georgia: 

US Department of Health and Human Services;2019. 

De Voux A, Kidd S, Grey JA, et al. State-Specific Rates of Primary and Secondary Syphilis Among Men Who Have 
Sex with Men - United States, 2015. MMWR Morb Mortal Wkly Rep. 2017;66(13):349-354. 

Grey JA, Bernstein KT, Sullivan PS, et al. Estimating the Population Sizes of Men Who Have Sex With Men in US 
States and Counties Using Data From the American Community Survey. JMIR public health and surveil-
lance. 2016;2(1):e14. 

Song R, Hall HI, Green TA, Szwarcwald CL, Pantazis N. Using CD4 Data to Estimate HIV Incidence, Prevalence, 
and Percent of Undiagnosed Infections in the United States. Journal of acquired immune deficiency syn-
dromes. 2017;74(1):3-9. 




