


Summary Tables

 Table 1. AIDS 
 Table 2. Cumu
 Table 3. Demo
 Table 4A/B. AI
 Table 5. AIDS 
 Table 6. AIDS 
 Table 7A/B/C. 
 Table 8A/B/C. 
 Table 9. Death
 Table 10. Dem

cases - King C

HIV/AIDS Epidem

 AIDS Cases a
 AIDS Cases a
 Adult/adolesc
 Pediatric AID
 Estimated Pe
 Annual Revie
 Geographic D
 Comparison o

Results from 
 HIV Prevalen

Clinic Patient
 The Washingt
 HIV/AIDS Pro
 Adult AIDS C
 Pediatric AID
 HIV Preventio

Credits

This is the fifty-ninth
- Seattle & King  Co
funded in part by a C
wish to thank the he
epidemiologic studie
for the data presente
Stephen Hitchcock, 
County , and Mark C
Disease and Reprod

rinted on recycled 

HIV/AIDS Epidem
Sharon Hopkins, D
HIV/AIDS Epidemi
400 Yesler Way, 3
Seattle, WA  98104
(206) 296-4645
Washington State/Seattle-King County
HIV/AIDS Epidemiology Report
cases, deaths, and person living with AIDS - KC, OC, WA, US..................................................... 1
lative AIDS cases and deaths by resident county - WA................................................................. 2
graphics of cumulative AIDS cases - KC, OC, WA, US.................................................................. 3
DS cases by gender, race and exposure category - KC, WA ....................................................... 4
cases by gender and age at diagnosis - KC, WA ........................................................................... 5
cases, deaths, and case-fatality rates by year - KC, WA ............................................................. 5
AIDS cases by HIV exposures and year of diagnosis - KC, OC, WA ........................................... 6
AIDS cases by age/gender and year of diagnosis - KC,OC, WA .................................................. 7
s of reported AIDS cases by year of death - KC, OC, WA ............................................................ 7
ographic characteristics of cumulative reported HIV non-AIDS
ounty, other WA counties, all WA State, U.S.................................................................................. 8

iology and Surveillance News

nd Rates by State and Age Group through 6/01-US.......................................................9
nd Rates by Metropolitan Area and Age group through 6/01-US ................................10
ent Male and Female AIDS Rates reported 7/00 through 6/01 - US ...........................12
S Cases reported 6/00 through 6/01 - US ....................................................................13
diatric AIDS Incidence by Year of Diagnosis, 1992-2000 - US ...................................13
w of HIV and AIDS in King County.................................................................................14
istribution of HIV/AIDS in King County.........................................................................20
f Characteristics among Recently Arrested Injection Drug Users:
the Kiwi Study ................................................................................................................22
ce, Incidence and Risk Behaviors among Seattle-King County STD
s, 1988-2000 ..................................................................................................................29
on State HIV Treatment Adherence Project.................................................................36
gram Report: HIV early intervention services in King County ....................................37
linical Trials Unit Report: Metabolic syndromes in HIV infection.................................42
S Clinical Trials Unit Report: Long term follow-up study of children..........................45
n & Vaccine Trials Unit Report: Current challenges in HIV vaccines ........................48

 edition of a report on the epidemiology of HIV and AIDS.  Produced as a joint project by Public Health
unty and the Washington State Infectious Disease and Reproductive Health Assessment Unit, it is
enters for Disease Control and Prevention cooperative agreement for HIV/AIDS surveillance.  We

alth care providers caring for people with HIV/AIDS and the clinics and patients participating in
s.  Their cooperation with the public health departments' HIV/AIDS control efforts provides the basis
d in this report.  We also wish to acknowledge the outstanding assistance of our staff including

Beth Sohlberg, Laura Arnold, Rusty Myers, and Nicole Woodruff at Public Health - Seattle & King
haronis, Sandy Hitchcock, Anna Meddaugh and Laraine Shann at the Washington State Infectious
uctive Health Assessment Unit.  Cover and document design by Stephen Hitchcock, BA, BFA.
paper.
P
iology Program
VM, MPH, Senior Epidemiologist
ology Report Editor
rd Floor

Section M
IDRH Assessment Unit
Maria Courogen, MPH

anager,/Lead Epidemiologist
PO Box 47838

Olympia, WA  98504-7838
(360) 236-3458



HIV/AIDS Reporting Requirements
ashington State implemented HIV infection reporting on September 1, 1999.  Health care
providers are required to report all HIV infections, regardless of the date of the patient's
initial diagnosis to the local health department.  However, the requirement is limited to initial

diagnosis to those patients who seek HIV care or are tested on or after September 1, 1999.  Local
health department officials will forward case reports to the State Department of Health, replacing the
name of the patient with a standard code prior to forwarding  if the report indicates asymptomatic
infection.  As has been the case since 1984, AIDS and symptomatic HIV case reports are not subject
to coding.

Laboratory evidence of HIV infection (i.e., western blot assays, p24 antigen detection, viral culture,
nucleic acid detection [viral load]) also became reportable by laboratories effective September 1,
1999.  Low CD4 counts (<200/µl or <14% of total lymphocytes) already have been reportable since
1993.  However, laboratory reporting does not relieve health care providers of their duty to report
since most of the critical information necessary for surveillance and follow-up is not available for
reporting by laboratories.

For further information about HIV/AIDS reporting requirements, please call your local health
department or the Washington Department of Health at 1-888-367-5555.  In King County, contact
the HIV/AIDS Epidemiology Program at 206-296-4645.
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Table 1.  Surveillance summary of reported AIDS1 cases, deaths, and persons living
with AIDS - King County, other WA counties, all WA State, U.S.

ADULT/
KING COUNTY Cases reported as of 12/31/01 ADOLESCENT PEDIATRIC2 TOTAL

New cases reported 2nd half 2001 137 0 137

Cases reported year-to-date 320 0 320

Cumulative cases 6,393 14 6,407

Cumulative deaths 3,663 8 3,671

Persons living3 2,730 6 2,736

OTHER COUNTIES Cases reported as of 12/31/01

New cases reported 2nd half 2001 99 0 99

Cases reported year-to-date 196 0 196

Cumulative cases 3,500 18 3,518

Cumulative deaths 1,843 11 1,854

Persons living3 1,657 7 1,664

WA STATE Cases reported as of 12/31/01

New cases reported 2nd half 2001 236 0 236

Cases reported year-to-date 516 0 516

Cumulative cases 9,893 32 9,925

Cumulative deaths 5,506 19 5,525

Persons living3 4,387 13 4,400

U.S. Cases reported as of 6/30/014

Cumulative cases 784,032 8,994 793,026

Cumulative deaths 452,432 5,235 457,667

Persons living3 331,600 3,759 335,359

1AIDS by 1993 surveillance case definition
2Age < 13 years at time of AIDS diagnosis
3Persons reported with AIDS and not known to have died
4Most recent date that complete U.S. statistics are available
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Table 2.  Cumulative AIDS case counts and deaths by resident county and
AIDSNet region at diagnosis - Reported as of 12/31/01 - WA State

TOTAL CASES DEATHS PRESUMED LIVING
No. (%)1 No. (%)2 No. (%)2

1

2 

Region 1: Adams 3 (  0.0) 1 ( 33) 2 ( 67)
Asotin 13 (  0.1) 6 ( 46) 7 ( 54)
Columbia 3 (  0.0) 3 (100) 0 (  0)
Ferry 6 (  0.1) 6 (100) 0 (  0)
Garfield 0 (  0.0) 0 (  0) 0 (  0)
Lincoln 3 (  0.0) 2 ( 67) 1 ( 33)
Okanogan 19 (  0.2) 7 ( 37) 12 ( 63)
Pend Oreille 8 (  0.1) 5 ( 63) 3 ( 38)
Spokane 405 (  4.1) 225 ( 56) 180 ( 44)
Stevens 18 (  0.2) 6 ( 33) 12 ( 67)
Walla Walla 55 (  0.6) 28 ( 51) 27 ( 49)
Whitman 9 (  0.1) 4 ( 44) 5 ( 56)
SUBTOTAL 542 (  5.5) 293 ( 54) 249 ( 46)

Region 2: Benton 69 (  0.7) 28 ( 41) 41 ( 59)
Chelan 31 (  0.3) 20 ( 65) 11 ( 35)
Douglas 2 (  0.0) 2 (100) 0 (  0)
Franklin 29 (  0.3) 10 ( 34) 19 ( 66)
Grant 26 (  0.3) 19 ( 73) 7 ( 27)
Kittitas 13 (  0.1) 9 ( 69) 4 ( 31)
Klickitat 10 (  0.1) 8 ( 80) 2 ( 20)
Yakima 139 (  1.4) 70 ( 50) 69 ( 50)
SUBTOTAL 319 (  3.2) 166 ( 52) 153 ( 48)

Region 3: Island 53 (  0.5) 33 ( 62) 20 ( 38)
San Juan 17 (  0.2) 10 ( 59) 7 ( 41)
Skagit 47 (  0.5) 27 ( 57) 20 ( 43)
Snohomish 511 (  5.1) 275 ( 54) 236 ( 46)
Whatcom 138 (  1.4) 70 ( 51) 68 ( 49)
SUBTOTAL 766 (  7.7) 415 ( 54) 351 ( 46)

Region 4: King 6,407 ( 64.6) 3,671 ( 57) 2,736 ( 43)

Region 5: Kitsap 173 (  1.7) 98 ( 57) 75 ( 43)
Pierce 902 (  9.1) 473 ( 52) 429 ( 48)
SUBTOTAL 1,075 ( 10.8) 571 ( 53) 504 ( 47)

Region 6: Clallam 45 (  0.5) 22 ( 49) 23 ( 51)
Clark 349 (  3.5) 187 ( 54) 162 ( 46)
Cowlitz 83 (  0.8) 46 ( 55) 37 ( 45)
Grays Harbor 45 (  0.5) 21 ( 47) 24 ( 53)
Jefferson 23 (  0.2) 12 ( 52) 11 ( 48)
Lewis 37 (  0.4) 23 ( 62) 14 ( 38)
Mason 65 (  0.7) 16 ( 25) 49 ( 75)
Pacific 14 (  0.1) 8 ( 57) 6 ( 43)
Skamania 7 (  0.1) 5 ( 71) 2 ( 29)
Thurston 146 (  1.5) 69 ( 47) 77 ( 53)
Wahkiakum 2 (  0.0) 0 (  0) 2 (100)
SUBTOTAL 816 (  8.2) 409 ( 50) 407 ( 50)

TOTAL 9,925 (100.0) 5,525 ( 56) 4,400 ( 44)

1 Percent of Wahington State cases (column %)
2 Percent of individula county's cases (row %)
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1 AIDS by 1993 surveillance case definition
2 Most recent date that complete U.S. statistics are available
3 Includes patients for whom exposure information is incomplete (due to death, refusal to be interviewed, or loss to follow-up),
patients still under investigation, patients whose only risk was heterosexual contact where the risk of the sexual partner was
undetermined, persons exposed to HIV through their occupation, and patients whose mode of exposure remains undetermined

Table 3.  Demographic characteristics of cumulative reported AIDS1

cases - King County, other WA counties, all WA State, U.S.

K I N G  O T H E R A L L  W A T O T A L
C O U N T Y C O U N T I E S S T A T E U . S .

C a s e s  r e p o r t e d  a s  o f : 1 2 / 3 1 / 0 1 1 2 / 3 1 / 0 1 1 2 / 3 1 / 0 1 0 6 / 3 0 / 0 12

                                                                 N o .      ( % )                     N o .       ( % )                    N o .       ( % )                    N o .             ( % )    

S E X

M a l e 6 , 0 7 3 ( 9 5 ) 3 , 0 8 0 ( 8 8 ) 9 , 1 5 3 ( 9 2 ) 6 5 3 , 8 0 8 ( 8 2 )

F e m a l e 3 3 4 ( 5) 4 3 8 ( 1 2 ) 7 7 2 ( 8) 1 3 9 , 2 1 7 ( 1 8 )

U n k n o w n 0 (0) 0 (0) 0 (0) 1 ( < 1 )

A G E  G R O U P  ( Y R S )

<  1 3 1 4 ( < 1 ) 1 8 ( 1) 3 2 ( < 1 ) 8 , 9 9 4 ( 1)

1 3 - 1 9 1 2 ( < 1 ) 2 6 ( 1) 3 8 ( < 1 ) 4 , 2 1 9 (1)

2 0 - 2 9 1 , 0 7 0 ( 1 7 ) 6 7 8 ( 1 9 ) 1 , 7 4 8 ( 1 8 ) 1 3 0 , 9 6 5 ( 1 7 )

3 0 - 3 9 3 , 1 1 1 ( 4 9 ) 1 , 5 3 2 ( 4 4 ) 4 , 6 4 3 ( 4 7 ) 3 5 3 , 1 0 2 ( 4 5 )

4 0 - 4 9 1 , 6 3 1 ( 2 5 ) 8 6 4 ( 2 5 ) 2 , 4 9 5 ( 2 5 ) 2 0 8 , 8 7 0 ( 2 6 )

5 0 - 5 9 4 5 8 ( 7) 2 7 4 ( 8) 7 3 2 ( 7) 6 3 , 3 9 5 ( 8)

>  5 9 1 1 1 ( 2) 1 2 6 ( 4) 2 3 7 ( 2) 2 3 , 4 8 0 ( 3)

U n k n o w n 0 (0) 0 (0) 0 (0) 1 ( < 1 )

R A C E / E T H N I C I T Y

W h i t e ,  n o t  H i s p a n i c 5 , 0 8 1 ( 7 9 ) 2 , 7 9 6 ( 7 9 ) 7 , 8 7 7 ( 7 9 ) 3 3 7 , 0 3 5 ( 4 2 )

B l a c k ,  n o t  H i s p a n i c 7 0 5 ( 1 1 ) 3 1 7 ( 9) 1 , 0 2 2 ( 1 0 ) 3 0 1 , 7 8 4 ( 3 8 )

H i s p a n i c 4 0 3 ( 6) 2 7 3 ( 8) 6 7 6 ( 7) 1 4 5 , 2 2 0 ( 1 8 )

A s i a n / P a c i f i c  I s l a n d e r 1 2 3 ( 2) 5 0 ( 1) 1 7 3 ( 2) 5 , 9 2 2 (1)

A m e r i c a n  I n d i a n / A K  N a t i v e 9 5 ( 1) 8 2 ( 2) 1 7 7 ( 2) 2 , 4 3 3 ( < 1 )

U n k n o w n 0 ( 0) 0 ( 0) 0 ( 0) 6 3 2 ( < 1 )

H I V  E X P O S U R E  C A T E G O R Y

M a l e - m a l e  s e x 4 , 8 0 2 ( 7 5 ) 1 , 9 4 8 ( 5 5 ) 6 , 7 5 0 ( 6 8 ) 3 6 1 , 8 6 7 ( 4 6 )

I n j e c t i o n  d r u g  u s e  ( I D U ) 3 6 9 ( 6) 5 2 5 ( 1 5 ) 8 9 4 ( 9) 1 9 7 , 0 9 1 ( 2 5 )

I D U  &  m a l e - m a l e  s e x 6 4 6 ( 1 0 ) 3 3 6 ( 1 0 ) 9 8 2 ( 1 0 ) 5 0 , 0 6 6 (6)

H e t e r o s e x u a l  c o n t a c t 2 5 1 ( 4) 3 1 5 ( 9) 5 6 6 ( 6) 8 5 , 7 3 8 ( 1 1 )

H e m o p h i l i a 3 1 ( < 1 ) 5 7 ( 2) 8 8 ( 1) 5 , 4 7 1 (1)

T r a n s f u s i o n 5 3 ( 1) 6 8 ( 2) 1 2 1 ( 1) 9 , 2 7 6 (1)

M o t h e r  a t  r i s k / h a s  H I V 1 3 ( < 1 ) 1 5 ( < 1 ) 2 8 ( < 1 ) 8 , 2 0 7 (1)

U n d e t e r m i n e d / o t h e r3 2 4 2 ( 4) 2 5 4 ( 7) 4 9 6 ( 5) 7 5 , 3 1 0 (9)

 T O T A L  C A S E S 6 , 4 0 7 3 , 5 1 8 9 , 9 2 5 7 9 3 , 0 2 6
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1AIDS by 1993 surveillance case definition
2And not Hispanic
3Asian/Pacific Islander
4American Indian/Alaska Native

Table 4A.  Cumulative AIDS1 cases by gender, race/ethnicity, and HIV exposure
                category - Reported as of 12/31/01 - King County

Table 4B.  Cumulative AIDS1 cases by gender, race/ethnicity, and HIV exposure
                category - Reported as of 12/31/01 - WA State

EXPOSURE WHITE2 BLACK2 HISPANIC ASIAN/PI3 AI/AN4 TOTAL
CATEGORY No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)

EXPOSURE WHITE2 BLACK2 HISPANIC ASIAN/PI3 AI/AN4 TOTAL
CATEGORY No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)

MALE
M a l e - m a l e  s e x 4 , 0 5 4 ( 8 3 ) 3 3 9 ( 5 7 ) 2 7 4 ( 7 2 ) 9 1 ( 8 1 ) 4 4 ( 5 7 ) 4 , 8 0 2 ( 7 9 )
I n j e c t i o n  d r u g  u s e  ( I D U ) 1 4 5 ( 3) 8 2 ( 1 4 ) 3 7 ( 1 0 ) 3 ( 3) 7 ( 9) 2 7 4 ( 5)
I D U  &  m a l e - m a l e  s e x 5 2 8 ( 1 1 ) 6 0 ( 1 0 ) 3 2 ( 8) 6 ( 5) 2 0 ( 2 6 ) 6 4 6 ( 1 1 )

H e t e r o s e x u a l  c o n t a c t 3 0 ( 1) 4 4 ( 7) 1 2 ( 3) 1 ( 1) 2 ( 3) 8 9 ( 1)
H e m o p h i l i a 2 9 ( 1) 1 ( < 1 ) 0 ( 0) 1 ( 1) 0 ( 0) 3 1 ( 1)
T r a n s f u s i o n 2 7 ( 1) 2 ( < 1 ) 2 ( 1) 1 ( 1) 1 ( 1) 3 3 ( 1)
M o t h e r  a t  r i s k / h a s  H I V 2 ( < 1 ) 3 ( 1) 0 ( 0) 0 ( 0) 0 ( 0) 5 ( < 1 )

U n d e t e r m i n e d / o t h e r 9 2 ( 2) 6 2 ( 1 0 ) 2 6 ( 7) 1 0 ( 9) 3 ( 4) 1 9 3 ( 3)

MALE SUBTOTAL ( row %) 4,907 (81) 593 (10) 383 ( 6) 113 ( 2) 77 ( 1) 6,073 (100)

F E M A L E
I n j e c t i o n  d r u g  u s e  ( I D U ) 4 7 ( 2 7 ) 3 5 ( 3 1 ) 1 ( 5) 0 ( 0) 1 2 ( 6 7 ) 9 5 ( 2 8 )
H e t e r o s e x u a l  c o n t a c t 9 1 ( 5 2 ) 5 0 ( 4 5 ) 1 3 ( 6 5 ) 4 ( 4 0 ) 4 ( 2 2 ) 1 6 2 ( 4 9 )
H e m o p h i l i a 0 ( 0) 0 ( 0) 0 ( 0) 0 ( 0) 0 ( 0) 0 ( 0)
T r a n s f u s i o n 1 3 ( 7) 5 ( 4) 1 ( 5) 1 ( 1 0 ) 0 ( 0) 2 0 ( 6)

M o t h e r  a t  r i s k / h a s  H I V 3 ( 2) 3 ( 3) 2 ( 1 0 ) 0 ( 0) 0 ( 0) 8 ( 2)
U n d e t e r m i n e d / o t h e r 2 0 ( 1 1 ) 1 9 ( 1 7 ) 3 ( 1 5 ) 5 ( 5 0 ) 2 ( 1 1 ) 4 9 ( 1 5 )

FEMALE SUBTOTAL ( row %) 174 (52) 112 (34) 20 ( 6) 10 ( 3) 18 ( 5) 334 (100)

TOTAL 5,081 (79) 705 (11) 403 ( 6) 123 ( 2) 95 ( 1) 6,407 (100)

MALE
M a l e - m a l e  s e x 5 , 7 2 8 ( 7 7 ) 4 5 6 ( 5 5 ) 3 7 9 ( 6 2 ) 1 1 5 ( 7 8 ) 7 2 ( 5 1 ) 6 , 7 5 0 ( 7 4 )
I n j e c t i o n  d r u g  u s e  ( I D U ) 4 1 7 ( 6) 1 3 7 ( 1 6 ) 8 0 ( 1 3 ) 5 ( 3) 2 3 ( 1 6 ) 6 6 2 ( 7)
I D U  &  m a l e - m a l e  s e x 8 0 9 ( 1 1 ) 8 2 ( 1 0 ) 5 2 ( 9) 6 ( 4) 3 3 ( 2 3 ) 9 8 2 ( 1 1 )

H e t e r o s e x u a l  c o n t a c t 9 4 ( 1) 6 5 ( 8) 3 2 ( 5) 5 ( 3) 5 ( 4) 2 0 1 ( 2)
H e m o p h i l i a 8 2 ( 1) 1 ( < 1 ) 1 ( < 1 ) 1 ( 1) 0 ( 0) 8 5 ( 1)
T r a n s f u s i o n 6 2 ( 1) 3 ( < 1 ) 6 ( 1) 1 ( 1) 1 ( 1) 7 3 ( 1)

M o t h e r  a t  r i s k / h a s  H I V 5 ( < 1 ) 5 ( 1) 0 ( 0) 0 ( 0) 1 ( 1) 1 1 ( < 1 )
U n d e t e r m i n e d / o t h e r 2 2 3 ( 3) 8 4 ( 1 0 ) 6 0 ( 1 0 ) 1 5 ( 1 0 ) 7 ( 5) 3 8 9 ( 4)

MALE SUBTOTAL ( row %) 7,420 (81) 833 ( 9) 610 ( 7) 148 ( 2) 142 ( 2) 9,153 (100)

F E M A L E
I n j e c t i o n  d r u g  u s e  ( I D U ) 1 3 6 ( 3 0 ) 6 4 ( 3 4 ) 8 ( 1 2 ) 2 ( 8) 2 2 ( 6 3 ) 2 3 2 ( 3 0 )
H e t e r o s e x u a l  c o n t a c t 2 2 7 ( 5 0 ) 8 1 ( 4 3 ) 4 2 ( 6 4 ) 9 ( 3 6 ) 6 ( 1 7 ) 3 6 5 ( 4 7 )

H e m o p h i l i a 3 ( 1) 0 ( 0) 0 ( 0) 0 ( 0) 0 ( 0) 3 ( < 1 )
T r a n s f u s i o n 3 2 ( 7) 8 ( 4) 3 ( 5) 3 ( 1 2 ) 2 ( 6) 4 8 ( 6)
M o t h e r  a t  r i s k / h a s  H I V 7 ( 2) 5 ( 3) 4 ( 6) 1 ( 4) 0 ( 0) 1 7 ( 2)

U n d e t e r m i n e d / o t h e r 5 2 ( 1 1 ) 3 1 ( 1 6 ) 9 ( 1 4 ) 1 0 ( 4 0 ) 5 ( 1 4 ) 1 0 7 ( 1 4 )

FEMALE SUBTOTAL ( row %) 457 (59) 189 (24) 66 ( 9) 25 ( 3) 35 ( 5) 772 (100)

TOTAL 7,877 (79) 1,022 (10) 676 ( 7) 173 ( 2) 177 ( 2) 9,925 (100)
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Table 5.  Cumulative AIDS1 cases by gender and age at diagnosis
              Reported as of 12/31/01 - King County and WA State

KING COUNTY WASHINGTON STATE
MALE FEMALE MALE FEMALE

AGE (YRS) No.     (%) No.     (%) No.     (%) No.     (%)

1 AIDS by 1993 surveillance case definition

1AIDS by 1993 surveillance case definition
2Number of deaths among persons diagnosed each year
3Percent of cases diagnosed in each year whose deaths have been reported to date
4Reporting for recent years is incomplete

Table 6.  AIDS1 cases, deaths, and case-fatality rates by year
             Reported as of 12/31/01 - King County and WA State

KING COUNTY WASHINGTON STATE
CASE- CASE-

YEAR OF (% TOTAL FATALITY FATALITY
DIAGNOSIS CASES WA CASES) DEATHS2 RATE (%)3 CASES DEATHS2 RATE (%)3

< 5 4 ( < 1 ) 5 ( 1) 1 0 ( < 1 ) 1 3 ( 2)
 5 - 1 2 2 ( < 1 ) 3 ( 1) 5 ( < 1 ) 4 ( 1)

1 3 - 1 9 8 ( < 1 ) 4 ( 1) 2 7 ( < 1 ) 1 1 ( 1)
2 0 - 2 9 9 8 2 ( 1 6 ) 8 8 ( 2 6 ) 1 , 5 6 2 ( 1 7 ) 1 8 6 ( 2 4 )
3 0 - 3 9 2 , 9 6 7 ( 4 9 ) 1 4 4 ( 4 3 ) 4 , 3 2 8 ( 4 7 ) 3 1 5 ( 4 1 )

4 0 - 4 9 1 , 5 7 2 ( 2 6 ) 5 9 ( 1 8 ) 2 , 3 3 7 ( 2 6 ) 1 5 8 ( 2 0 )
5 0 - 5 9 4 3 8 ( 7) 2 0 ( 6) 6 7 6 ( 7) 5 6 ( 7)
>  5 9 1 0 0 ( 2) 1 1 ( 3) 2 0 8 ( 2) 2 9 ( 4)

TOTAL 6,073 (100) 334 (100) 9,153 (100) 772 (100)

   1 9 8 2 1 ( 1 0 0 ) 1 ( 1 0 0 ) 1 1 ( 1 0 0 )
   1 9 8 3 1 1 ( 5 5 ) 1 1 ( 1 0 0 ) 2 0 2 0 ( 1 0 0 )

   1 9 8 4 6 0 ( 7 6 ) 5 7 (  9 5 ) 7 9 7 6 (  9 6 )
   1 9 8 5 1 0 4 ( 7 9 ) 1 0 0 (  9 6 ) 1 3 1 1 2 7 (  9 7 )
   1 9 8 6 1 8 6 ( 7 5 ) 1 7 9 (  9 6 ) 2 4 9 2 4 2 (  9 7 )

   1 9 8 7 2 7 4 ( 7 4 ) 2 6 2 (  9 6 ) 3 7 0 3 5 3 (  9 5 )
   1 9 8 8 3 5 2 ( 7 1 ) 3 2 4 (  9 2 ) 4 9 6 4 5 9 (  9 3 )
   1 9 8 9 4 6 0 ( 7 3 ) 4 1 7 (  9 1 ) 6 2 8 5 6 6 (  9 0 )

   1 9 9 0 5 1 8 ( 6 8 ) 4 5 3 (  8 7 ) 7 5 7 6 6 4 (  8 8 )
   1 9 9 1 5 6 0 ( 6 6 ) 4 6 6 (  8 3 ) 8 5 3 7 1 2 (  8 3 )
   1 9 9 2 6 2 0 ( 6 7 ) 4 3 8 (  7 1 ) 9 2 3 6 7 2 (  7 3 )

   1 9 9 3 6 4 5 ( 6 5 ) 3 9 2 (  6 1 ) 9 9 6 6 2 3 (  6 3 )
   1 9 9 4 5 4 1 ( 6 1 ) 2 5 0 (  4 6 ) 8 8 8 4 3 2 (  4 9 )
   1 9 9 5 5 0 8 ( 6 4 ) 1 3 9 (  2 7 ) 7 9 1 2 3 6 (  3 0 )

   1 9 9 6 4 1 8 ( 5 9 ) 5 9 (  1 4 ) 7 1 1 1 1 7 (  1 6 )
   1 9 9 7 2 9 6 ( 5 6 ) 4 2 (  1 4 ) 5 2 9 7 0 (  1 3 )
   1 9 9 8 2 5 0 ( 6 1 ) 2 6 (  1 0 ) 4 0 8 5 2 (  1 3 )

   1 9 9 9 1 9 1 ( 5 2 ) 1 7 (   9 ) 3 6 5 4 4 (  1 2 )
   2 0 0 0 4 2 6 1 ( 5 9 ) 3 1 (  1 2 ) 4 4 2 4 5 (  1 0 )
   2 0 0 1 4 1 5 1 ( 5 2 ) 7 (   5 ) 2 8 8 1 4 (   5 )

TOTAL 6,407 (65) 3,671 ( 57) 9,925 5,525 ( 56)
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Table 7A.  AIDS cases by HIV exposure category and year of diagnosis
                Reported as of 12/31/01 - King County

1997 1998 1999 20001 20011.2

No.    (%) No.     (%) No.     (%) No.    (%) No.      (%)

Table 7B.  AIDS cases by HIV exposure category and year of diagnosis
                Reported as of 12/31/01 - Other Counties

1997 1998 1999 20001 20011.2

No.         (%) No.          (%) No.        (%) No.         (%) No.        (%)

Table 7C.  AIDS cases by HIV exposure category and year of diagnosis
               Reported as of 12/31/01 - WA State

1997 1998 1999 20001 20011.2

No.      (%) No.      (%) No.      (%) No.      (%) No.       (%)

1Reporting for recent years is incomplete
2Year to date (cases reported as of 12/31/01)
3Includes patients for whom exposure information is incomplete (due to death, refusal to be interviewed, or loss
to follow-up), patients still under investigation, patients whose only risk was heterosexual contact where the risk of the sexual
partner was undetermined, persons exposed to HIV through their occupation, and patients whose mode of exposure remains
undetermined

M a l e - m a l e  s e x 1 8 7 ( 6 3 ) 1 6 1 ( 6 4 ) 1 2 7 ( 6 6 ) 1 6 4 ( 6 3 ) 8 8 ( 5 8 )
I n j e c t i o n  d r u g  u s e  ( I D U ) 1 5 ( 5) 2 5 ( 1 0 ) 1 5 ( 8) 2 5 ( 1 0 ) 1 3 ( 9)

I D U  &  m a l e - m a l e  s e x 3 4 ( 1 1 ) 2 3 ( 9) 1 8 ( 9) 2 3 ( 9) 1 0 ( 7)
H e t e r o s e x u a l  c o n t a c t 1 7 ( 6) 1 1 ( 4) 1 3 ( 7) 3 1 ( 1 2 ) 2 6 ( 1 7 )
H e m o p h i l i a 3 ( 1) 0 ( 0) 1 ( 1) 1 ( < 1 ) 0 ( 0)

T r a n s f u s i o n 3 ( 1) 2 ( 1) 1 ( 1) 1 ( < 1 ) 0 ( 0)
M o t h e r  a t  r i s k / h a s  H I V 1 ( < 1 ) 0 ( 0) 0 ( 0) 1 ( < 1 ) 0 ( 0)
U n d e t e r m i n e d / o t h e r3 3 6 ( 1 2 ) 2 8 ( 1 1 ) 1 6 ( 8) 1 5 ( 6) 1 4 ( 9)

TOTAL 296 (100) 250 (100) 191 (100) 261 (100) 151 (100)

M a l e - m a l e  s e x 1 0 6 ( 4 5 ) 7 2 ( 4 6 ) 7 3 ( 4 2 ) 8 7 ( 4 8 ) 6 7 ( 4 9 )
I n j e c t i o n  d r u g  u s e  ( I D U ) 4 2 ( 1 8 ) 3 3 ( 2 1 ) 3 3 ( 1 9 ) 3 1 ( 1 7 ) 2 1 ( 1 5 )

I D U  &  m a l e - m a l e  s e x 1 8 ( 8) 1 2 ( 8) 1 5 ( 9) 1 0 ( 6) 1 3 ( 9)
H e t e r o s e x u a l  c o n t a c t 3 0 ( 1 3 ) 2 1 ( 1 3 ) 2 4 ( 1 4 ) 2 0 ( 1 1 ) 9 ( 7)
H e m o p h i l i a 4 ( 2) 0 ( 0) 1 ( 1) 1 ( 1) 1 ( 1)

T r a n s f u s i o n 4 ( 2) 1 ( 1) 1 ( 1) 2 ( 1) 0 ( 0)
M o t h e r  a t  r i s k / h a s  H I V 1 ( < 1 ) 0 ( 0) 0 ( 0) 1 ( 1) 0 ( 0)
U n d e t e r m i n e d / o t h e r3 2 8 ( 1 2 ) 1 9 ( 1 2 ) 2 7 ( 1 6 ) 2 9 ( 1 6 ) 2 6 ( 1 9 )

TOTAL 233 (100) 158 (100) 174 (100) 181 (100) 137 (100)

M a l e - m a l e  s e x 2 9 3 ( 5 5 ) 2 3 3 ( 5 7 ) 2 0 0 ( 5 5 ) 2 5 1 ( 5 7 ) 1 5 5 ( 5 4 )
I n j e c t i o n  d r u g  u s e  ( I D U ) 5 7 ( 1 1 ) 5 8 ( 1 4 ) 4 8 ( 1 3 ) 5 6 ( 1 3 ) 3 4 ( 1 2 )

I D U  &  m a l e - m a l e  s e x 5 2 ( 1 0 ) 3 5 ( 9) 3 3 ( 9) 3 3 ( 7) 2 3 ( 8)
H e t e r o s e x u a l  c o n t a c t 4 7 ( 9) 3 2 ( 8) 3 7 ( 1 0 ) 5 1 ( 1 2 ) 3 5 ( 1 2 )
H e m o p h i l i a 7 ( 1) 0 ( 0) 2 ( 1) 2 ( < 1 ) 1 ( < 1 )

T r a n s f u s i o n 7 ( 1) 3 ( 1) 2 ( 1) 3 ( 1) 0 ( 0)
M o t h e r  a t  r i s k / h a s  H I V 2 ( < 1 ) 0 ( 0) 0 ( 0) 2 ( < 1 ) 0 ( 0)
U n d e t e r m i n e d / o t h e r3 6 4 ( 1 2 ) 4 7 ( 1 2 ) 4 3 ( 1 2 ) 4 4 ( 1 0 ) 4 0 ( 1 4 )

TOTAL 529 (100) 408 (100) 365 (100) 442 (100) 288 (100)
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Table 8A.  AIDS cases by age/gender and year of diagnosis
Reported as of 12/31/01 - King County

1997 1998 1999 20001 20011.2

 No.      (%)              No.       (%)           No.       (%)        No.      (%)             No.      (%)

Adult Male Cases 272 (92) 226 (90) 175 (92) 227 (87) 130 (86)
Adult Female Cases 23 ( 8) 24 (10) 16 ( 8) 33 (13) 21 (14)
Pediatric Cases 1 (<1) 0 ( 0) 0 ( 0) 1 (<1) 0 ( 0)

Table 8B.  AIDS cases by age/gender and year of diagnosis
Reported as of 12/31/01 - Other counties

1997 1998 1999 20001 20011.2

 No.      (%)             No.       (%)             No.       (%)         No.      (%)            No.      (%)

Adult Male Cases 193 (83) 139 (88) 140 (80) 150 (83) 122 (89)
Adult Female Cases 39 (17) 19 (12) 34 (20) 30 (17) 15 (11)
Pediatric Cases 1 (<1) 0 ( 0) 0 ( 0) 1 ( 1) 0 ( 0)

Table 8C.  AIDS cases by age/gender and year of diagnosis
Reported as of 12/31/01 - WA State

1997 1998 1999 20001 20001.2

 No.      (%)             No.      (%)            No.       (%)         No.      (%)           No.      (%)

Adult Male Cases 465 (88) 365 (89) 315 (86) 377 (85) 252 (88)
Adult Female Cases 62 (12) 43 (11) 50 (14) 63 (14) 36 (13)
Pediatric Cases 2 (<1) 0 ( 0) 0 ( 0) 2 (<1) 0 ( 0)

1 Reporting for years is incomplete
2 Year to date (cases reported as of 12/31/01)

Table 9.  Deaths of reported AIDS cases by year of death
Reported as of 12/31/01 - King County, Other counties, WA State

1997 1998 1999 20001 20011.2

No.          (%)           No.          (%)           No.           (%)      No.           (%)           No.          (%)

King County 106 (49) 87 (58) 64 (48) 75 (59) 60 (71)
Other Counties 110 (51) 63 (42) 70 (52) 52 (41) 25 (29)
All WA State 216 (100) 150 (100) 134 (100) 127 (100) 85 (100)

1 Reporting for recent years is incomplete
2 Year to date (deaths reported as of 12/31/01)
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Table 10.  Demographic characteristics of cumulative reported HIV non-AIDS1

                cases - King County, other WA counties, all WA State, U.S.

1 Persons reported with HIV infection who have not developed AIDS
2 HIV infection reports received as of 12/31/01.  HIV reporting was implemented in 9/99; reporting of cases diagnosed before 9/99 is
incomplete at this time

3 Includes HIV case reports from 36 states and territories with confidential named HIV reporting; excludes WA State at this time
4 Most recent date that complete U.S. statistics are available
5 Includes patients for whom exposure information is incomplete (due to death, refusal to be interviewed, or loss to follow-up),
patients still under investigation, patients whose only risk was heterosexual contact where the risk of the sexual partner was
undetermined, persons exposed to HIV through their occupation, and patients whose mode of exposure remains undetermined

K I N G 2 O T H E R 2 A L L  W A 2 T O T A L 3

C O U N T Y C O U N T I E S S T A T E U . S .

C a s e s  r e p o r t e d  a s  o f : 1 2 / 3 1 / 0 1 1 2 / 3 1 / 0 1 1 2 / 3 1 / 0 1 6 / 3 0 / 0 14

                                                                 N o .       ( % )                    N o .       ( % )                     N o .       ( % )                      N o .          ( % )     

S E X

M a l e 1 , 7 5 6 ( 8 9 ) 7 3 8 ( 7 7 ) 2 , 4 9 4 ( 8 5 ) 1 0 4 , 0 5 0 ( 7 1 )

F e m a l e 2 2 6 ( 1 1 ) 2 2 5 ( 2 3 ) 4 5 1 ( 1 5 ) 4 1 , 6 9 4 ( 2 9 )

U n k n o w n 0 (0) 0 (0) 0 (0) 9 ( < 1 )

A G E  G R O U P  ( Y R S )

< 1 3 1 7 (1) 1 6 (2) 3 3 (1) 2 , 2 0 6 (2)

1 3 - 1 9 4 8 (2) 3 6 (4) 8 4 (3) 5 , 8 9 2 (4)

2 0 - 2 9 6 7 4 ( 3 4 ) 3 4 7 ( 3 6 ) 1 , 0 2 1 ( 3 5 ) 4 7 , 3 9 7 ( 3 3 )

3 0 - 3 9 8 4 9 ( 4 3 ) 3 4 4 ( 3 6 ) 1 , 1 9 3 ( 4 1 ) 5 6 , 0 0 4 ( 3 8 )

4 0 - 4 9 3 0 7 ( 1 5 ) 1 7 1 ( 1 8 ) 4 7 8 ( 1 6 ) 2 5 , 3 6 5 ( 1 7 )

5 0 - 5 9 7 9 (4) 4 3 (4) 1 2 2 (4) 6 , 6 5 0 (5)

> 5 9 8 ( < 1 ) 6 ( < 1 ) 2 3 ( < 1 ) 2 , 2 3 0 (2)

U n k n o w n 0 (0) 0 (0) 0 (0) 9 ( < 1 )

R A C E / E T H N I C I T Y

W h i t e ,  n o t  H i s p a n i c 1 , 4 5 8 ( 7 4 ) 7 2 2 ( 7 5 ) 2 , 1 8 0 ( 7 4 ) 5 4 , 1 9 6 ( 3 7 )

B l a c k ,  n o t  H i s p a n i c 3 0 4 ( 1 5 ) 1 0 9 ( 1 1 ) 4 1 3 ( 1 4 ) 7 5 , 6 8 9 ( 5 2 )

H i s p a n i c 1 3 6 (7) 7 8 (8) 2 1 4 (7) 1 2 , 5 5 3 (9)

A s i a n / P a c i f i c  I s l a n d e r 4 4 (2) 2 1 (2) 6 5 (2) 5 9 7 ( < 1 )

A m e r i c a n  I n d i a n / A K  N a t i v e 3 0 (2) 1 8 (2) 4 8 (2) 9 0 5 (1)

U n k n o w n 1 0 ( < 1 ) 1 5 (2) 2 5 (1) 1 , 8 1 3 (1)

H I V  E X P O S U R E  C A T E G O R Y

M a l e - m a l e  s e x 1 , 3 6 8 ( 6 9 ) 4 2 0 ( 4 4 ) 1 , 7 8 8 ( 6 1 ) 4 7 , 3 0 5 ( 3 2 )

I n j e c t i o n  d r u g  u s e  ( I D U ) 1 3 4 (7) 1 7 8 ( 1 8 ) 3 1 2 ( 1 1 ) 2 1 , 2 5 4 ( 1 5 )

I D U  a n d  m a l e - m a l e  s e x 1 7 7 (9) 8 5 (9) 2 6 2 (9) 6 , 2 4 4 (4)

H e t e r o s e x u a l  c o n t a c t 1 1 5 (6) 1 4 0 ( 1 5 ) 2 5 5 (9) 2 4 , 6 3 4 ( 1 7 )

H e m o p h i l i a 9 ( < 1 ) 4 ( < 1 ) 1 3 ( < 1 ) 5 7 1 ( < 1 )

T r a n s f u s i o n 7 ( < 1 ) 6 (1) 1 3 ( < 1 ) 8 9 7 (1)

M o t h e r  a t  r i s k / h a s  H I V 1 5 (1) 1 5 (2) 3 0 (1) 1 , 9 1 8 (1)

U n d e t e r m i n e d / o t h e r 1 5 7 (8) 1 1 5 ( 1 2 ) 2 7 2 (9) 4 2 , 9 3 0 ( 2 9 )

T O T A L  C A S E S 1 , 9 8 2 ( 1 0 0 ) 9 6 3 ( 1 0 0 ) 2 , 9 4 5 ( 1 0 0 ) 1 4 5 , 7 5 3 ( 1 0 0 )
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July 1999– July 2000– 
June 2000 June 2001 Cumulative totals 

Adults/ Children 
Area of residence No. Rate No. Rate adolescents <13 years old Total 

Alabama 472 10.8 451 10.1 6,420 72 6,492 
Alaska 11 1.8 26 4.1 485 5 490 
Arizona 678 14.2 514 10.0 7,682 40 7,722 
Arkansas 205 8.0 197 7.4 3,043 38 3,081 
California 4,633 14.0 4,663 13.8 121,218 613 121,831 

Colorado 305 7.5 323 7.5 7,205 30 7,235 
Connecticut 640 19.5 512 15.0 11,622 176 11,798 
Delaware 198 26.3 243 31.0 2,674 22 2,696 
District of Columbia 984 189.6 951 166.2 13,395 171 13,566 
Florida 4,968 32.9 5,186 32.4 81,591 1,414 83,005 

Georgia 1,326 17.0 1,385 16.9 23,362 213 23,575 
Hawaii 132 11.1 64 5.3 2,473 16 2,489 
Idaho 26 2.1 24 1.9 510 2 512 
Illinois 2,072 17.1 1,234 9.9 25,393 272 25,665 
Indiana 360 6.1 360 5.9 6,261 42 6,303 

Iowa 86 3.0 89 3.0 1,353 10 1,363 
Kansas 164 6.2 92 3.4 2,400 12 2,412 
Kentucky 240 6.1 298 7.4 3,518 26 3,544 
Louisiana 708 16.2 818 18.3 12,965 125 13,090 
Maine 67 5.3 44 3.5 967 9 976 

Maryland 1,398 27.0 1,611 30.4 22,128 304 22,432 
Massachusetts 1,487 24.1 838 13.2 16,455 207 16,662 
Michigan 588 6.0 766 7.7 11,466 107 11,573 
Minnesota 193 4.0 184 3.7 3,824 23 3,847 
Mississippi 414 15.0 470 16.5 4,662 56 4,718 

Missouri 493 9.0 447 8.0 9,370 59 9,429 
Montana 18 2.0 19 2.1 335 3 338 
Nebraska 61 3.7 85 5.0 1,123 10 1,133 
Nevada 294 16.2 247 12.4 4,517 28 4,545 
New Hampshire 35 2.9 30 2.4 888 9 897 

New Jersey 1,865 22.9 1,857 22.1 42,263 754 43,017 
New Mexico 133 7.6 114 6.3 2,093 8 2,101 
New York 7,069 38.8 5,337 28.1 141,839 2,267 144,106 
North Carolina 713 9.3 760 9.4 10,693 116 10,809 
North Dakota 4 0.6 3 0.5 107 1 108 

Ohio 598 5.3 534 4.7 11,486 123 11,609 
Oklahoma 238 7.1 300 8.7 3,869 26 3,895 
Oregon 226 6.8 232 6.8 4,893 17 4,910 
Pennsylvania 1,618 13.5 1,676 13.6 24,931 333 25,264 
Rhode Island 92 9.3 106 10.1 2,082 23 2,105 

South Carolina 788 20.3 730 18.2 9,777 80 9,857 
South Dakota 9 1.2 22 2.9 180 4 184 
Tennessee 735 13.4 751 13.2 8,806 52 8,858 
Texas 2,557 12.8 2,767 13.3 54,906 386 55,292 
Utah 136 6.4 149 6.7 2,015 21 2,036 

Vermont 32 5.4 31 5.1 407 6 413 
Virginia 959 14.0 1,016 14.4 13,395 174 13,569 
Washington 448 7.8 513 8.7 9,732 35 9,767 
West Virginia 68 3.8 79 4.4 1,116 10 1,126 
Wisconsin 161 3.1 202 3.8 3,627 29 3,656 
Wyoming 18 3.8 6 1.2 185 3 188 

Subtotal 41,723 15.3 39,356 14.0 757,707 8,582 766,289 

U.S. dependencies, possessions, and associated nations 

Guam 18 11.8 9 5.8 55 0 55 
Pacific Islands, U.S. 0 0.0 0 0.0 4 0 4 
Puerto Rico 1,024 26.3 1,411 37.0 25,071 388 25,459 
Virgin Islands, U.S. 45 37.6 15 13.8 468 17 485 

Total 1 42,923 15.5 40,894 14.3 784,032 8,994 793,026 

1U.S. totals presented in this report include data from the United States (50 states and the District of Columbia), and from U.S. dependencies, possessions, and 
independent nations in free association with the United States. See Technical Notes. Totals include 734 persons whose area of residence is unknown. 

:

AIDS Cases and annual rates per 100,000 population, by state and age group, reported
through June 2001, United States

Source: CDC. HIV/AIDS Surveillance Report, 2001; 13(1) Internet accessible at http://www.cdc.gov/hiv 
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July 1999– July 2000– 
June 2000 June 2001 Cumulative totals 

Metropolitan area of residence Adults/ Children 
No. Rate No. Rate adolescents <13 years old(with 500,000 or more population) Total 

Akron, Ohio 54 7.8 20 2.9 594 1 595 
Albany-Schenectady, N.Y. 112 12.9 116 13.2 1,779 25 1,804 
Albuquerque, N.Mex. 75 11.0 53 7.4 1,128 2 1,130 
Allentown, Pa. 32 5.2 47 7.4 831 10 841 
Ann Arbor, Mich. 24 4.3 35 6.0 406 9 415 

Atlanta, Ga. 753 19.5 911 22.2 16,308 115 16,423 
Austin, Tex. 197 17.2 213 17.0 3,967 27 3,994 
Bakersfield, Calif. 85 13.2 66 10.0 1,048 8 1,056 
Baltimore, Md. 890 35.7 1,110 43.5 14,798 211 15,009 
Baton Rouge, La. 150 25.9 175 29.0 1,989 19 2,008 

Bergen-Passaic, N.J. 223 16.6 207 15.1 5,497 83 5,580 
Birmingham, Ala. 111 12.1 114 12.4 1,946 23 1,969 
Boston, Mass. 1,226 20.8 715 11.8 14,462 183 14,645 
Buffalo, N.Y. 135 11.8 71 6.1 1,840 19 1,859 
Charleston, S.C. 114 20.6 99 18.0 1,590 12 1,602 

Charlotte, N.C. 134 9.5 149 9.9 2,181 22 2,203 
Chicago, Ill. 1,823 22.8 1,032 12.5 21,976 241 22,217 
Cincinnati, Ohio 68 4.2 65 3.9 1,908 15 1,923 
Cleveland, Ohio 183 8.2 184 8.2 3,415 42 3,457 
Colorado Springs, Colo. 26 5.2 14 2.7 463 5 468 

Columbia, S.C. 203 39.3 151 28.1 2,104 16 2,120 
Columbus, Ohio 110 7.4 86 5.6 2,251 13 2,264 
Dallas, Tex. 633 19.3 589 16.7 12,635 37 12,672 
Dayton, Ohio 67 7.0 58 6.1 1,023 17 1,040 
Denver, Colo. 222 11.2 243 11.5 5,713 21 5,734 

Detroit, Mich. 403 9.0 559 12.6 7,920 73 7,993 
El Paso, Tex. 72 10.3 101 14.9 1,132 10 1,142 
Fort Lauderdale, Fla. 871 56.7 775 47.8 13,060 246 13,306 
Fort Wayne, Ind. 20 4.1 18 3.6 318 3 321 
Fort Worth, Tex. 206 12.6 125 7.3 3,302 26 3,328 

Fresno, Calif. 86 9.8 66 7.2 1,232 14 1,246 
Gary, Ind. 55 8.8 56 8.9 757 4 761 
Grand Rapids, Mich. 44 4.2 36 3.3 787 4 791 
Greensboro, N.C. 130 11.0 119 9.5 1,720 21 1,741 
Greenville, S.C. 115 12.4 109 11.3 1,556 7 1,563 

Harrisburg, Pa. 84 13.6 96 15.3 1,088 8 1,096 
Hartford, Conn. 252 22.6 160 13.9 4,049 46 4,095 
Honolulu, Hawaii 87 10.1 52 5.9 1,805 13 1,818 
Houston, Tex. 612 15.3 887 21.2 19,419 163 19,582 
Indianapolis, Ind. 167 10.9 155 9.6 2,951 17 2,968 

Jacksonville, Fla. 268 25.4 319 29.0 4,574 69 4,643 
Jersey City, N.J. 227 41.1 257 42.2 6,622 120 6,742 
Kansas City, Mo. 192 10.9 171 9.6 4,008 14 4,022 
Knoxville, Tenn. 49 7.3 43 6.3 749 6 755 
Las Vegas, Nev. 259 18.8 215 13.8 3,704 27 3,731 

Little Rock, Ark. 54 9.7 72 12.3 1,090 14 1,104 
Los Angeles, Calif. 1,553 16.6 1,576 16.6 42,561 235 42,796 
Louisville, Ky. 120 11.9 127 12.4 1,714 17 1,731 
McAllen, Tex. 29 5.4 36 6.3 386 10 396 
Memphis, Tenn. 262 23.7 298 26.2 3,258 18 3,276 

Miami, Fla. 1,258 57.8 1,355 60.1 24,355 483 24,838 
Middlesex, N.J. 130 11.5 135 11.5 3,213 71 3,284 
Milwaukee, Wis. 102 7.0 120 8.0 2,002 17 2,019 
Minneapolis-Saint Paul, Minn. 181 6.3 163 5.5 3,404 17 3,421 
Mobile, Ala. 92 17.2 92 17.0 1,232 14 1,246 

Monmouth-Ocean, N.J. 121 10.9 138 12.3 2,890 62 2,952 
Nashville, Tenn. 287 24.5 282 22.9 2,836 17 2,853 
Nassau-Suffolk, N.Y. 306 11.4 214 7.8 6,611 112 6,723 
New Haven, Conn. 317 19.4 305 17.9 6,569 124 6,693 
New Orleans, La. 341 26.1 365 27.3 7,070 67 7,137 

AIDS cases and annual rates per 100,000 population, by metropolitan area and age group,
reported through June 2001, United States
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July 1999– July 2000– 
June 2000 June 2001 Cumulative totals 

Metropolitan area of residence Adults/ Children 
No. Rate No. Rate adolescents <13 years old(with 500,000 or more population) Total 

New York, N.Y. 5,876 67.4 4,600 49.4 120,034 2,028 122,062 
Newark, N.J. 756 38.7 767 37.7 17,146 326 17,472 
Norfolk, Va. 335 21.4 294 18.7 3,893 63 3,956 
Oakland, Calif. 321 13.7 308 12.9 8,184 43 8,227 
Oklahoma City, Okla. 114 10.9 165 15.2 1,829 7 1,836 

Omaha, Nebr. 40 5.7 60 8.4 783 3 786 
Orange County, Calif. 217 7.9 374 13.1 5,783 36 5,819 
Orlando, Fla. 374 24.4 463 28.2 6,209 82 6,291 
Philadelphia, Pa. 1,376 27.8 1,349 26.4 19,327 278 19,605 
Phoenix, Ariz. 494 16.4 342 10.5 5,453 26 5,479 

Pittsburgh, Pa. 94 4.0 116 4.9 2,410 18 2,428 
Portland, Oreg. 176 9.5 197 10.3 3,968 8 3,976 
Providence, R.I. 85 9.4 100 10.4 1,956 21 1,977 
Raleigh-Durham, N.C. 141 12.8 158 13.3 2,077 22 2,099 
Richmond, Va. 173 18.0 157 15.8 2,648 29 2,677 

Riverside-San Bernardino, Calif. 312 9.7 390 12.0 7,057 56 7,113 
Rochester, N.Y. 106 9.8 41 3.7 2,330 13 2,343 
Sacramento, Calif. 70 4.4 207 12.7 3,272 24 3,296 
Saint Louis, Mo. 275 10.7 244 9.4 4,808 40 4,848 
Salt Lake City, Utah 111 8.7 133 10.0 1,750 14 1,764 

San Antonio, Tex. 187 11.9 148 9.3 4,000 28 4,028 
San Diego, Calif. 503 17.8 416 14.8 10,766 54 10,820 
San Francisco, Calif. 878 52.1 690 39.9 28,165 47 28,212 
San Jose, Calif. 132 8.0 105 6.2 3,180 14 3,194 
San Juan, P.R. 622 30.8 855 43.5 15,716 242 15,958 

Sarasota, Fla. 113 20.5 134 22.7 1,511 23 1,534 
Scranton, Pa. 16 2.6 13 2.1 431 4 435 
Seattle, Wash. 257 11.0 335 13.9 6,835 20 6,855 
Springfield, Mass. 203 34.5 107 17.6 1,783 24 1,807 
Stockton, Calif. 49 8.7 46 8.2 779 13 792 

Syracuse, N.Y. 73 10.0 46 6.3 1,276 10 1,286 
Tacoma, Wash. 54 7.8 64 9.1 863 9 872 
Tampa-Saint Petersburg, Fla. 488 21.4 532 22.2 8,626 100 8,726 
Toledo, Ohio 26 4.3 26 4.2 582 12 594 
Tucson, Ariz. 106 13.2 108 12.8 1,588 10 1,598 

Tulsa, Okla. 66 8.4 77 9.6 1,159 9 1,168 
Vallejo, Calif. 91 18.0 79 15.2 1,419 11 1,430 
Ventura, Calif. 45 6.0 40 5.3 836 3 839 
Washington, D.C. 1,699 35.8 1,709 34.7 23,740 289 24,029 
West Palm Beach, Fla. 525 50.0 498 44.0 7,694 205 7,899 

Wichita, Kans. 62 11.3 23 4.2 737 2 739 
Wilmington, Del. 157 27.5 196 33.4 2,136 15 2,151 
Youngstown, Ohio 13 2.2 29 4.9 381 0 381 

Metropolitan areas with 
500,000 or more population 34,813 20.0 32,861 18.3 656,916 7,626 664,542 

Central counties 34,044 21.5 32,035 19.6 643,669 7,488 651,157 
Outlying counties 769 4.8 826 5.0 13,247 138 13,385 

Metropolitan areas with 
50,000 to 499,999 population 4,580 9.6 4,619 9.4 76,017 834 76,851 

Central counties 4,297 10.2 4,305 9.9 70,982 760 71,742 
Outlying counties 283 5.2 314 5.6 5,035 74 5,109 

Nonmetropolitan areas 3,224 5.8 3,068 5.4 47,081 504 47,585 

Total 1 42,923 15.5 40,894 14.3 784,032 8,994 793,026 

1Totals include 4,048 persons whose area of residence is unknown. 

AIDS cases and annual rates per 100,000 population, by metropolitan area and age group,
reported through June 2001, United States (continued)

SSSS 2Source: CDC. HIV/AIDS Surveillance Report, 2001; 13(1) Internet accessible at http://www.cdc.gov/hiv
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Figure 1. Male adult/adolescent annual AIDS rates per 100,000 population, for cases 

reported July 2000 through June 2001, United States

Figure 2. Female adult/adolescent annual AIDS rates per 100,000 population, for cases 
reported July 2000 through June 2001, United States

SS Source: CDC. HIV/AIDS Surveillance Report, 2001; 13(1) Internet accessible at http://www.cdc.gov/hiv
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  Figure  3 Pediatric AIDS cases reported July 2000 through June 2001, United States 

  Figure  4 Estimated pediatric AIDS incidence, by year of diagnosis, 1992 through 2000, 
United States1 

1These numbers do not represent actual cases among children with AIDS diagnosed.  Rather, these numbers are point estimates based on cases 
diagnosed using the 1987 definition, adjusted for reporting delays. The 1993 AIDS surveillance case definition change affected only the adult/adoles-
cent cases, not pediatric cases. 

33333

Source: CDC. HIV/AIDS Surveillance Report, 2001; 13(1) Internet accessible at http://www.cdc.gov/hiv
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Annual Review of HIV and AIDS in King County

I
n this article we review the HIV/AIDS epi-

demic in King County through December 31,

 2001, and compare our experience to

Washington State as a whole and to the U.S.

AIDS case data have been collected nationally

since 1981.  Information about AIDS, however,

only describes HIV-infected persons with ad-

vanced disease or immunosuppression.  Re-

porting of residents with all stages of HIV in-

fection was implemented in September 1999

and, for the first time in this report, we de-

scribe the entire population of persons re-

ported in Seattle-King County infected with

HIV, not only those with AIDS.

KC AIDS Rates Compared with State and
National Data

The latest published Centers for Disease Con-

trol and Prevention AIDS data1 show that as

of June 2001, the Seattle metropolitan statis-

tical area (MSA) ranked 23rd in the cumula-

tive number and 38th in the annual rate of

reported AIDS cases nationally.  This was

among 103 metropolitan areas of one-half

million population or higher.  The Seattle MSA

(which includes King, Snohomish and Island

counties) rate during 7/00-6/01 was 13.9

cases per 100,000 population.

The highest rates in the country were in Miami

FL (60.1), New York City (49.4), Fort Lauder-

dale FL (47.8), West Palm Beach FL (44.0), San

Juan, Puerto Rico (43.5), Baltimore (43.5), Jer-

sey City (42.2), and San Francisco (39.9).  In

comparison to the Seattle MSA rate of 13.9,

the Tacoma MSA had a rate of 9.1, while the

Portland (Oregon) MSA rate was 10.3 per

100,000.

As cases nationally have become more rural,

the proportion of US AIDS cases living in the

Seattle MSA has declined slowly over time.

Seattle’s caseload was 1.01% of the US total

at the end of 1992, 0.95% at the end of 1996,

and 0.87% at the end of 2000.

King County has the highest rate among all

Washington counties.  About one-third of the

Washington population resides in King County,

but almost two-thirds of all AIDS cases resided

in King County at the time of AIDS diagnosis.

Within King County the rate is highest in the

city of Seattle.

Diagnoses of AIDS and Deaths

The first King County AIDS case was diagnosed

in 1982. Through December 31, 2001, a total

of 6,404 residents had been diagnosed with

AIDS and 3,755 (59%) of these had died. The

numbers of King County AIDS cases and

A

Figure 1. AIDS cases and deaths in King County by year, 1982-2001
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deaths increased through the early 1990s, de-
clined from the mid- to late 1990s, and ap-
pear to have stabilized from 1998 to 2001 (Fig-
ure 1; cases in 2000-01 and deaths in 2001
are shown with adjustment for delays in re-
porting recent cases and deaths). This is simi-
lar to a pattern seen nationally.  A peak of
645 AIDS cases were diagnosed in King County
residents in 1993, declining to about 200-250
cases in 1998-2000.  The number of deaths
due to AIDS peaked in 1995 at 457 deaths,
with almost the same number in 1993 (453)
and 1994 (440).  More recently, the number
has dropped to fewer than 100 deaths each
year in 1998 through 2001.

The dramatic reduction in both the number of
deaths and the delays in progression to AIDS
are primarily due to the development and wide-
spread use of effective antiretroviral treat-
ments beginning in the mid-1990s.  Also con-
tributing to the reductions may be more ef-
fective prophylaxis to prevent opportunistic in-
fections (such as P. carinii  pneumonia), better
monitoring of HIV activity and disease progres-
sion (such as by assays of HIV viral load and
CD4 counts), and potentially the effect of pre-
vention efforts in reducing HIV transmission
rates over the past 10-15 years.

The deaths and AIDS case numbers may no
longer be dropping for a variety of reasons.
Some persons are not receiving effective treat-
ments—this may be because they learn their
HIV status too late in the course of their HIV
disease for optimal treatment, have problems
accessing treatment, or refuse treatment.  Oth-
ers may experience treatment failures due to
problems taking the medicines, adverse side
effects, or the development of HIV strains re-
sistant to currently available antiretroviral
drugs.  Also, as persons with long-standing
HIV infection age they die more frequently of
conditions unrelated to their HIV infection, but
are still counted as deaths among persons re-
ported with HIV.

While both new AIDS cases and deaths have
decreased, more King County residents than
ever are living with HIV infection and AIDS.
These numbers are increasing because the
number of new AIDS diagnoses (averaging
around 250-350 reported cases) and new HIV
diagnoses (estimated at 300-400) exceed the
number of deaths each year.

HIV and AIDS was the leading cause of death
among 25-44 year old males in King County
during the years 1989 to 1992.  As of 2000,
HIV/AIDS dropped to the 5th leading cause of
death among males and the 8th leading cause
of death among females in this age group.

Persons Infected with HIV

As discussed above, effective treatments have
dramatically delayed the progression of HIV
disease to AIDS and reduced the numbers of
deaths.  This means it is no longer possible to
accurately monitor the HIV epidemic by review-
ing AIDS data and deaths alone.  Therefore,
the data below are based upon all persons re-
ported living with HIV infection or AIDS.  Pub-
lic health departments in Washington began
collecting case reports of HIV infection in Sep-
tember 1999.  HIV infections diagnosed prior
to 9/99 are being collected along with newly-
diagnosed cases.  These data describe the en-
tire population who have been diagnosed with
HIV or AIDS and who are in need of treatment
or other services, and allow us to monitor
changes in the progression from HIV to AIDS
and to track the number of newly-diagnosed
HIV infections.

As of January 2001, the Washington State
Department of Health estimates that as many
as 12,000 Washington residents are infected
with HIV, including persons with AIDS.  About
70% of all HIV and AIDS cases reported in
Washington are residents of Seattle, so we
estimate that 70% of the 12,000 infected per-
sons are residents of King County.  This pro-
vides an estimate of 8,400 King County resi-
dents currently living with HIV infection or
AIDS.

The estimate of 8,400 HIV infections in King
County includes 2,732 persons diagnosed with
AIDS who are not known to have died, 1,929
persons diagnosed with HIV infection and re-
ported to Public Health, and about 3,700 per-
sons either diagnosed but not yet reported or
not yet diagnosed. HIV case counts are incom-
plete because HIV infection reporting is rela-
tively new and not all cases diagnosed in the
past have been reported. In addition, CDC es-
timates that about one-quarter of all HIV-in-
fected persons in the US are undiagnosed and
unaware of their status. 2 If this CDC estimate
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holds true for King County (a local estimate is
not available), it would mean that about 2,100
of the  unreported persons with HIV have not
been tested and learned of their HIV positive
infection status. An additional 3,755 persons
diagnosed with AIDS in King County have died
over the past two decades.

Overall, a total of 4,661 persons are reported
living with HIV or AIDS in King County as of
the end of 2001.

HIV Diagnoses Over Time

The trends described here are based on the
reported year of initial diagnosis with HIV in-
fection. Some persons are diagnosed soon af-
ter becoming infected and some persons are
diagnosed late in the progression of disease,
but the date of HIV diagnosis is the best avail-
able measure of the known epidemic. In King
County, the number of diagnoses increased
sharply after 1982 (5 diagnoses), was roughly
level from 1987 to 1993 (600-725 annually),
decreased through 1997, and remained level
in 1997-99 (300 to 320). There were 430 new
diagnoses in 2000. Possibly the 1995-1999 di-
agnoses are incompletely reported; many per-
sons diagnosed with HIV in 1995 have not de-
veloped AIDS, and HIV infection reporting was
not initiated until the end of 1999. The true
level of HIV diagnoses for the past few years is
unclear at this time.  As the Epidemiology Pro-
gram continues to collect both new and previ-
ously-diagnosed cases, these trends will be
monitored closely.

Based upon surveillance data reported through
September 2001, we compared the 986 per-
sons diagnosed with HIV infection during
1999-2001, to the 1,040 persons whose earli-
est known diagnosis was 1996-98. A chi-
square statistical test was used to determine
if the proportion of cases in a particular group
changed statistically between those two peri-
ods.  The statistically significant changes
(p<.05) are reported in Table 1.  A statistical
difference between the two time periods there-
fore may demonstrate a shift in the epidemic.
Other possible reasons for the differences in-
clude implementing surveillance for HIV in-
fection in 1999, some groups delay testing
longer than others, or if delays in getting tested
have changed over time.

Geographic Distribution

Case reports through 2001 show that 86% of
persons living with HIV or AIDS in King County
resided in the city of Seattle at the time of
their diagnosis.  In contrast, Seattle is home
to about 32% of the King County population.
About 8% of persons with HIV/AIDS lived
south or west of Seattle, and the remaining
6% resided north or east of Seattle.  Although
Seattle now makes up a smaller proportion of
cases than prior to 1993, the distribution did
not change between 1996-98 and 1999-2001.
A detailed description of cases by their geo-
graphical location of residence at diagnosis can
be found in the article that follows this one.

Gender, Race/Ethnicity,
and Exposure Category

Among the persons reported living with HIV
or AIDS in King County as of December 2001,
91% are men and 9% women [Table 2].  Sur-
veillance data also show 73% of the diagnosed
persons are white, 15% black, 8% Hispanic,
2% Asian/Pacific Islander (PI), and 2% Ameri-
can Indian/Alaska Native. Seven percent of
case reports do not provide behavioral expo-
sure data. Among the cases with known expo-
sure, 75% are men who have sex with men
(MSM), 10% are MSM who also inject drugs
(MSM-IDU), 7% are injection drug users (IDU),
6% report having a heterosexual partner with
or at risk of HIV infection, 1% were born to
HIV-infected mothers, and 1% report receipt
of blood products prior to 1985 in the US, or
more recently in other countries where effec-
tive blood screening has not been implemented
[Table 2].

It is important to note that the distribution of
exposure categories differs by race and gen-
der. MSM is the most common exposure among
all males, accounting for 85% of known expo-
sures among white men, 61% among black
men, 79% among Hispanic men, 84% among
Asian/PI men, and 50% among American In-
dian/AK Native men. MSM-IDU is the second
most common exposure among white men
(10%) and American Indian men (37%), but is
third among black men (9%), Hispanic men
(7%), and Asian/PI men (4%). IDU is second
among black men (16%), Hispanic men (10%),
and Asian/PI men (5%), and third among white
men (3%) and American Indian men (12%).
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Table 1.  Demographic characteristics and year of HIV diagnosis for 8,416 Seattle-King County
    residents reported through 12/31/2001*

1982-1986
No.  %

1987-1989
No.  %

1990-1992
No.  %

1993-1995
No.  %

1996-1998
No.  %

1999-2001
No.  %

Trend**
1993-2001

TOTAL 968 100% 1,907 100% 1,984 100% 1,530 100% 1,041 100% 986 100%

HIV Exposure Category
  Men who have sex w/men (MSM) 763 80% 1,498 79% 1,491 77% 1,112 77% 701 76% 628 71% Down

  Injection drug user (IDU) 33 3% 101 5% 117 6% 109 8% 68 7% 75 8%

  MSM-IDU 129 13% 203 11% 228 12% 125 9% 83 9% 58 7%

  Blood product exposure 18 2% 38 2% 22 1% 9 1% 6 1% 7 1%

  Heterosexual contact 11 1% 41 2% 68 4% 75 5% 59 6% 113 13% Up

  Perinatal exposure 3 <1% 4 <1% 9 <1% 5 <1% 3 <1% 4 <1%

  SUBTOTAL-known risk 957 1885 1935 1435 920 885

  Undetermined / other 11 1% 22 1% 49 2% 95 6% 121 12% 101 10%

Sex & Race/Ethnicity
Male 946 98% 1820 95% 1885 95% 1405 92% 943 91% 855 87% Down

  White Male 835 86% 1574 83% 1550 78% 1075 70% 680 65% 578 59% Down

  Black Male 55 6% 130 7% 174 9% 176 12% 119 11% 148 15% Up

  Hispanic Male 39 4% 63 3% 105 5% 102 7% 101 10% 90 9% Up

  Other Male 17 2% 53 3% 56 3% 52 3% 43 4% 39 4%

Female 22 2% 87 5% 99 5% 125 8% 98 9% 131 13% Up

  White Female 13 1% 55 3% 57 3% 58 4% 47 5% 42 4%

  Black Female 7 1% 23 1% 29 1% 45 3% 35 3% 68 7% Up

  Hispanic Female 1 <1% 2 <1% 4 <1% 13 1% 4 <1% 15 2%

  Other Female 1 <1% 7 <1% 9 <1% 9 1% 12 1% 6 1%

Race/Ethnicity

  White, not Hispanic 848 88% 1,629 85% 1,607 81% 1,133 74% 727 70% 620 63% Down

  Black, not Hispanic 62 6% 153 8% 203 10% 221 14% 154 15% 216 22% Up

  Hispanic 40 4% 65 3% 109 5% 115 8% 105 10% 105 11% Up

  Asian/Pacific Islander 8 1% 33 2% 45 2% 23 2% 33 3% 25 3%

  Am. Indian/Alaska Native 10 1% 27 1% 20 1% 36 2% 22 2% 12 1%

  Unknown 0 0% 0 0% 0 0% 2 <1% 0 0% 8 1%

Age at diagnosis of HIV
  0-19 years 22 2% 40 2% 32 2% 17 1% 19 2% 17 2%

  20-24 147 15% 152 8% 122 6% 100 7% 47 5% 77 8%

  25-29 222 23% 396 21% 394 20% 279 18% 174 17% 138 14% Down

  30-34 241 25% 462 24% 473 24% 362 24% 255 24% 230 23%

  35-39 182 19% 386 20% 417 21% 327 21% 237 23% 222 23%

  40-44 77 8% 250 13% 250 13% 203 13% 143 14% 148 15%

  45-49 32 3% 112 6% 167 8% 121 8% 92 9% 86 9%

  50-54 29 3% 49 3% 62 3% 66 4% 45 4% 46 5%

  55-59 9 1% 40 2% 34 2% 40 3% 14 1% 16 2%

  60-64 6 1% 15 1% 19 1% 8 1% 4 <1% 3 <1%

  65 + 1 <1% 5 <1% 14 1% 7 <1% 11 1% 3 <1%

King County Residence
  City of Seattle 857 89% 1678 88% 1,736 88% 1,297 85% 873 84% 846 86%

  North and East King County 59 6% 107 6% 120 6% 115 8% 75 7% 49 5% Down

  South and West King County 1 <1% 0 0% 128 6% 117 8% 92 9% 90 9%

  Unknown 51 5% 122 6% 0 0% 1 <1% 1 <1% 1 <1%

* Includes persons who later developed AIDS
**Indicates a statistically significant (p<.05) trend in the proportion of cases by 3 year interval between 1993 and 2001
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Among women, heterosexual transmission is
most common among whites (56%), blacks
(59%), Hispanics (79%), and Asian/Pacific Is-
landers (71%).  Among the relatively few Ameri-
can Indian/Alaska Native female cases, IDU
is the most common risk behavior (82%), while
18% had heterosexual partners at risk.

There have been substantial shifts in the epi-
demic over time by gender, race, and expo-
sure.  Between the three-year periods 1996-
98 and 1999-2001, the proportion of cases
increased among females (from 9% to 13%),
blacks (from 15% to 22%), and heterosexual
transmission (from 6% to 13%).  The propor-
tion of cases decreased among men who have
sex with men (from 76% to 71%), males (from
91% to 87%), and whites (from 70% to 63%).
These shifts are related in that most of the
heterosexual transmission cases are among
black females, and most of the men who have
sex with men are white men.  The proportion
of cases increased among black females (from
3% to 7%) and black males (from 11% to 15%),
and decreased among white males (from 65%
to 59% of the total).

Although most diagnoses were among white
males, rates per 100,000 population show the
burden of impact on each subpopulation [Table
3]. The rate among males (20.4) is about 8
times higher than among females (2.7). Com-
pared with whites, the rates are four times
higher among blacks, two times higher among
Hispanics, equal among American Indians,
and seven times lower among Asians. Overall
rates are highest among black and Hispanic
males, and lowest among Asian, white, and
Hispanic females.

Age at Diagnosis

Based upon the age at initial diagnosis of HIV
infection, the largest numbers of King County
residents reported with HIV were age 25-29
(21%), age 30-34 (24%), or age 35-39 (20%).
Only 3% of persons were under age 20.

Based on case reports collected thus far, the
age distribution has remained largely un-
changed throughout the epidemic except that
a small increase in the proportion who were
ages 20-24 (from 4.3% to 7.5% of the total)
was seen between the 1996-98 and 1999-2001
periods.  At the same time there was a small

decrease (from 1.0% to 0.3%) among persons
age 65 and over.

The age distribution is different among males
and females. Females tend to be much younger
than males when first diagnosed with HIV. This
is probably because most women are hetero-
sexually infected and may tend to be younger
than their male partners.

Conclusions

There are an estimated 8,400 HIV-infected
King County residents.  These include 2,700
persons with AIDS and 5,700 persons who
have not developed AIDS.  Another 3,650 per-
sons have died since 1982.  The numbers of
deaths and new AIDS diagnoses have declined
substantially in recent years primarily due to
effective treatments.  In the several years, the
numbers of cases and deaths appear to have
leveled so there are fewer than 100 deaths and
about 200-300 AIDS cases each year.

About 400 new HIV diagnoses have been re-
ported each year since HIV infection report-
ing was implemented in Washington State, but
it is important to note that many persons with
HIV infection remain undiagnosed because
they have never been tested, or have not tested
since acquiring HIV.  Because there have been
fewer deaths than diagnoses each year, the
total number of persons living with HIV infec-
tion and AIDS in King County is increasing.

HIV-infected persons in King County are largely
white men who have sex with men and are 30-
45 years of age and residents of Seattle.  How-
ever, based upon the date of initial diagnosis
with HIV infection, an increasing proportion of
cases are black males or black females, and
the proportion of cases due to heterosexual
transmission is increasing.

o Contributed by Jim Kent MS and Sharon G.
Hopkins DVM, MPH
______________

1CDC.  HIV/AIDS Surveillance Report , Volume 13(1),
Cases reported through June, 2001.

2CDC.  Guidelines for National HIV Case Surveillance, in-
cluding monitoring for HIV infection and AIDS. Morbidity
and Mortality Weekly Report  (RR 13), 12/10/99.
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Table 2.  King County residents living with HIV or AIDS by area of residence

              at diagnosis as of 12/31/2001

L i v i n g  C a s e s  b y  A r e a 1 C i ty  o f  Sea t t l e K C  o u t s i d e  S e a t t l e S i g n i f i c a n t

N u m b e r P e r c e n t N u m b e r P e r c e n t D i f f e r e n c e2

T O T A L 4 , 0 2 3 1 0 0 % 6 3 5 1 0 0 %

SEX

Male 3 , 6 9 8 9 2 % 5 3 4 8 4 % Y e s

F e m a l e 3 2 5 8 % 1 0 1 1 6 % Y e s

RACE/ETHNICITY

W h i t e ,  n o t  H i s p a n i c 2 , 9 6 2 7 4 % 4 5 7 7 2 %

B l a c k ,  n o t  H i s p a n i c 5 8 7 1 5 % 9 5 1 5 %

H i s p a n i c 3 1 2 8 % 6 0 9 %

A s i a n 8 0 2 % 1 4 2 %

A m e r i c a n  I n d i a n 7 6 2 % 6 1 %

U n k n o w n 6 < 1 % 3 < 1 %

SEX & RACE/ETHNICITY

W h i t e  F e m a l e 1 2 9 3 % 5 3 8 % Y e s

W h i t e  M a l e 2 , 8 3 3 7 0 % 4 0 4 6 4 % Y e s

B l a c k  F e m a l e 1 4 9 4 % 2 8 4 %

B l a c k  M a l e 4 3 8 1 1 % 6 7 1 1 %

H i s p a n i c  F e m a l e 2 1 1 % 1 1 2 % Y e s

H i s p a n i c  M a l e 2 9 1 7 % 4 9 8 %

O t h e r  F e m a l e 2 6 1 % 9 1 %

O t h e r  M a l e 1 3 6 3 % 1 4 2 %

H I V  E X P O S U R E  C A T E G O R Y

M S M 2 , 8 9 8 7 2 % 3 7 2 5 9 % Y e s

I D U 2 6 9 7 % 5 2 8 %

M S M / I D U 3 7 8 9 % 3 9 6 % Y e s

B l o o d  p r o d u c t  e x p o s u r e 2 4 1 % 1 5 2 % Y e s

H e t e r o s e x u a l 2 0 5 5 % 7 4 1 2 % Y e s

P e r i n a t a l 1 6 < 1 % 5 1 %

S U B T O T A L - K n o w n  R i s k 3 , 7 9 0 9 4 % 5 5 7 8 8 %

U n k n o w n  R i s k 2 3 3 6 % 7 8 1 2 %

AGE AT HIV DIAGNOSIS

0 - 1 9  y e a r s 9 3 2 % 2 7 4 % Y e s

2 0 - 2 4 3 9 9 1 0 % 6 1 1 0 %

2 5 - 2 9 8 5 5 2 1 % 1 1 0 1 7 % Y e s

3 0 - 3 4 9 9 4 2 5 % 1 3 9 2 2 %

3 5 - 3 9 7 8 9 2 0 % 1 4 1 2 2 %

4 0 - 4 4 4 5 4 1 1 % 7 3 1 1 %

4 5 - 4 9 2 5 9 6 % 4 2 7 %

5 0 - 5 4 1 1 7 3 % 2 3 4 %

5 5 - 5 9 4 3 1 % 1 5 2 % Y e s

6 0 - 6 4 1 1 < 1 % 2 < 1 %

6 5  + 9 < 1 % 2 < 1 %

1 Residence information was missing for five cases

2 a sgnificant different between the proportion of HIV/AIDS cases in Seattle vs KC outside Seattle was calculated using the 

Chi-square teste, p<.05



HIV/AIDS - 2nd Half - 2001  page 20

M a l e Female T o t a l

Race Number Rate* Number Rate* Number Rate*

W h i t e ,  n o t  H i s p a n i c 3 6 5 1 9 . 2 2 4 1 .2 3 8 9 10.1

B l a c k ,  n o t  H i s p a n i c 9 1 5 7 . 3 3 5 2 3 . 2 1 2 6 40.6

H i s p a n i c 6 0 3 8 . 7 4 3 .1 6 4 22.4

A m  I n d i a n / A K  N a t i v e 4 9 .7 6 1 4 . 5 1 0 12.1

A s i a n  /  P I 9 2 .8 1 0 .3 1 0 1.5

Tota l 5 2 9 20.4 7 0 2.7 5 9 9 11.5

Table 3.  New AIDS diagnoses and average annual rates of AIDS, by gender and race/
              ethnicity, King County, 1999-2001

M
apping of the residence of HIV/AIDS

cases in King County is important for

planning of both care and prevention

services.  HIV/AIDS, like other sexually trans-

mitted diseases, is more concentrated in ur-

ban areas compared to what would be expected

based on the population distribution.  About

64% of all reported HIV and AIDS cases in

Washington reside in King County at the time

of diagnosis, while only about 30% of the popu-

lation resides in the County.

We calculated the rates of persons living with

HIV/AIDS reported through December 31, 2001

per 100,000 population by geographical area

within King County.  We used the total num-

ber of persons reported living with HIV infec-

tion, including AIDS, because this measure

reflects the need for care services and for on-

going prevention services.

Reported cases were categorized into geo-

graphical areas based upon the reported zip

code of residence at the time of AIDS diagno-

sis, or HIV diagnosis for persons without AIDS.

Population calculations from the 2000 Census

by Zip Code Tabulation Areas (ZCTA) were pro-

vided by the Epidemiology, Planning, and

Evaluation Unit of Public Health – Seattle &

King County.  The ZCTA areas were designed

to match street and neighborhood boundaries

even when the zip code does not.

For reference, the zip codes comprising the

ZCTA are shown in Table 1.  Table 2 displays

the number of persons reported living with HIV

or AIDS as of December 31, 2001, the percent

of the total, and the rate per 100,000 popula-

tion.

The rate for the city of Seattle (588.6 per

100,000 persons) is about seven times higher

than the King County rate outside of Seattle

(81.2).  The rate in Central Seattle (1975.4) is

eleven times higher than in North Seattle/N.

King County (177.5).  The rate in the Burien/

Highline area (151.2) is five times higher than

in Southeast King County (32.5).

These prevalence rates are expected to increase

annually, as there are an estimated 300-400

persons newly diagnosed with HIV infection

each year in King County, whereas about 100

die.

o Contributed by Jim Kent MS and Sharon G.
Hopkins DVM, MPH

Geographic Distribution of Persons Living with HIV/AIDS
in King County

* Annualized rate per 100,000 population
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Table 1.  ZIP Codes by Geographical Area (ZCTA)

S E A T T L E

N o r t h  S e a t t l e  /  N o r t h  K i n g
C o u n t y

9 8 1 2 5 ,  9 8 1 3 3 ,  9 8 1 5 5 ,
9 8 1 7 7

S e a t t l e  N o r t h  o f  C a n a l 9 8 1 0 3 ,  9 8 1 0 5 ,  9 8 1 0 7 ,
9 8 1 1 5 ,  9 8 1 1 7 ,  9 8 1 9 5

N o r t h  C e n t r a l  S e a t t l e 9 8 1 0 2 ,  9 8 1 0 9 ,  9 8 1 1 2 ,
9 8 1 1 9 ,  9 8 1 9 9

C e n t r a l  S e a t t l e 9 8 1 0 1 ,  9 8 1 0 4 ,  9 8 1 2 1 ,
9 8 1 2 2

W e s t  S e a t t l e 9 8 1 0 6 ,  9 8 1 1 6 ,  9 8 1 2 6 ,

9 8 1 3 6
W h i t e  C e n t e r / S k y w a y 9 8 1 4 6 ,  9 8 1 6 8 ,  9 8 1 7 8

S o u t h e a s t  S e a t t l e 9 8 1 0 8 ,  9 8 1 6 8 ,  9 8 1 7 8

KING COUNTY OUTSIDE OF SEATTLE

A u b u r n 9 8 0 0 1 ,  9 8 0 0 2 ,  9 8 0 4 7 ,
9 8 0 9 2

B e l l e v u e 9 8 0 0 4 ,  9 8 0 0 5 ,  9 8 0 0 7 ,
9 8 0 0 8 ,  9 8 0 3 9

B o t h e l l  /  W o o d i n v i l l e 9 8 0 1 1 ,  9 8 0 2 8 ,  9 8 0 7 2

KING COUNTY OUTSIDE SEATTLE (CONTINUED)

B u r i e n  /  H i g h l i n e 9 8 1 4 8 ,  9 8 1 5 8 ,  9 8 1 6 6 ,
9 8 1 8 8 ,  9 8 1 9 8

E a s t  /  N o r t h e a s t  K i n g
C o u n t y

9 8 0 1 4 ,  9 8 0 1 9 ,  9 8 0 2 4 ,
9 8 0 4 5 ,  9 8 0 5 0 ,  9 8 0 6 5 ,

9 8 2 2 4 ,  9 8 2 8 8
E a s t g a t e  /  I s s a q u a h 9 8 0 0 6 ,  9 8 0 2 7 ,  9 8 0 2 9 ,

9 8 0 7 5
F e d e r a l  W a y 9 8 0 0 3 ,  9 8 0 2 3 ,  9 8 3 5 4

K e n t 9 8 0 3 1 ,  9 8 0 3 2

K i r k l a n d  /  R e d m o n d 9 8 0 3 3 ,  9 8 0 3 4 ,  9 8 0 5 2 ,
9 8 0 5 3 ,  9 8 0 7 4

M e r c e r  I s l a n d 9 8 0 4 0

R e n t o n 9 8 0 5 5 ,  9 8 0 5 6 ,  9 8 0 5 8 ,
9 8 0 5 9

S o u t h e a s t  K i n g  C o u n t y 9 8 0 1 0 ,  9 8 0 2 2 ,  9 8 0 3 8 ,
9 8 0 4 2 ,  9 8 0 5 1

V a s h o n 9 8 0 7 0

Table 2.  HIV/AIDS Prevalence Rates by Geographical Area in King County as of 12/31/01

G E O G R A P H I C A L 2000  ZCTA* LIVING WITH P E R C E N T R A T E  P E R

A R E A CENSUS HIV OR AIDS O F  T O T A L 100,000 POP.

HOMELESS IN  K ING CO. 9 2 2% N/A

S E A T T L E  S U B T O T A L 622,533 3,664 79% 588.6

N o r t h  S e a t t l e  /  N .  K i n g  C o u n t y 1 3 0 , 7 2 4 2 3 2 5 % 1 7 7 . 5

S e a t t l e  N o r t h  o f  C a n a l 1 7 2 , 6 8 4 4 3 6 9 % 2 5 2 . 5

N o r t h  C e n t r a l  S e a t t l e 9 4 , 7 4 0 9 7 5 2 1 % 1 0 2 9 . 1

C e n t r a l  S e a t t l e 5 9 , 6 3 5 1 , 1 7 8 2 5 % 1 9 7 5 . 4

W e s t  S e a t t l e 7 7 , 1 8 7 2 2 9 5 % 2 9 6 . 7

S o u t h e a s t  S e a t t l e 8 7 , 5 6 3 3 3 0 7 % 3 7 6 . 9

M i s s i n g  d a t a 0 2 8 4 6 % N / A

OUTSIDE SEATTLE SUBTOTAL 1,114,501 905 19% 81.2

A u b u r n 8 7 , 2 3 0 4 5 1 % 5 1 . 6

B e l l e v u e 8 9 , 3 5 9 9 6 2 % 1 0 7 . 4

B o t h e l l  /  W o o d i n v i l l e 7 6 , 2 3 8 4 8 1 % 6 3 . 0

B u r i e n  /  H i g h l i n e 8 5 , 9 6 5 1 3 0 3 % 1 5 1 . 2

E a s t  /  N o r t h e a s t  K i n g  C o u n t y 3 8 , 0 5 3 2 0 0 % 5 2 . 6

E a s t g a t e  /  I s s a q u a h 8 5 , 9 7 8 3 3 1 % 3 8 . 4

F e d e r a l  W a y 9 0 , 6 2 3 9 2 2 % 1 0 1 . 5

K e n t 9 2 , 9 9 2 9 2 2 % 9 8 . 9

K i r k l a n d  /  R e d m o n d 1 5 2 , 2 2 5 7 8 2 % 5 1 . 2

M e r c e r  I s l a n d 2 2 , 0 3 6 9 0 % 4 0 . 8

R e n t o n 1 1 6 , 6 8 8 8 8 2 % 7 5 . 4

S o u t h e a s t  K i n g  C o u n t y 8 9 , 3 5 9 2 9 1 % 3 2 . 5

V a s h o n 1 0 , 1 2 3 1 4 0 % 1 3 8 . 3

W h i t e  C e n t e r / S k y w a y 7 7 , 6 3 2 1 3 1 3 % 1 6 8 . 7

A L L  K I N G  C O U N T Y 1,737,034 4,661 100% 268.3

* R e s i d e n c e  a t  t i m e  o f  d i a g n o s i s  g r o u p e d  b y  U S  C e n s u s  Z i p  C o d e  T a b u l a t i o n  A r e a s  ( Z C T A )  a s  s p e c i f i e d  i n  T a b l e  1 .
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Comparison of Characteristics among Recently Arrested
Injection Drug Users: Results from the Kiwi Study

T he Kiwi Study monitors HIV,
hepatitis C, drug use and sexual risk be-
haviors among injection drug users (IDU)

recently booked in the King County Correc-
tional Facility (KCCF) in Seattle and the Re-
gional Justice Center (RJC) in Kent. Everyone
arrested in the cities of Seattle, Bellevue, Mer-
cer Island, Issaquah and North Bend and all
of King County north of Interstate 90 are
booked into the KCCF in Seattle and everyone
arrested south of Interstate 90 and outside
the city of Seattle are booked in the Kent RJC
facility.  There is an average of 104 people
booked at the Seattle facility per day and 53
booked at Kent.  The average length of stay at
both facilities is 18.2 days with 45% of inmates
in the system being released within 48 hours.
There are important demographic, injection
and sexual risk behavior differences between
arrestees booked at the two sites, as described
in the results below.

Methods

The Kiwi Study is an anonymous cross-sec-
tional face-to-face interview survey that be-
gan in August 1998 at the KCCF in Seattle
and in November 2000 at the RJC in Kent.  At
the KCCF, participants are recruited through
two different methods in an attempt to obtain
a broad sample of recently booked IDU.  Trained
study staff administer a brief survey to all per-
sons being booked in the KCCF at 20 to 24 ran-
domly selected 3.5 hour time periods a month
to identify current IDU 18 years and older and
invite them to participate in the study.  Those
who agree are referred to the jail health clinic
for HIV and hepatitis C counseling and testing
(CT) and completion of the study questionnaire.

Persons who are released from jail before be-
ing seen at the KCCF health clinic are referred
to a nearby research storefront office for HIV
and hepatitis C CT and the study question-
naire. At both Seattle and Kent facilities, eli-
gible IDU who seek HIV CT at the jail health
clinics and who were not encountered by study
staff in booking (there is no booking recruit-
ment at Kent) are also invited to participate in
the study.  Information on sexual and drug-

use behaviors and health history are collected
in the pre-test counseling assessment and
more detailed data on drug-use behaviors and
traveling patterns are asked in the Kiwi Study
questionnaire.  Both of the jail health clinics
and the research storefront office provide stan-
dard HIV post-test counseling.

For this analysis we compared sociodemo-
graphics, drug injection and sexual practices
of participants from the RJC in Kent with those
from the KCCF facility from 11/00-8/01.  A pre-
vious report describes an overview of earlier
Kiwi study results. 1

Results

Sampling Outcomes : From November 2000
through August 2001, 3,350 screening inter-
views were conducted in the KCCF booking
area.  Most (84%) agreed to participate in the
initial screening interview, and among these,
16% were IDU eligible to participate in the
study.  After exclusion of 40 participants who
completed the study twice, 580 subjects were
available for analysis, including 250 originally
identified in booking and 330 (249 at Kent and
81 at Seattle) from the jail health clinics.  The
overall participation rate for those intercepted
in booking and at the jail health clinics was
64%.

Sociodemographic Characteristics : Most of
the survey participants at both sites were male
(76%).  Participants at the KCCF were more
likely to be over 30 years of age (77% vs. 69%),
be non-white (37% vs. 32%), have no perma-
nent residence prior to their arrest (35% vs.
23%), be unemployed (74% vs. 58%), receive
public assistance (33% vs. 20%), and less
likely to have completed some college or tech-
nical school (28% vs. 46%) (Table 1). The ma-
jority of participants from both sites (69%) had
spent more than one year incarcerated over
their lifetime.  The median age at which they
first injected drugs was 19 for KCCF partici-
pants and 20 for those at Kent RJC.
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Sexual behaviors:  Most survey participants
at both sites (87%) identified themselves as het-
erosexual, although women were significantly
more likely to report bisexual orientation (Table
2). Males at the Kent RJC were more likely to
report 2 or more sexual partners in the last
year compared to males at the KCCF (69% vs.
55%).  Conversely, females at the KCCF were
more likely to report 2 or more sexual partners
in the last year compared with the women at
the Kent RJC (60% vs. 50%).  Both men and
women at Kent  RJC were more likely to report
unprotected vaginal sex compared to both
sexes at the KCCF (79% vs. 64%).  Males at
the KCCF were the most likely to report un-
protected anal sex with either males or females
(15%).

Both women and men at the KCCF were more
likely to report a lifetime history of at least one
STD and a lifetime history of one type of hepa-
titis compared to women and men at the Kent
facility.  Forty-two percent of participants at
the KCCF reported a history of hepatitis C in-
fection compared to 30% at Kent RJC.  Few of
the participants at both sites had ever received
a hepatitis B vaccine (HBV)(16%) and among
those who did receive the vaccine, only 23% of
them reported receiving all three shots.  Most
participants (82%) reported a prior HIV test.

Drug Use Behavior:  Over two-thirds of the par-
ticipants from the KCCF had injected in the
last 30 days, the majority of whom injected mul-
tiple times per day (Table 3).  Only one-quar-
ter of participants from Kent RJC had injected
in the last 30 days (this may be because most
clients in Kent complete the Kiwi Study shortly
after their standard health exam 14 days af-
ter incarceration, thus lowering the percent-
age of those who injected in the last 30 days).
Of the Kent RJC participants who had injected
in the last 30 days, over half injected less than
once per day.

For KCCF participants, heroin was the most
commonly injected drug, and methamphet-
amine (meth) was the most commonly injected
drug among Kent RJC participants.  Among
the heroin injectors in the KCCF, 74% injected
more than once a day compared to 47% of the
Kent RJC heroin injectors.  Among the meth
injectors at the KCCF, 45% injected more than
once a day compared to 31% of Kent RJC par-
ticipants (data not shown). The majority of par-

ticipants at both sites reported shooting drugs
with multiple people, most of whom were
friends, shooting partners or sexual partners.

When asked about injection practices in the
last six months, participants at Kent RJC were
more likely to report injecting with a needle
that had been used by somebody else before
them (72% vs. 66%), using a cooker after some-
one else had used it (82% vs. 75%) and divid-
ing up drugs with somebody else using the
same needle (backloading) (65% vs. 61%). At
both sites participants were most likely to share
injection equipment with friends, steady sex
partners, and shooting partners.  In addition
to injection drug use, survey participants used
a variety of non-injected drugs, with crack be-
ing the non-injection drug used most often by
KCCF participants (45%) and crack (34%) and
meth (32%) the most common drugs in Kent
RJC participants.

Seventy percent of the KCCF participants got
their new unused needles from a needle ex-
change program in which they exchanged the
needles personally (Table 4). Among Kent RJC
participants, pharmacies were used by over
half of the participants, with only 26% using a
needle exchange.

HIV and Hepatitis C test results:  Fourteen of
the KCCF and one of the Kent RJC participants
tested positive for HIV; ten of these participants
were already aware of their HIV status (Table
1).  Seventy-four percent of the KCCF partici-
pants tested positive for hepatitis C compared
with 52% of those from Kent RJC. Women were
more likely to test positive for HCV compared
to men (75% vs. 61%) (data not shown).  Among
Kiwi study participants who reported that
heroin was the primary drug they injected in
the last year, 70% tested positive for HCV com-
pared to 41% whose primary injection drug was
meth (data not shown).

Discussion

There are some very important distinctions
between the KCCF and Kent RJC Kiwi Study
participants. Those in the KCCF were older,
less likely to be white, less likely to have com-
pleted at least some college or vocational train-
ing, less likely to be employed, more likely to
receive public assistance and be homeless.
Not surprisingly injection frequency was lower
among participants from the Kent RJC whose
primary drug of choice was meth compared to
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participants from the KCCF in Seattle whose
primary drug of choice was heroin.

A study comparing heroin and meth injectors
in San Antonio, Texas found that users of meth
there were younger, did not inject as fre-
quently, were more likely to be employed and
bought more syringes at a time. 2  Heroin users
in the study injected more frequently, shared
injection equipment with more people, reused
one needle multiple times and did not always
inject in safe places where they could take the
time to clean their works.  More stable living
circumstances, shorter injection careers, and
lower injection frequency may be important
factors contributing to the lower HCV
seroprevalence observed among participants
from the Kent RJC where the primary injec-
tion drug is meth.  It is interesting to note that
KCCF participants tended to inject more fre-
quently than participants from the Kent RJC
site regardless of whether they were injecting
meth or heroin.

Another important difference between the two
sites was the utilization of needle exchange
programs and pharmacies. Considering the
importance of pharmacies as a source of new
syringes, especially in South King County
where there is no needle exchange program,
assuring continued access to syringes through
pharmacies is imperative to prevent and re-
duce transmission of bloodborne infections
among injectors. In 1999 the Washington State
Board of Pharmacy determined that it is legal
to sell syringes in Washington State for the
purpose of preventing disease transmission.
Following this decision, Public Health-Seattle
& King County initiated a new program to edu-
cate pharmacists about the legality of syringe
sales to drug injectors and to establish col-
laborations with individual pharmacies to pro-
mote expanded and continued availability of
new syringes. [For more information about this
program please contact Robert Marks at (206)
205-5510 or robert.marks@metrokc.gov or see the
1st Half 2001 issue of this report. 3]

Only about half of the HCV-seropositive injec-
tors at both sites were aware of their HCV-se-
ropositive status and only a small percent had
received HBV vaccinations, and an even
smaller number had completed the HBV se-
ries.  These findings underscore the need for
expanded and effective HCV screening and
education and the need to routinely provide
HBV vaccinations at the jail health clinics, HIV
counseling and testing sites, and other clinics
that serve IDUs.

Because high proportions of injectors are fre-
quently incarcerated, this is an opportune time
to deliver prevention and health services to
this population.  However, because most in-
jectors only remain in jail for a short time pe-
riod, coordination between jail health clinics
and facilities in the community is essential to
assure provision and continuity of services.
The lower HCV seroprevalence rate among in-
jectors at the Kent RJC facility demonstrates
that there is an opportunity to intervene with
younger or newer injectors before they become
infected.  The high prevalence of sharing of
needles and other drug-use equipment shows
there is a continued need to make new needles
and injection equipment available to all injec-
tors to prevent further spread of HIV and HCV.

For questions about the Kiwi Study, please con-
tact Elizabeth Tesh at:
(elizabeth.tesh@metrokc.gov) or 206-296-8666.

o Contributed by Elizabeth Tesh MPH and
Hanne Thiede DVM, MPH
______________________

1Tesh E, Thiede H.  Survey of HIV Prevalence and risk
behaviors in recently arrested injection drug users in King
County:  The Kiwi Study.  HIV/AIDS Epidemiology
Report, PHSKC, 2nd Half 2000, pp. 13-17.

2Zule WA, Desmond DP. An ethnographic comparison of
HIV risk behaviors among heroin and methamphetamine
injectors.  Am J Drug Alcohol Abuse .  1999;25(1):1-23.

3Marks, Robert et al.  HAP Report: Expanded Syringe
Access Campaign.  HIV/AIDS Epidemiology Report .
PHSKC, 1st Half, 2001, pp. 26-27.
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KCCF in
Seatt le1

N  =  3 3 1
%

RJC in
K e n t2

N  =  2 4 9
%

T O T A L
Both sites

N  =  5 8 0
%

 Gender

Male 7 5 . 4 7 7 . 3 7 5 . 8

F e m a l e 2 4 . 6 2 2 . 7 2 4 . 2

 Age (years)

1 8  -  2 9 2 3 . 0 3 1 . 0 2 7 . 0

3 0  -  3 9 3 7 . 0 4 4 . 0 3 8 . 0

>  4 0 4 0 . 0 2 5 . 0 3 5 . 0

 Race /  ethnicity

W h i t e ,  n o t  H i s p a n i c 6 3 . 1 6 7 . 9 6 5 . 2

B l a c k ,  n o t  H i s p a n i c 1 3 . 0 5 .2 9 .7

A m e r i c a n  I n d i a n  /  A K  N a t i v e 6 .0 3 .2 4 .8

H i s p a n i c / L a t i n o 8 .2 3 .2 6 .0

O t h e r 9 .7 2 0 . 5 1 4 . 3

 Current type of  residence*

O w n  h o u s e / a p a r t m e n t 4 6 . 2 4 1 . 4 4 4 . 1

S o m e o n e  e l s e ' s  h o u s e / a p a r t m e n t 1 8 . 4 3 5 . 7 2 5 . 9

Ho te l / she l te r / j a i l / s t ree t 3 5 . 4 2 2 . 9 3 0 . 0

 Education

K -  11 2 7 . 2 3 4 . 1 3 0 . 2

H i g h  s c h o o l  g r a d u a t e  o r  G E D 4 4 . 4 1 9 . 7 3 3 . 8

S o m e  c o l l e g e  o r  t e c h n i c a l  s c h o o l 2 8 . 4 4 6 . 2 3 6 . 0

 Unemployed* 7 4 . 0 5 8 . 2 6 7 . 2

 Receiving public assistance* 3 2 . 6 2 0 . 1 2 7 . 2

 Total legal income in the last month*

$ 0  ( n o  l e g a l  i n c o m e ) 4 4 . 4 4 4 . 2 4 4 . 3

$ 1  –  1 , 0 0 0 3 7 . 8 3 2 . 5 3 5 . 5

>  $ 1 , 0 0 1 1 7 . 8 2 3 . 3 2 0 . 2

 Total l i fetime months incarcerated

<  1  m o n t h 7 .3 3 .6 5 .7

2  –  6  m o n t h s 1 4 . 2 1 4 . 1 1 4 . 1

7  –  1 2  m o n t h s 1 0 . 9 1 2 . 8 1 1 . 7

>  1 3  m o n t h s 6 7 . 6 6 9 . 5 6 8 . 5

 Age f i rst  shot  drugs

< 1 9  y e a r s 5 4 . 7 4 3 . 8 5 0 . 0

2 0 - 2 9  y e a r s 3 2 . 0 3 9 . 0 3 5 . 0

> 3 0  y e a r s 1 3 . 3 1 7 . 2 1 5 . 0

 HIV seroposit ive 4 .2 0 .4 2 .6

 Hepati t is C seroposit ive 7 3 . 6 5 2 . 0 6 4 . 4

Table 1.  Characteristics of King County injection drug users participating in the
             Kiwi Study, by jail site of booking, 11/00-8/01

1 King County Correctional Facility located in Seattle
2 Regional Justice Center  located in Kent
* before going to jail
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Table 2.  Sexual orientation, sexual activity, and health history reported by Kiwi
Study participants by gender and jail site of booking, 11/00-8/01

Males Females

KCCF in
Seatt le
N  =  2 5 0

%

RJC in
 Kent

N =193
%

KCCF in
Seatt le
N  =  8 1

%

RJC in
 Kent
N  =  5 6

%

 Sexual Orientation

H e t e r o s e x u a l 9 1 . 1 9 7 . 4 7 5 . 3 8 3 . 9

H o m o s e x u a l 2 .0 0 .5 3 .7 1 .8

B i s e x u a l 6 .9 2 .1 1 9 . 8 1 4 . 3

 Opposite-sex partners in last year (no.)

0 1 3 . 3 7 .3 7 .4 5 .4

1 3 1 . 5 2 3 . 0 2 9 . 6 3 3 . 9

2  t o  4 3 2 . 7 3 8 . 2 2 9 . 6 3 5 . 7

>  5 2 2 . 5 3 0 . 4 3 0 . 8 1 4 . 3

U n k n o w n 0 .0 1 .1 2 .5 1 0 . 7

 Any same sex partners last  year 8 .5 2 .1 2 1 . 0 1 6 . 1

 Unprotected sex in the past  6  months

V a g i n a l 6 2 . 9 7 9 . 2 6 5 . 1 7 9 . 3

A n a l 1 4 . 8 4 .3 1 0 . 5 8 .6

 Lifetime health history

G o n o r r h e a 1 7 . 7 8 .4 2 8 . 4 2 8 . 6

C h l a m y d i a 1 0 . 1 1 3 . 6 3 4 . 6 4 1 . 1

G e n i t a l  w a r t s 5 .7 2 .6 7 .4 7 .1

H e r p e s 4 .8 4 .2 1 1 . 1 1 .8

Syph i l i s 2 .4 0 .5 6 .2 1 .8

H e p a t i t i s  A 1 1 . 3 9 .4 1 4 . 8 7 .1

H e p a t i t i s  B 1 6 . 9 1 2 . 0 2 3 . 5 2 1 . 4

Hepa t i t i s  C 3 5 . 1 2 5 . 1 4 9 . 4 3 5 . 7

H B V  v a c c i n a t i o n 1 6 . 9 1 4 . 1 2 1 . 0 1 2 . 5

P r i o r  H I V  t e s t 8 6 . 3 7 2 . 3 8 6 . 4 8 2 . 1
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Table 3.  Drug use behavior in the past year, past 6 months, or past 30 days among Kiwi Study participants,  by site
              of jail booking, 11/00-8/01

Past Year Past 6 Months Past 30 Days
KCCF in
Seattle RJC in Kent

KCCF in
Seattle RJC in Kent

KCCF in
Seattle RJC in Kent

n =331 n =249 n =307 n =216 n = 222 n =65

% % % % % %

Average frequency of injecting in past 30 days

< Once a week 13.5 13.9

1-6 times a week 16.7 41.5

> Once per day 69.8 44.6

Any drugs injected

Heroin 80.1 47.8

Heroin and cocaine together (speedballs) 56.8 30.5

Cocaine 62.5 42.2

Methamphetamine 38.7 70.7

Drugs injected most often

Heroin 59.8 27.3 58.1 27.7

Heroin and cocaine together (speedballs) 8.5 5.6 14.4 4.6

Cocaine 12.1 9.2 11.7 7.7

Methamphetamine 18.7 56.6 15.8 56.9

Other 1.0 1.3 0.0 3.1

Number of injection partners

0-1 Total 23.1 16.2 29.1 37.5

2-4 Total 34.1 35.5 31.2 38.8

> 5 Total 42.9 48.3 39.7 23.7

Injected with a needle used by someone else 65.9 72.2 46.4 49.2

Used a cooker after someone else used it 75.3 82.1 66.7 58.5

Backloaded 61.2 64.9 62.6 58.5
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T O T A L KCCF in Seatt le RJC in  Kent

n = 580 n =331 n = 249

 Any source

A  n e e d l e  e x c h a n g e  ( e x c h a n g e d  p e r s o n a l l y ) 5 0 . 9 6 9 . 5 2 6 . 1

A  n e e d l e  e x c h a n g e  ( s o m e o n e  e l s e  e x c h a n g e d ) 1 8 . 1 1 8 . 1 1 8 . 1

A  d r u g s t o r e / p h a r m a c y 4 3 . 1 3 6 . 6 5 1 . 8

A  f r i e n d 3 3 . 6 3 7 . 8 2 8 . 1

S o m e o n e  w h o  s e l l s  n e e d l e s 1 6 . 4 2 2 . 4 8 .4

A  d i a b e t i c 1 2 . 4 1 2 . 4 1 2 . 5

A  s e x  p a r t n e r 1 0 . 5 1 2 . 1 8 .4

A  d r u g  d e a l e r 1 5 . 2 1 7 . 8 1 1 . 7

 Number one source

A  n e e d l e  e x c h a n g e  ( e x c h a n g e d  p e r s o n a l l y ) 4 0 . 9 5 8 . 9 1 6 . 9

A  n e e d l e  e x c h a n g e  ( s o m e o n e  e l s e  e x c h a n g e d ) 2 .2 0 .9 4 .0

A  d r u g s t o r e / p h a r m a c y 2 4 . 0 1 3 . 0 3 8 . 6

A  f r i e n d 1 0 . 0 8 .5 1 2 . 1

S o m e o n e  w h o  s e l l s  n e e d l e s 2 .2 3 .0 1 .2

A  d i a b e t i c 3 .2 2 .6 4 .4

A  s e x  p a r t n e r 2 .4 1 .2 4 .0

A  d r u g  d e a l e r 2 .4 2 .4 2 .4

O t h e r 1 2 . 7 9 .5 1 6 . 4

Table 4.  Source of new and unused needles in the past 6 months among Kiwi
              participants by jail site of booking, 11/00-8/01
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The Centers for Disease Control and Pre-
vention (CDC) sponsored unlinked
anonymous HIV seroprevalence surveys

in different sentinel populations in selected
metropolitan areas between 1988 and 1999. 1,2,a

The findings described in this report are based
on data collected during cross-sectional sur-
veys conducted in the second half of each year
between 1988 and 2000 at the Public Health -
Seattle & King County (PHSKC) Sexually
Transmitted Diseases (STD) Clinic.  Leftover
blood specimens collected for clinical purposes
were tested for HIV antibodies and linked via
an anonymous code to data collected from pa-
tient records.  The less sensitive HIV-1 EIA
(Serological Testing Algorithm for Recent HIV
Seroconversion, STARHS) methodology de-
scribed by Janssen et al. was used to esti-
mate HIV incidence. 3  The unlinked nature of
the survey avoids participation bias and helps
assure a representative sample of the survey
population while preserving the anonymity of
STD Clinic clients.

Our findings among eligible surveyed STD pa-
tients are summarized below.  Only data from
one visit during each annual survey period are
included.  Results are combined for women
and men who have sex with women only (MSW)
because of the similar HIV seroprevalence and
presented separately for men who have sex
with men (MSM).  The terms MSW and MSM
are used because men are classified, for the
purpose of this analysis, according to the gen-
der of their sex partners.  Tables 1 and 2
present cumulative HIV prevalence for the 13
survey years and trends grouped into two-year
periods with the exception of 1988-90.  Table 3
includes data on recent sexual behaviors,
which have been collected since 1997 and
Table 4 presents HIV incidence estimates for
M S M .

Results

Between 1988 and 2000 data from a total of
20,699 patient visits including 18,465 women
and MSW, and 2,234 MSM were collected
(Tables 1 and 2).  A total of 375 (1.8%) STD

Clinic patients were HIV positive including 0.4%
of women and MSW and 13.1% of MSM.

Women and men who have sex with women
only - HIV prevalence and trends:  There
were 11,401 (61.7%) MSW and 7,064 (38.3%)
women (Table 1). Over half (56.8%) were white,
27.0% African American, 5.3% Hispanic, 4.1%
Asian/Pacific Islander, 2.0% American Indian/
Alaska Native, and 4.8% of another race or
ethnicity.  About 60% were younger than 30.
The gender distribution remained stable over
the years of the survey, while the proportion
of African American clients dropped from
31.8% in 1988-90 to 24.3% in 1999-00.  Seven
percent had injected drugs at some time in
their life and 4.0% had injected in the 12
months prior to their visit.

Fifty-nine (0.5%) of the men and 23 (0.3%) of
the women tested positive for HIV.  HIV preva-
lence declined significantly from 0.7% in 1988-
90 to 0.3% in 1999-00 due to a statistically
significant decline among men who had higher
HIV prevalence in earlier years of the survey
than women. Although HIV prevalence de-
clined in several racial groups, only the de-
cline among American Indians/Alaska Natives
was statistically significant. The HIV preva-
lence among Hispanic clients fluctuated be-
tween 1.6% in 1995-96 and 0 in 1997-98.  No
Asian/Pacific Islander or American Indian/
Alaska Native clients tested positive after 1989
and 1991 respectively.  African American and
Hispanic clients had higher HIV prevalence
than white clients during all the survey years.

There were no HIV infections detected among
clients younger than 20.  HIV prevalence de-
clined significantly among 20-39 year olds and
remained unchanged among clients 40 and
older.  Although HIV prevalence was higher
among clients who reported ever having in-
jected drugs in the earlier years of the survey,
this difference was less marked in recent years.
None of the Female/MSW STD clients who re-
ported injection in the past year have been
HIV positive since 1993 (the year this infor-
mation was first collected).  Although the pro-

HIV prevalence, incidence and risk behaviors among Seattle-
King County STD Clinic patients, 1988-2000

aCDC funded this survey in King County 1988-1997; alternate funding supported the survey 1998-2000.
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portion of patients who were diagnosed with gon-
orrhea declined from 8.6% in 1989 to 2.0% in
1999-00, patients with gonorrhea continued to
have higher HIV prevalence.

Men who have sex with men - HIV prevalence
and trends :  A total of 2,234 male STD patients
reported sex with other men (Table 2).  They
comprised 16.4% of the male STD Clinic cli-
ents, increasing from 9.5% in 1988-90 to 26.8%
in 1999-00. The demographic characteristics
were very different from those of the female and
MSW STD Clinic population.  Almost 80% were
white, 7.5% African American, 6.7% Hispanic,
2.6% Asian/Pacific Islander, 2.0% American
Indian/Alaska Native, and 4.0% of another
race/ethnicity.  About 60% were 30 years or
older.  A history of drug injection was reported
by 9.4% and 4.6% had injected in the year prior
to their visit.

A total of 293 (13.1%) MSM were HIV positive
including 16.0% of the men who reported sex
with men only and 5.4% of the men who re-
ported sex both with men and women (data
not shown).  During the 13 annual survey pe-
riods, only 2 of the 57 MSM younger than 20
tested HIV positive.  Since 1997 HIV prevalence
among African American MSM has been more
than 2-fold higher than the prevalence among
white MSM.

HIV prevalence declined significantly from
32.2% in 1988-90 to 4.9% in 1997-98 reach-
ing a low of 3.6% in 1997 when the trend re-
versed and increased to 6.0% in 1998 and
10.7% in 1999 and 7.3% in 2000 (totaling 64
cases in 1998-00).  In spite of the recent in-
creases, the overall reduction in prevalence
from 1988-90 to 1998-00 was statistically sig-
nificant in the total group and in several sub-
categories.

� HIV prevalence more than doubled in white
MSM and black MSM between 1997-98 and
1999-00.  The increase was confined to MSM
30 and older.

� Throughout the survey years MSM who were
HIV seropositive were more likely to have a
diagnosis of gonorrhea compared to those
who were seronegative.

� After 1996  none of the HIV seropositive MSM
reported injection drug use in the past year.

� Since 1997, 76% of the HIV-seropositive
MSM reported 2 or more partners in the past

year, 58% reported 2 or more partners in
the past 2 months, and  54% reported  a
new partner in the past 2 months (data not
shown).

Recent sexual behaviors:  In 1997 informa-
tion on sexual risk behaviors in the past year
was added to the survey (Table 3).  Slightly
less than one-quarter of females and MSW re-
ported four or more sexual partners in the past
year compared to well over half of MSM.  Twelve
percent of female/MSW clients reported two or
more new sex partners in the past 2 months
compared to 39.3% of MSM.  Condom use at
last sex increased with increasing number of
partners, although almost 60% of both fe-
males/MSW and MSM with five or more part-
ners in the past year reported no condom use
at their last sexual encounter.

Thirty-seven percent of women/MSW and 30%
of MSM who reported sex with an IDU in the
past year had also injected drugs in the past
year.   None of the females/MSW who reported
sex with an HIV-positive person were them-
selves HIV-positive whereas 12% of the MSM
who reported this behavior were positive.
Three percent of women reported sex with a
bisexual man and 17.8% of MSM reported sex
with a woman in the past year—2.9% of these
men were HIV-seropositive.

HIV testing:   Information on HIV testing was
added to the survey in 1997.  Among the STD
clients surveyed in 1997-00, 93.1% of women/
MSW and 81.1% of MSM had HIV testing and
counseling as part of their current visit and
72.7% of women/MSW and 88.3% of MSM had
a history of a prior HIV test (not necessarily at
the STD Clinic).

Of the 13 women/MSW patients who tested se-
ropositive in 1997-00, eight were tested at this
visit,  two reported prior positive tests, two re-
ported prior negative tests, and one reported
prior testing without getting results.  Thus, 3 of
the 13 (23%) may not have been aware of their
HIV-positive status.  Among the 71 MSM who
tested HIV-seropositive between 1997 and 2000,
23 received HIV counseling and testing at the
current visit, one provided no information on
prior testing, 27 had previously tested serop-
ositive, and 20 had previously tested seronega-
tive.  Thus, 20 of  the 71 (28%) may have been
unaware of their HIV-seropositive status.  Eigh-
teen of these 20 men were seen in 1999 and
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2000 and the percent of HIV-positive MSM cli-
ents who might not known their positive status
was 41% in 1999 and 27% in 2000.

HIV incidence:  The less sensitive EIA (LS-EIA)
was performed on 274 stored HIV-seropositive
specimens from 1990-00 including samples
from 54 females/MSW and 220 MSM. Only 5
HIV-seropositive specimens during this inter-
val were not available for LS-EIA testing.  Seven
of the 54 HIV-seropositive specimens from fe-
males/MSW were non-reactive by LS-EIA indi-
cating that these patients had likely been in-
fected within 6 months prior to the blood draw.

All but one of the LS-EIA non-reactive speci-
mens were from 1990-96, indicating that only
one HIV-positive female/MSW client surveyed
between 1997 and 2000 had recent HIV infec-
tion. There were too few recent seroconverters
among this group to allow for a valid calcula-
tion of HIV seroincidence.

Among MSM, 23 of the 220 HIV-seropositive
specimens were non-reactive by LS-EIA.  Nine
of these men had previously been diagnosed
with HIV – 7 at least 6 months prior to this
blood draw and 2 at an unknown date.  Speci-
mens from these persons may have tested non-
reactive because of antiretroviral treatment or
because of an extremely compromised immune
system.  After exclusion of data from these per-
sons, the estimated HIV seroincidence was 2.3%
per year (95% confidence interval 1.0%-4.6%)
for the period 1990-2000.  HIV seroincidence
declined from a high of 3.3% for the period 1990-
92 to a low of 0.9% during 1993-1994 and in-
creased again to 1.6% in 1995-96, 2.0% in 1997-
98, and 1.9% in 1999-00.  These differences
were not statistically significant.

Throughout the survey years, MSM who pre-
sented at the STD Clinic with gonorrhea were
more likely to be HIV-positive than men who
did not have gonorrhea (Table 2).  The esti-
mated annual HIV seroincidence was also
greater among MSM with a gonorrhea diagno-
sis (7.7%) than among MSM without a gonor-
rhea diagnosis (1.7)%. This difference was not
statistically significant, but there were low
numbers of recent seroconverters overall.

Comments

HIV prevalence has remained low among fe-
male and MSW STD Clinic clients in King
County and has even decreased as a result of
a decrease among MSW over the thirteen sur-
vey years.  Furthermore, none of the surveyed
female/MSW STD Clinic clients under 20
tested HIV positive and nobody with a recent
drug injection history tested positive after
1992. HIV prevalence among MSM STD clients
declined sharply between 1988-90 and 1996-
97, and increased in 1998 and again in 1999.
Although HIV prevalence declined in 2000 it
was still higher than in any other year since
1995.

Estimated HIV incidence among MSM has been
relatively stable since 1995-96.   Discrepancies
in prevalence between different patient groups
persisted, with MSM having a 30-fold higher
HIV prevalence in 1999-00 than females/MSW
and African American MSM having a 2.5-fold
higher prevalence than white MSM.  African
American and Hispanic females/MSW contin-
ued to have higher HIV prevalence than white
females/MSW.  Information on HIV testing
showed high rates of testing at the PHSKC STD
Clinic.  However, a high proportion of the MSM
who tested seropositive in the 1999 and 2000
surveys may have been unaware of their HIV-
positive status or were unwilling to disclose
their status to the STD Clinic provider.

A study of HIV incidence in STD clinics in Bal-
timore, Houston, Denver, Miami, and New Or-
leans using the LS-EIA technology found an
HIV incidence of 7.4% per year among MSM
between 1993 and 1997.  5  A recently published
study from San Francisco of HIV prevalence
and incidence among MSM attending the San
Francisco Municipal STD Clinic between 1989
and 1998 found that while HIV prevalence de-
creased dramatically from 55.1% in 1989 to
20.3% in 1998 HIV incidence (as measured by
LS-EIA) did not change significantly - annual
incidence was 6.6% per year for MSM and 8.2%
per year for MSM/IDU. 6   The rise in gonor-
rhea, chlamydia and syphilis infection rates
among King County MSM in recent years  (1997
to present) have caused great concern that a
resurgence of HIV could occur in our area simi-
lar to the increase that has been reported among
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MSM in San Francisco. 7,8,9  Analyses of HIV
counseling and testing data from publicly-
funded sites in King County using both LS-EIA
methods and a comparison of repeat testers in-
dicated an increase (not statistically signifi-
cant) in HIV incidence among MSM testing at
these sites. 10

There are several limitations to this survey
that may influence the interpretation of  HIV
prevalence and incidence trends over time.
First, STD Clinic clients may differ between  dif-
ferent survey years making comparisons less
valid.  Secondly, MSM who are aware of their
HIV infection may choose to seek care from
their own health care providers instead of the
STD Clinic, which may explain part of the de-
cline in HIV prevalence.  Changes in testing
patterns for syphilis and other infections may
influence the results of this survey if persons
with HIV infection are differentially excluded
from serology testing for other infections.

In 1997, 1998, 1999, and 2000 data from 74%,
62%, 59%, and 62% of new client visits, re-
spectively, were included in the survey.  The
remaining clients did not have blood drawn at
their first visit in the survey period.  Among
those without blood draws between 1998 and
2000, about 80% had notations about HIV sta-
tus in their chart.  HIV prevalence among MSM
was higher among those without blood draws,
indicating that the “true” seroprevalence
among STD Clinic MSM clients was closer to
10% in 1998, 12% in 1999, and 10% in 2000
compared to 6.0%, 10.7%, and 7.3% based on
testing of survey specimens in those years,
respectively.  HIV prevalence among females
and MSW clients without blood draws was
similar to those with blood draws.  It is pos-
sible that survey results from some of the pre-
vious years similarly underestimated MSM HIV
prevalence, but the relative difference in HIV
prevalence over the survey years is not likely
to be due to differences in testing practices
alone.

Results from STD Clinic HIV counseling and
testing visits show a parallel declining HIV
prevalence trend through 1997 for MSM with
slightly lower prevalence in individual time
periods as expected because most HIV-serop-
ositive patients are unlikely to repeat HIV test-
ing. HIV prevalence rose slightly in 1998, but
dropped again in 1999 and 2000 (Wil
Whittington, personal communication).

Finally, the accuracy of the information in this
survey depends on the accuracy of the STD
Clinic patient records.  The records, however,
are structured in a way that allows for easy
recording of patient information and very
rarely was information missing that we needed
for our survey.  Importantly information on
prior HIV testing history and results is very
complete, which is essential for accurate in-
terpretation of LS-EIA results for estimation of
HIV seroincidence.

Because STD clinics serve large numbers of
persons at increased risk for HIV due to un-
protected sex and multiple sexual partners,
these clinics continue to be important sites
for monitoring emerging patterns and trends
in local HIV epidemiology.  The increases in
HIV prevalence in recent years among MSM
STD Clinic clients is of continued concern and
warrants close monitoring of HIV and other
STDs and associated risk behaviors among
local King County MSM as well as a height-
ened emphasis on prevention.

For additional information on the King County
HIV seroprevalence surveys, please contact Dr.
Hanne Thiede at (206) 296-8663 or e-mail at
hanne.thiede@metrokc.gov.

o Contributed by Hanne Thiede DVM, MPH,
Ted White MPH,  and the Survey Team
(Nadine Snyder, Eileen Hough, Jan Fields,
Stanley Brown, Tamarind Keating, Ben
Masaoki, Patricia Christie, Donna Brownlee,
and Elizabeth Tesh).
_______________________
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We appreciate the collaboration of the STD Clinic,
which makes this survey possible

Characteristics Women & men who have sex with women only
Total 1988-90 1991-92 1993-94 1995-96 1997-98 1999-00

N (column %) N (HIV+%) N (HIV+%) N (HIV+%) N (HIV+%) N (HIV+%) N (HIV+%)

Total 18,465 (100.0) 4,683 (0.7) 2,875 (0.5) 2,973 (0.3) 2,736 (0.3) 2,711 (0.2) 2,487 (0.3)*

Sex

 Male 11,401 (61.7) 2,950 (0.9) 1,769 (0.6) 1,886 (0.4) 1,667 (0.4) 1,567 (0.2) 1,562 (0.3)*

 Female 7,064 (38.3) 1,733 (0.5) 1,106 (0.4) 1,087 (0.3) 1,069 (0.3) 1,144 (0.3) 925 (0.2)

Race/ethnicity 1

 White 10,459 (56.8) 2,259 (0.4) 1,542 (0.4) 1,734 (0.2) 1,592 (0.3) 1,600 (0.2) 1,432 (0.1)

 Black 4,972 (27.0) 1,489 (1.1) 878 (0.8) 787 (0.6) 630 (0.5) 584 (0.5) 604 (0.5)

 Hispanic 977 (5.3) 213 (0.9) 172 (0.6) 147 (1.4) 126 (1.6) 160 (0) 159 (1.3)

 Asian/PI 759 (4.1) 148 (0.7) 89 (0) 108 (0) 142 (0) 120 (0) 152 (0)

 AI/AK Native* 366 (2.0) 103 (3.9) 47 (2.1) 57 (0) 58 (0) 54 (0) 47 (0)*

 Other 890 (4.8) 153 (0.7) 136 (0) 138 (0) 177 (0) 193 (0) 93 (0)

Age (years)

 <20 2,137 (11.6) 699 (0) 378 (0) 353 (0) 267 (0) 244 (0) 196 (0)

 20-29 8,645 (47.1) 2,298 (0.8) 1,420 (0.5) 1,391 (0.3) 1,288 (0.1) 1,214 (0) 1,034 (0.2)*

 30-39 4,806 (26.2) 1,177 (1.3) 711 (0.8) 787 (0.6) 700 (0.7) 729 (0.4) 702 (0.3)*

 40+ 2,777 (15.1) 496 (0.4) 327 (0.6) 441 (0.2) 448 (0.7) 517 (0.6) 548 (0.5)

IDU ever

 No 17,182 (93.1) 4,382 (0.5) 2,656 (0.4) 2,758 (0.3) 2,534 (0.3) 2,549 (0.2) 2,303 (0.3)*

 Yes 1,283 (6.9) 301 (3.7) 219 (2.3.) 215 (1.4) 202 (0.5) 162 (0) 184 (0.5)*

IDU last year 1

 No 10,470 (96.0) NA NA 2,857 (0.4) 2,596 (0.3) 2,626 (0.2) 2,391 (0.3)

 Yes 437 (4.0) NA NA 116 (0) 140 (0) 85 (0) 96 (0)

Sex w/IDU ever

 No 16,897 (91.5) 4,444 (0.7) 2,563 (0.4) 2,719 (0.3) 2,454 (0.3) 2,467 (0.2) 2,250 (0.2)*

 Yes 1,568 (8.5) 239 (1.7) 312 (1.6) 254 (0.4) 282 (0.4) 244 (0.4) 237 (0.8)

Gonorrhea 2

 No 16260 (96.0) 2,890 (0.5) 2,680 (0.4) 2,892 (0.3) 2,692 (0.3) 2,669 (0.2) 2,437(0.2)*

 Yes 685 (4.0) 273 (0.7) 195 (1.5) 81 (0) 44 (2.3) 42 (0) 50 (2.0)

*Indicates statistically significant trend over time at p<0.05 Individual categories may not add up to total because of missing data
1IDU in the last year collected 1993-2000
2Gonorrhea at this visit collected 1989-2000
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Table 2.  HIV Prevalence and Trends Among MSM STD Clinic Patients, King County,
              1988-2000

Characteristics Men who have sex with men
Total 1988-90 1991-92 1993-94 1995-96 1997-98 1999-00

N (column %) N (HIV+%) N (HIV+%) N (HIV+%) N (HIV+%) N (HIV+%) N (HIV+%)

Total 2,234 (100.0) 311 (32.2) 298 (19.1) 323 (12.4) 319 (7.8) 411 (4.9) 572 (8.9)*

Race/ethnicity

White 1,716 (76.9) 258 (32.6) 243 (19.8) 252 (12.3) 222 (7.2) 306 (3.9) 435 (9.2)*

Black 168 (7.5) 21(28.6) 28 (25.0) 22 (9.1) 28 (10.7) 34 (8.8) 35 (22.9)

Hispanic 150 (6.7) -- -- 24 (4.2) 24 (12.3) 21 (0) 51 (5.9)*

Asian/PI 58 (2.6) -- -- -- -- -- 22 (0)*

AI/AK Native* 45 (2.0) -- -- -- -- -- --

Other 94 (4.2) -- -- -- 24 (4.2) 32 (6.3) --

Age (years)

<20 57 (2.6) -- -- -- -- -- --

20-29 911 (41.1) 139 (28.1) 123 (13.0) 138 (13.0) 136 (7.4) 178 (5.1) 197 (1.5)*

30-39 792 (35.8) 118 (34.7) 116 (22.4) 109 (13.8) 96 (8.3) 136 (5.9) 217 (14.3)*

40+ 455 (20.5) 44 (38.6) 47 (29.8) 64 (10.6) 72 (6.9) 86 (3.5) 142 (11.3)*

IDU ever

No 2,023 (90.6) 290 (31.4) 249 (18.1) 292 (12.7) 287 (7.7) 387 (4.7) 518 (9.1)*

Yes 211 (9.4) 21 (42.9) 49 (24.5) 31 (9.7) 32 (9.4) 24 (8.3) 54 (7.4)*

IDU last year 1

No 1,550 (95.4) NA NA 303 (12.2) 299 (8.0) 398 (5.0) 550 (9.3)

Yes 75 (4.6) NA NA 20 (15.0) 20 (5.0) -- 22 (0)

Sex w/IDU ever

No 2001 (89.6) 287 (32.8) 256 (18.7) 288 (12.2) 282 (7.8) 381 (4.5) 507 (8.9)*

Yes 233 (10.4) 24 (25.0) 42 (21.4) 35 (14.3) 37 (8.1) 30 (10.0) 65 (9.2)*

Gonorrhea 2

No 2,006 (93.0) 203 (27.1) 263 (13.7) 309 (11.3) 307 (7.2) 385 (4.4) 539 (8.7)*

Yes 150 (7.0) 30 (36.7) 35 (60.0) -- -- 26 (11.5) 33 (12.1)*

*Indicates statistically significant trend over time at p<0.05 Individual categories may not add up to total because of missing data 

1IDU in the last year collected 1993-2000

2Gonorrhea at this visit collected 1989-2000
--Data not shown because of small denominator (N<20) which makes percentages less reliable
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Table 3.   Recent sexual behaviors among STD Clinic patients, King County, 1997-00

S e x u a l  b e h a v i o r s

W o m e n  a n d  m e n

w h o  h a v e  s e x  w i t h
w o m e n  o n l y

N = 5 , 1 9 8

M e n  w h o  h a v e  s e x
w i t h  m e n

N = 9 8 3

Percent Percent

Numbers of partners in past yr.

0  p a r t n e r s 3 .5 1 .8

1  p a r t n e r 2 9 . 4 1 2 . 5

2  p a r t n e r s 2 9 . 1 1 4 . 7

3  p a r t n e r s 1 5 . 7 1 2 . 6

4  o r  m o r e  p a r t n e r s 2 2 . 3 5 8 . 4

Number of  partners in past  2  mo.

0  p a r t n e r s 1 6 . 6 9 .2

1  p a r t n e r 5 6 . 8 3 4 . 9

2  o r  m o r e  p a r t n e r s 2 6 . 6 5 5 . 9

Number of  new partners in past  2 mo.

0  n e w  p a r t n e r s 5 6 . 5 3 3 . 5

1  n e w  p a r t n e r 3 1 . 9 2 7 . 2

2  o r  m o r e  n e w  p a r t n e r s 1 1 . 5 3 9 . 3

Condom used at  last  sex by no.  of  partners

1  p a r t n e r  p a s t  y e a r 2 9 . 5  ( N = 1 , 3 0 0 ) 2 9 . 3  ( N = 9 2 )

2 - 4   p a r t n e r s  p a s t  y e a r 3 7 . 0  ( N = 2 , 4 8 2 ) 3 9 . 6  ( N = 2 7 8 )

>  5  p a r t n e r s  p a s t  y e a r 4 3 . 3  ( N = 6 7 7 ) 4 2 . 9  ( N = 4 0 3 )

Sex with IDU in past  yr .

Y e s 4 .3 4 .8

Sex with HIV+ in past yr.

Y e s 0 .5 1 3 . 3

Exchanged $/drugs for sex in past yr.

Y e s 5 .4 3 .5

Sex wi th  MSM (women )  in past yr.

Y e s 3 .3 N A

Sex wi th  women (MSM) in  past  yr .

Y e s N A 1 7 . 8

Y e a r  o f  s u r v e y M e n  w h o  h a v e  s e x  w i t h  m e n
P r e v a l e n c e

% H I V +  ( 9 5 %  C I * )
E s t i m a t e d  I n c i d e n c e

%  n e w  H I V +  ( 9 5 %  C I * )

A l l  Y e a r s  ( 1 9 9 0 - 2 0 0 0 ) 1 1 . 0  ( 9 . 7 - 1 2 . 4 ) 2 . 3  ( 1 . 0 - 4 . 6 )

1 9 9 0 - 9 2 2 1 . 2  ( 1 7 . 5 - 2 5 . 3 ) 3 . 3  ( 0 . 6 - 9 . 7 )

1 9 9 3 - 9 4 1 2 . 4  ( 9 . 1 - 1 6 . 3 ) 0 . 9  ( 0 . 0 - 6 . 7 )

1 9 9 5 - 9 6 7 . 8  ( 5 . 3 - 1 1 . 2 ) 1 . 6  ( 0 . 3 - 7 . 1 )

1 9 9 7 - 9 8 4 . 9  ( 3 . 1 - 7 . 3 ) 2 . 0  ( 0 . 4 - 5 . 7 )

1 9 9 9 - 0 0 8 . 9  ( 6 . 8 - 1 1 . 5 ) 1 . 9  ( 0 . 4 - 5 . 7 )

Table 4.  HIV Prevalence and Estimated Annual Incidence Among MSM STD Clinic
              Patients, King County, 1990-2000

* The 95% confidence interval (CI) is the interval within which the point estimate (prevalence or incidence) is expected to fall 95% of the time; if the 95%
CIs overlap then the difference in prevalence or incidence in different time periods is not statistically significant
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The Washington State HIV Treatment Adherence Project

Strict adherence to antiretroviral regimens
is necessary to prevent viral resistance
to these medications.  Because of this,

it is important to determine which interven-
tions or services might be effective in enhanc-
ing adherence to HAART regimens.  In 1999,
the Washington Department of Health con-
tracted with the HIV/AIDS Project Develop-
ment and Evaluation Unit (HAPDEU) at the
UW School of Social Work, to conduct an eight-
site pilot study of HIV treatment adherence
programs in communities across the state.

Survey data, viral loads, and CD4 counts were
examined for 457 HIV-positive individuals who
enrolled in the project.  Three community-
based AIDS service organizations, 3 primary
care clinics, and one health department par-
ticipating in the HIV Treatment Adherence
Demonstration Project designed adherence
programs and delivered services from 5/1999
through 9/2000.  An additional clinic site par-
ticipated in the research activities but did not
add adherence services to their ongoing care
delivery.  All of the sites provided client edu-
cation, follow-up, medication organizer boxes,
and referrals for outside services as needed.
Programs differed from each other in a num-
ber of ways, including staffing levels and role
delineation, agency readiness, agency philoso-
phy, recruitment strategies, training and back-
ground of staff, and additional adherence ser-
vices provided.

The clients in the project were asked about
their experiences taking HIV medications and
about the services they received to help them
adhere to their regimens.  The things they most
commonly talked about were:

Side effects of medications :   Some participants
talked about how difficult it was to live with
the side effects, some said that they missed
doses of their medications to avoid the side
effects, and some said they wished they had
more information about side effects and how
to deal with them.

Emotional issues around taking the medications:
A number of participants said that depression
was an issue for them, and some said the medi-
cations brought up feelings about quality of

life, self esteem, and other emotions with which
they had to cope.  Some shared their personal
ways of coping with these problems, such as
by making changes in life situations or rou-
tines, doing “self-talk”, getting help from pro-
fessionals, and support from family and friends.

Relationship with their health care provider :
Participants said that their relationships with
their health care providers were important to
them, and were important to their adherence.
Some participants said that they wanted to
feel cared-about, listened-to, and given enough
information, such as about possible toxic ef-
fects of the medicines.  They reported that they
want their providers to be experienced in HIV/
AIDS care, and accessible to them, for example,
by telephone or for an appointment without
an undue wait.

The research does suggest that services spe-
cifically targeting HIV medication adherence
result in greater adherence for some patients.
Certain features of the services which ap-
peared to be linked to program success were:

• Having at least one program staff person
with medically-related training.

• Having a focus on building a strong client-
provider relationship.

• Having adequate support from the
program’s administration and enough re-
sources such as office space.

• Doing active outreach to enroll clients and
inform providers about the program.

For participants whose baseline adherence was
less than 95%, analysis of the data was con-
ducted to evaluate changes in self-reported
adherence over time.  In those participants
receiving services from sites with this combi-
nation of features, self-reported adherence in-
creased from a mean of 80% to 90%.  This
improvement was compared with participants
in programs without these factors, which dem-
onstrated declines in adherence from a mean
of 85% to 77%.

A number of other results were suggested by
the research.  A few of these are:

• The clients who entered the program seemed
to fall into one of 2 groups:  1) clients who had
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poorer daily health, more symptoms and more
depression; 2) clients who had better daily
health, fewer symptoms, and less depression.
Interestingly, those who entered the program
feeling better had more difficulties in their ad-
herence if, over the course of the study, they
experienced problems such as side effects or
schedule changes.

• Clients’ answers to the question, “How sure
are you that you will be able to take all or most
of the HIV medications as directed?”  was an
indicator of whether or not they could adhere
to their regimens.  In other words, many cli-

ents can predict whether they will be able to
follow their regimen or not.  This might be use-
ful for communicating between provider and
client about making decisions about regimens.

For more information on the Treatment Adher-
ence Project, please call HAPDEU at (206) 685-
1679 or Darren Layman at (360) 236-3452 or
email at Darren.Layman@doh.wa.gov.

o Contributed by Darren Layman, Francie
Petracca and Liz Moore

HAP Report:  HIV Early Intervention Services in King
County-A History & Community Resource Inventory

This article describes King County “Early
Intervention Service” (EIS) efforts which
are highly prioritized services in the HIV

Prevention Strategic Plan through 2005, is-
sued in January 2001 by the US Centers for
Disease Control & Prevention (CDC).  Goals
include increasing the proportion of persons
with HIV who are aware of their infection from
the current estimate of 75% to 95% and in-
creasing the proportion of persons with HIV who
are in care from the current estimate of 50%
to 80% — both by 2005.

The King County Ryan White Title I Care Plan-
ning Council recently deemed our local efforts
to be adequate and not in need of further fund-
ing.  King County and Seattle have a long and
reasonably successful record of seeking to as-
sure EIS services to appropriately targeted
populations, as summarized below.  However,
this year the Legislature has reduced  AIDS
Omnibus resources (effective 7/1/02) by 4.4%
and next year there is a threat that we may
have a further loss of the motor vehicle excise
tax (MVET) resources to public health, includ-
ing $1.1 million used within the HIV/AIDS pro-
gram.  These resources proposed for cuts sup-
port EIS activities and could jeopardize meet-
ing CDC goals.

The Health Resources & Services Administra-
tion (HRSA) of the federal government’s De-
partment of Health & Human Services (DHHS)
includes an HIV/AIDS Bureau which admin-

isters the Ryan White CARE Act grant to ex-
tended metropolitan areas such as King County
and to states and territories.  HRSA has re-
cently determined that EIS may be funded with
Ryan White resources, including “efforts to
identify and create linkages with key points of
entry for individuals newly diagnosed with HIV
or those knowledgeable of their HIV status but
not in care”.  HRSA’s HIV/AIDS Bureau “relied
on the Congressional Managers’ Statement
which defines EIS as counseling, testing, and
referral activities designed to bring HIV posi-
tive individuals into the local HIV continuum
of care”.  Thus, funded EIS efforts can include:
the provision of HIV counseling & testing (C/
T) to persons at high risk of HIV; information
on living with HIV disease and managing thera-
peutic regimens; counseling on modifying be-
haviors that compromise one’s own or others’
health status; and referrals to care, case-man-
agement, and prevention and risk-reduction
programs for high-risk persons who test HIV
negative.

HIV Counseling & Testing

Public Health – Seattle & King County (Public
Health) began providing clinical services with
local resources in 1983 and with sexually
transmitted disease (STD) research support to
the University of Washington.  Public Health
hired a Family Nurse Practitioner, trained her
to look for and recognize early signs of AIDS
and related conditions, and she provided medi-
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cal advice and referral.  This was before HIV

was identified and HIV infection became es-

tablished as the etiology of AIDS.

In 1985, when HIV testing became available,

Public Health began promoting HIV C/T to per-

sons known to be at high risk of infection, ini-

tially men who have sex with men (MSM) and

later injection drug users (IDU).  At first, HIV

C/T was provided at the Public Health STD

Clinic at Harborview Medical Center; then, on

several occasions, Public Health expanded and

relocated services, based on service demands

and resources.  In late 1985, thanks to a grant

from the US Centers for Disease Control and

Prevention (CDC) for AIDS control demonstra-

tion research, HIV testing and KABB (knowl-

edge, attitudes, beliefs, and behaviors) moni-

toring was marketed and provided to thou-

sands of local MSM.

After that grant support from the CDC ceased

in 1989, Public Health’s HIV C/T efforts, which

had been broadened to include other (non-

MSM and IDU) high risk populations, contin-

ued under support primarily from state AIDS

Omnibus funds.  Data from this program have

become the mainstay of our ability to summa-

rize HIV C/T in many thousands of high-risk

persons in our region.  In 1987 another DHHS

grant from NIDA (National Institute on Drug

Abuse) then provided three years of resources

to provide HIV C/T to thousands of IDU and

their sex partners until 1990.  Such grants

also provided resources needed to build and

begin community responses to HIV/AIDS, in-

cluding substantial support for People of Color

Against AIDS Network (POCAAN), and the

Street Outreach Services (SOS).  In addition,

CDC serosurveillance studies in the 1980’s and

early 1990s provided HIV C/T Services in a

number of venues.

HIV C/T, initially largely based at alternative

testing clinics, was gradually moved from clinic

sites to the field through the provision of ser-

vices at: community-based agencies (e.g.,

POCAAN, SOS, the Stonewall [drug] Treatment

Agency, and at Lifelong AIDS Alliance [formerly

the NW AIDS Foundation]); at community

events (e.g., the annual Gay Pride celebration);

at public health needle exchange sites; and at

businesses catering to high risk persons such

as bathhouses for MSM.  In 2000, declining

resources and demand  for HIV C/T  resulted

in the closure of the specific alternative clinic

for HIV C/T, and the model became totally out-

reach-based.

In 2001, disease intervention specialist (DIS)

staff who provide HIV C/T were merged with

STD Clinic DIS in a departmental effort to bet-

ter integrate similar programs.  Also in 2001,

for the first time, community-based agency

staff were trained and independently funded

(with CDC and HRSA resources) to provide HIV

C/T to constituents, particularly MSM and IDU

of color and high risk youth.  Current pro-

grams are listed in the table on page 41.  How-

ever, for referrals of clients for HIV C/T it is

best to call the HIV/STD Hotline (206-205-

7837, 206-205-STDS) as specific sites and

times may change.

As in most regions of the country, in the early

years of the HIV/AIDS epidemic (from 1982

into the early 1990s) access to experienced

care providers was problematic, especially as

K I N G  C O U N T Y  P R O J E C T S : S U P P O R T E D  B Y : PROVIDE SERVICES TO:

AIDS Care Access Project –
( A C A P )  i n f o r m a t i o n  s e r v i c e  g i v i n g
h e l p  i n  f i n d i n g  c a r e  r e s o u r c e s .

R y a n  W h i t e  T i t l e  I  f u n d s ;
C o l l a b o r a t i o n  b e t w e e n  P u b l i c
H e a l t h ,  K i n g  C o u n t y  M e d i c a l
S o c i e t y ,  a n d  W A  H o s p i t a l
A s s o c i a t i o n

A l l  p e r s o n s  w i t h  H I V  n e e d i n g
a c c e s s  t o  p r i m a r y  m e d i c a l  c a r e ,
d e n t a l  c a r e ,  h e a l t h  i n s u r a n c e ,  e t c .

One-on-One Program  –
i n f o r m a t i o n  &  c l i n i c a l  s e r v i c e
p r o v i d i n g  b a s e l i n e  C D 4  c e l l ,  v i r a l
l o a d ,  o t h e r  t e s t i n g ,  a n d  b a s i c
c l i n i c a l  s e r v i c e s .

R y a n  W h i t e  T i t l e  I  f u n d s ,  S e a t t l e
r e s o u r c e s ;  a n d  P u b l i c  H e a l t h ’ s
H I V / A I D S  P r o g r a m

P e r s o n s  n e w l y  i d e n t i f i e d  w i t h  H I V ,
s o m e  o f  w h o m  m a y  b e  r e l u c t a n t
t o  s e e k  c a r e  r e q u i r i n g  i d e n t i t i e s
a f t e r  a n o n y m o u s  t e s t i n g .

Prevention Worker Training  –
d e s i g n e d  t o  h e l p  w o r k e r s  f i n d
H I V +  p e r s o n s  w h o  m a y  n e e d  h e l p
a c c e s s i n g  c l i n i c a l  s e r v i c e s .

R y a n  W h i t e  T i t l e  I  f u n d s P r e v e n t i o n  w o r k e r s  a n d  t h e i r
a g e n c i e s .



HIV/AIDS - 2nd Half - 2001  page 39

the number of HIV and AIDS cases grew sub-
stantially.  Early providers willing to become
involved readily became saturated and could
not manage more patients who were rapidly
developing profound and complex medical and
social needs.  Despite establishment of a large
HIV/AIDS Clinic at the region’s public hospi-
tal, Harborview Medical Center, by the late
1980s it was becoming difficult to locate ap-
propriate providers about the time local in-
vestigators 1 were showing that patients lived
longer and better in the hands of providers
with greater experience.

Public health hired a consultant to work with
community partners to investigate options for
assuring better care access to persons with
AIDS and HIV, and eventually facilitated de-
velopment of a model similar to one established
for underinsured pregnant women in King
County.  This involved developing a collabora-
tion between the King County Medical Soci-
ety, the Washington Association of Hospitals
(later the Washington Hospital Foundation),
and public health.  The project is now known
as the AIDS Care Access Project (ACAP).  Ad-
ditionally, public health, in collaboration with
the then NW AIDS Foundation (now the Life-
long AIDS Alliance) developed informational
packets for interested physicians, and with UW
physician consultants recruited physicians
throughout the region to become involved in
HIV/AIDS care. 2,3  Eventually, ACAP developed
a roster of some 250 experienced HIV medical
care providers and nearly 100 dentists that
will accept persons living with HIV.  ACAP con-
tinues to recruit and help train providers, and
to provide referrals to clients.

In 1995 the Ryan White Care Planning Coun-
cil prioritized resources to help newly identi-
fied individuals with HIV learn their CD4 and
viral load status, to obtain a baseline physical
assessment of their health, to provide needed
immunizations, and to help clients understand
their options and find on-going care for their
HIV infection.  Public Health successfully ap-
plied for these funds and developed the “One-
on-One” program that continues to benefit
from Ryan White Title I support.

Research on Counseling and Testing

The HIV/AIDS Program (HAP) established an
extensive database on knowledge, attitudes,
and risk behavior on persons seeking HIV C/

T at HAP, starting in 1986, initially as part of a
CDC AIDS Control Demonstration project.  The
data have been reported in several peer-re-
viewed publications 4-9  and have contributed to
our understanding of disease and behavior
patterns among local testers.

Between 1997 and 2001 Public Health collabo-
rated with Dr. Freya Spielberg (now at the UW
Center for HIV/STD Research) on an HIV Al-
ternative Testing Study (HATS) funded by the
CDC.  Her studies in local high risk popula-
tions have revealed and helped to explain lo-
cal reasons why persons avoid or delay HIV
C/T and have identified ways  that  new coun-
seling and testing methods help to encourage
testing.

In the HATS study, a C/T preference survey
was developed after focus groups 10 and inter-
views with 101 clients, and administered to
460 clients from the three venues. 11 Barriers
to HIV testing included fears about finding out
results (48%), anxiety while waiting for results
(40%), concerns about anonymity (33%), abil-
ity to pay for HIV treatment (29%), inconve-
nience (25%), and aversion to venipuncture
(20%). Clients indicated preferences for rapid
testing (25%), home self-testing (19%), oral
fluid testing (17%), urine testing (17%), serum
testing (16%), and home specimen collection
(1%). Those never tested for HIV before (n=61)
were more likely to prefer home self-tests
(p=0.05) and urine tests (p=0.04) than clients
who had tested in the past year (n=271). Study
participants also desired pre-test and post-test
counseling options. Some clients (30%) pre-
ferred written materials instead of face-to-face
pre-test counseling, and 43% wanted access
test results by telephone.

Dr. Spielberg then compared acceptance,
completion of testing, and receipt of test re-
sults for four different C/T strategies for IDU
at a needle exchange (NE), MSM at two bath-
houses (BH), and STD clinic clients. 12 Four
strategies were offered on random days:1) face-
to-face counseling and standard blood test-
ing; 2) face-to-face counseling and rapid test-
ing, 3) standard face-to-face counseling and
oral fluid testing; and 4) an alternative pre-
test counseling strategy with the choice of
written materials or face-to-face risk reduc-
tion counseling and standard blood testing.
Testing acceptance varied by strategy and site.
At the NE and BH, 79% of clients preferred
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written pretest materials instead of face-to-face
pre-test counseling; completion of specimen col-
lection also was highest with this strategy (66%
at the NE, 82% at the BH).  The proportion of
persons who received test results within one
month ranged from 56% (standard) to 83%
(rapid) at the NE; 74% (standard) to 99% (rapid)
at the BH; and 68% (standard) to 98% (rapid)
at the STD clinic.  At the BH, 93% of clients
chose telephone results, compared with 31%
at the NE.

The study showed that standard HIV testing
was a significantly less effective strategy than
rapid testing or oral fluid testing for helping
clients learn their HIV status at all three sites.
Making counseling optional improved testing
effectiveness at the needle exchange, but de-
creased effectiveness at the bathhouses.  De-
pending on the balance between acceptance
of testing, completion of specimen collection,
and receipt of test results, the most effective
strategy at each site was either oral fluid or
rapid testing.

Cost analysis of these strategies revealed 13 that
in one year of testing (2 four hour sessions
per week) at the BH rapid testing for HIV was
both more effective in providing clients with
test results and more cost-effective than oral
fluid testing and standard testing. In contrast,
at the NE oral fluid testing was most effective,
but rapid testing was most cost-effective. Stan-
dard testing was a significantly less effective
and less cost-effective strategy than other
strategies for helping clients learn their HIV
status at both the NE and the BH.  Prelimi-
nary cost-effectiveness models that describe
costs per case of HIV prevented suggest that
rapid testing, oral fluid testing, and optional
counseling are more cost saving than stan-
dard testing, if they all have similar impact on
risk behaviors.

Although making counseling optional in-
creases the acceptability of HIV testing among
IDU, it is not yet clear, whether HIV risk be-
haviors are reduced more by face-to-face coun-
seling than by written materials for clients who
do not want face-to-face counseling.  This
question is now under investigation by Dr.
Spielberg through a NIDA funded grant.  Also,
Dr. Spielberg is now the medical director with
POCAAN on a CDC-funded project to provide

and study HIV C/T services for high risk
Blacks, Hispanics, and other people of color in
King County.

Conclusions

HIV C/T for persons at risk for HIV infection,
referral of those found to be infected to on-go-
ing medical care, long-term retention in care,
adherence to recommended treatment, and the
on-going provision of prevention assistance to
people with HIV infection – these have all been
highly prioritized strategies by public health
in controlling HIV/AIDS.  The local Ryan White
Planning Council has deemed that our activi-
ties have been and are sufficient; however,
threats to continued funding of our programs
are real given economic downturns and poten-
tial losses to state revenues.

At the same time the CDC would like these ef-
forts to increase to meet 2005 goals of increas-
ing the proportion of persons with HIV infec-
tion who are aware of their infection and pro-
portions of persons with HIV infection involved
in long-term care.  Further, increased atten-
tion is being placed on assuring that persons
with HIV infection also have on-going atten-
tion to behaviors which might provide continu-
ing opportunities for HIV to spread.  Such ef-
forts are especially important given evidence
in recent years that over 70% of men with
syphilis (which has re-emerged since 1997) tell
us that they are also infected with HIV.  Fi-
nally, local research on HIV C/T has identi-
fied possible ways of increasing the proportions
of high risk persons who accept testing and
benefit from its results.

o Contributed by Bob Wood MD
___________________
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D a y ( s ) H o u r s S e r v i c e s T a r g e t
p o p u l a t i o n s

P U B L I C  H E A L T H  S I T E S : H i g h  r i s k  g r p s .

S T D  C l i n i c  a t  H a r b o r v i e w

M e d i c a l  C e n t e r

M o n - F r i 8  a m - 4 : 3 0  p m H I V  v o l u n t a r y  C / T

( a n o n y m o u s .  &

c o n f i d e n t i a l ) ,  S T D

d i a g n o s i s  &

t r e a t m e n t ;  p a r t n e r

s e r v i c e s ;  H B V / H A V

v a c c i n e ;  s t u d i e s

P e r s o n s  w h o  w a n t

s c r e e n i n g ,

d i a g n o s i s  &

t r e a t m e n t  o f

s y m p t o m s  o r  s i g n s

o f  i n f e c t i o n

D o w n t o w n  P H  C l i n i c M o n 9  a m – 3  p m S a m e C e n t r a l  p o o r

F a m i l y  P l a n n i n g  C l i n i c s M o n - F r i 9  a m - 4  p m S a m e C l i n i c  c l i e n t s

C O M M U N I T Y  S I T E S :

L i f e l o n g  A I D S  A l l i a n c e W e d  &  F r i 9  a m - n o o n S a m e M S M

P O C A A N

   P O C A A N  O f f i c e

   M o b i l e  T e s t i n g :

     N e i g h b o r s  d a n c e  c l u b

     C a s a  L a t i n a

     R e b a r  d a n c e  c l u b

     T u l a l i p

     M u l k l e s h o o t

     O c c i d e n t a l  P a r k

T u e s  &   T h u r s

1 st &  3 rd S u n

W e d

2 nd  &  l a s t  S a t

2 nd  &  4 th  F r i

1 st &  3 rd F r i

W e d

5 : 3 0 - 7  p m

1 0  p m - 2  a m

8  a m - 1 2  p m

1 0  p m - 2  a m

1 0  a m - 2  p m

1 0  a m - 2  p m

1  p m - 5  p m

H I V  v o l u n t a r y  C / T

( a n o n y m o u s  &

c o n f i d e n t i a l )

P e o p l e  o f  C o l o r

( P O C )

M S M  o f  c o l o r

P O C

M S M  o f  c o l o r

N a t .  A m e r i c a n s

I D U  &  S u b s t a n c e

U s i n g

N e e d l e  E x c h a n g e M o n - F r i 1 : 3 0 – 4  p m S a m e I D U

B a t h s / C l u b s  f o r  M S M M S M

    B a s i c  P l u m b i n g T u e s 6 - 9  p m S a m e M S M

    C l u b  Z o d i a c S a t 1 0  p m - 2  a m S a m e M S M

    C l u b  S e a t t l e F r i 1 0  p m - 2  a m S a m e M S M

S e a t t l e  G a y  C l i n i c T u e s / T h u r s 6 : 3 0 - 9  p m S a m e M S M

P l a n n e d  P a r e n t h o o d S e x u a l l y  a c t i v e

I n t ' l  C H S A s i a n

L a m b e r t  H o u s e V a r i e s Y o u t h

P R I V A T E  P R O V I D E R S : P r o b a b l y  p r o v i d e  8 0  t o  9 0 %  o f  H I V  t e s t i n g ,  b u t  m o s t  i s  f o r  l o w - r i s k  c l i e n t s

Current HIV Counseling and Testing Sites in the Seattle Area
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The introduction of protease inhibitors and
antiretroviral cocktails in the last five
years have resulted in a significant re-

duction in the morbidity and mortality associ-
ated with HIV infection.  Consequently, there
has been more focus on the long-term sequelae
of HIV infection and treatments for HIV infec-
tion, complications including neuropathy, os-
teoporosis, high cholesterol, and other meta-
bolic and endocrine disorders.  These syn-
dromes include a variety of signs and symp-
toms with causes and treatments that are just
beginning to be understood.

Metabolic Syndromes

Lipodystrophy and lipoatrophy, fat accumu-
lation and fat loss, are well-known HIV treat-
ment-associated syndromes that can involve
truncal obesity (a body shaped like an apple
instead of a pear), a buffalo hump, breast en-
largement, and fat wasting in the face, arms,
legs, and gluteal regions.  The metabolic syn-
drome, or Syndrome X, has also been recently
identified in treated HIV-positive individuals.
Originally described in HIV-negative individu-
als, patients with the metabolic syndrome have
high blood pressure, high cholesterol, high
blood sugar, and truncal obesity.  This syn-
drome is thought to occur in almost 50 million
Americans and is associated with heart at-
tacks and other cardiovascular problems.

In the HIV population, metabolic changes such
as these have been associated with
antiretroviral therapy but it is unclear whether
they are directly related to antiretroviral use
or to factors associated with immune recovery,
It is also unclear whether these syndromes will
further impact the health of patients in the
future.

Hyperinsulinemia, as a precursor condition to
diabetes mellitus, has also been independently
associated with coronary artery disease in HIV-
negative individuals and has recently been
identified in HIV-positive individuals.  In fact,
a greater proportion of HIV-positive individu-
als are being recognized to have hyperglyce-
mia, glucose intolerance, or insulin resistance
as compared with HIV-negative populations.
Again, it is unclear whether these pre-diabetic

states will impact the health of these patients
in the future and, if so, how these conditions
are best treated.

Treatment Options

Treatment of the fat redistribution syndromes
in HIV patients has previously focused on re-
building weight with trials of megestrol acetate,
dronabinol, growth hormone, or anabolic ste-
roids.  However, as the number of case reports
of HIV-positive individuals with premature
coronary artery disease grows, it will become
increasingly important for HIV research to fo-
cus on the treatment of hyperlipidemia and
other metabolic syndromes associated with
accelerated cardiovascular disease.

In HIV-negative patients, metformin and
thiazolidinediones such as rosiglitazone have
been shown to reduce insulin resistance and
intraabdominal fat accumulation.  In patients
with Type 2 diabetes mellitus, metformin im-
proves control of high blood sugars and is es-
pecially useful in patients with central fat ac-
cumulation who are believed to have insulin
resistance based on increased hepatic glucose
production.

Metformin also is able to moderately reduce
high triglycerides and LDL cholesterol.  In pa-
tients with metabolic syndromes but without
diabetes (such as the abnormal fat distribu-
tion associated with polycystic ovary syn-
drome), metformin was able to improve blood
glucose, insulin, insulin sensitivity, weight,
waist to hip ratio, and LDL cholesterol.  Initial
studies in HIV-infected patients with
metformin have shown similar results.

The side effects of metformin include gas-
trointestinal symptoms and lactic acidosis,
which is of greater concern in subjects being
treated with antiretroviral medications.  Lac-
tic acidosis can occur as a result of metformin
accumulation, which can increase with im-
pairment of kidney function and possibly with
liver failure.

The other option for treatment of the meta-
bolic syndrome is the class of drugs known as
the thiazolidinediones, of which rosiglitazone

Adult AIDS Clinical Trials Unit Report:  Metabolic syndromes
in HIV infection
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is a member.  These drugs improve glucose
control by increasing peripheral insulin sen-
sitivity in both diabetic patients and in non-
diabetic obese patients.  As opposed to
metformin, this class of drugs does not pro-
mote weight loss and, in fact, can reduce vis-
ceral fat while increasing subcutaneous ab-
dominal fat.  The thiazolidinediones also de-
crease triglyceride levels while increasing to-
tal, LDL and HDL cholesterol, and have been
associated with improved blood pressure and
cardiac function.

Side effects of rosiglitazone include decreases
in red blood cells (anemia) and white blood
cells (leukopenia).  Three cases of hepatic fail-
ure have been reported in patients who were
taking rosiglitazone, and frequent of monitor-
ing of liver function tests is recommended in
patients taking rosiglitazone because of the
extensive publicity received by the association
of hepatic failure with troglitazone, another
member of the thiazolidinediones.

Seeking Patients for Treatment Study

There are currently no approved therapies to
treat the fat redistribution associated with HIV
infection.  The UW ACTU is seeking patients
with HIV who have developed fat redistribu-
tion and elevated insulin levels for a study
comparing the efficacy and safety of metformin
and rosiglitazone in reducing insulin levels and
altering intraabdominal fat.  Adult HIV-in-
fected patients should be on a stable
antiretroviral regimen with HIV-1 RNA <
10,000 copies, have self-reported changes in
fat distribution, and have an insulin level >
15 IU/mL.

Study Participants Needed for Other
Studies

Both HIV- and HIV+volunteers are being sought
for several Adult AIDS Clinical Trials Unit stud-
ies.  Screening tests, study medications, and
laboratory and clinical monitoring that are
performed as part of our studies are free of
charge for potential participants and study
enrollees.

Physicians, their staff, or potential volunteers
can call Jeanne Conley, Alyssa Spingola, or
Lori Cray at 206-731-3184 for additional in-
formation or appointments.

o Contributed by Joanne Stekler MD

Screening tests, study drugs, and labo-
ratory and clinical monitoring that are
performed as part of our studies are free
of charge for potential participants and
study enrollees.  The unit does not as-
sume the role of primary care provider
for study participants, and coordinates
care with each patient’s primary care
provider.  Physicians, their staff, or po-
tential enrollees can call Alyssa Spingola
or Lori Cray at 731-3184 for additional
information or appointments.
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  ACTU: Studies for Persons without HIV

Safety and drug levels of three antiretroviral drugs in HIV negative persons (ACTG 5043).   Treat-
ment with: efavirenz for 10 days; add amprenavir for 3 days; then add indinavir, nelfinavir, ritonavir, or
saquinavir for 1 week. Main eligibility:  on no other medications and within 20% of ideal body weight.
Payment of  $150 for each of 3 day-long visits, and $150 at end of study.

Carotid artery thickness as a predictor of cardiovascular risk (ACTG 5078).  Ultrasound tests to
measure artery thickness in HIV- and HIV+ participants.  Main requirements: HIV-negative (or HIV+ on a
protease inhibitor (PI) or HIV+ not on PI).  $25 paid for each ultrasound test.

Interactions between antiretroviral drugs and cholesterol-lowering medications (ACTG 5108).   Treat-
ment with efavirenz or nelfinavir with simvastatin, atorvastatin, or pravastatin.  Main eligibility:  on no
other medications and within 30% of ideal body weight.  Payment of $250 for each of 2 or 3 night-long
visits, and $250 at end of study.

  Studies for Persons with HIV

Antiretroviral Studies

Initial treatment with a PI-sparing regimen (ACTG 5095).    Subjects are randomly assigned to 3 or 4-
drug PI-sparing regimens (with ZDV, 3TC plus ABC and/or EFV).  Main eligibility: no prior antiretroviral
treatment.  Payment for some sub-studies.

Anti-HIV effects of structured treatment interruption (STI) and a vaccine (ACTG 5068).   Enrollees
on antiretroviral drugs have STIs, and either the ALVAC-HIV vCP1452 (canary pox) vaccine or a vaccine
placebo.  Main requirements: subject is on 1st antiretroviral regimen (unless switched because of side-
effects), no prior use of abacavir.  Payment for sub-studies (men only).

Studies of Complications of HIV

Preventing cytomegalovirus (CMV) organ damage with valganciclovir (ACTG 5030).  Main require-
ments: having antibodies to CMV, CD4 cells <100, and a viral load >400. Payment for some clinic visits.

Carotid artery thickness as a predictor of cardiovascular risk (ACTG 5078).  Ultrasound tests to
measure artery thickness in HIV- and HIV+ participants.  Main requirements: HIV+ on a protease inhibi-
tor (PI) or HIV+ not on PI (or HIV-negative).  $25 paid for each ultrasound test.

Treatment for increased insulin (sugar hormone) and body fat levels (ACTG 5082).  16-week treat-
ment with metformin or rosiglitizone or both or placebo drugs.  All participants get both drugs 2nd half of
study. Main eligibility: HIV+, increased blood insulin, increased body fat, and viral load <10,000. CT and
DEXA scans at entry, and weeks 16 & 32.  $25 paid for each CT and DEXA scan.

Treatment of HIV-associated dementia (ACTG 5090).   Selegiline transdermal system (STS patch) ver-
sus patch placebo. All patients receive STS patch during 2nd half of study.  Main eligibility: HIV dementia,
on antiretroviral drugs for at least 8 weeks.  $20 - $100 paid for some tests.

Effect of anti-HIV drugs on brain function and HIV in spinal fluid (ACTU 132).  Study involves one or
more lumbar punctures (spinal taps). Participants will be paid $100 - $150 for each of these procedures.

Assessment of brain function in persons living with HIV (ACTU 232) .   Study involves Magnetic Reso-
nance Imaging (MRI) scans at entry and week 8 (part 2). Other subjects will have MRIs and lumbar
punctures.  Reimbursement of $100 for MRIs and $100-$125 for lumbar punctures.

ACTU web page:  http://depts.u.washington.edu/actu
ACTU e-mail:  actu@u.washington.edu
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Pediatric AIDS Clinical Trials Unit Report:  Long term follow-up
study of children infected and affected by HIV

M
uch progress has been made in the

prevention, treatment and manage

ment of HIV infection in children over

the past 15 years.  Since 1986, when the first

case of mother to baby HIV-1 transmission was

recognized in the Pacific Northwest, treatment

strategies developed to prevent mother-baby

transmission have been very successful.  At

this time, very few newborns are infected as a

result of being born to mothers with HIV in-

fection who receive HIV-specific obstetrical

care.

For children, highly aggressive antiretroviral

therapies (HAART) have improved both the

quality and duration of life.  At this time, chil-

dren who acquired HIV at the time of their

birth are entering adolescence, rapidly matur-

ing to young adulthood.  While our under-

standing of HIV-1 viral dynamics and HIV

treatments have grown rapidly, the social,

emotional and psychological impact of grow-

ing up with HIV infection are just now begin-

ning to be identified.  Children grow and ma-

ture physically, emotionally and psychologi-

cally in predicable stages.  HIV infection in a

child clearly changes how children pass

through their developmental stages.  Con-

versely, developmental stage is also likely to

affect how a child responds to antiretroviral

therapies.

PACTG 219 is a long term follow-up study for

the purpose of learning more about the effects

of HIV disease and HIV treatments on the over-

all health and development of children.  The

study is designed to learn more HIV and HIV

treatments as it relates to the growth and de-

velopment of a child from infancy to young

adulthood.  Children born to HIV positive

women are eligible for the study, whether or

not they HIV infected as well as all HIV in-

fected children.  An obvious goal of the study

is to learn more about late occurring side ef-

fects of anti-HIV medications children receive

either to prevent or treat HIV disease.

Other equally important goals include devel-

oping a better understanding of issues relat-

ing to children living with HIV in order to de-

vise anticipatory guidance recommendations

for primary caretakers, health care providers,

schools, and social service agencies.  Issues

such as disclosure (e.g., how and when to tell

a child of their HIV diagnosis or a diagnosis of

HIV in a family member; impact of disclosure

on social and emotional development, school

performance, friendships, self-esteem, inde-

pendence), adherence to medications, risk tak-

ing behavior as adolescence emerges, are all

examples of issues we need understand bet-

ter in order to help HIV-affected and infected

children mature to adulthood.  PACTG 219 is

designed to systematically obtain data in or-

der to help address these many issues and

better plan for the future needs of children.

o Contributed by Kathey Mohan ARNP

M a i n

R e q u i r e m e n t s

S t u d y  D r u g

o r  T o p i c S t u d y  O v e r v i e w

Pediatric Antiretrovirals:

HIV-infected antiretroviral
naïve and experienced
children aged 3 months to
21 years

BMS-232632
( P A C T G  1 0 2 0 A )

A  p h a s e  I / I I  o p e n - l a b e l ,  p h a r m a c o k i n e t i c  a n d  s a f e t y  s t u d y  o f
n o v e l  p r o t e a s e  i n h i b i t o r  ( B M S - 2 3 2 6 3 2 )  i n  c o m b i n a t i o n
r e g i m e n s  i n  a n t i r e t r o v i r a l  t h e r a p y  ( A R T ) - n a ï v e  a n d

e x p e r i e n c e d  H I V - i n f e c t e d  i n f a n t s ,  c h i l d r e n ,  a n d  a d o l e s c e n t s .

HIV-infected
antiretroviral naïve
and experienced
children aged 3
months to 21 years

Didanosine
Emtricitabine
Efavirenz
( P A C T G  1 0 2 1 )
( s o o n  t o  o p e n )

O n c e  d a i l y  d o s i n g  r e g i m e n  f o r  c h i l d r e n  w h o  a r e  e i t h e r
a b s o l u t e l y  n a ï v e  t o  a n t i r e t r o v i r a l  t h e r a p y ,  o r  h a v e  r e c e i v e d
l e s s  t h a n  o r  e q u a l  t o  5 6  d a y s  p e r i n a t a l  p r o p h y l a x i s ,  o r  l e s s

t h a n  7  d a y s  o f  c u m u l a t i v e  a n t i r e t r o v i r a l  t r e a t m e n t .   S u b j e c t s
m u s t  h a v e  s c r e e n i n g  p l a s m a  H I V - 1  R N A  l e v e l s  > 5 0 0 0
c o p i e s / m L .
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C o h o r t  1 :  <  1 6  y e a r s  o f  a g e
a n d  a b l e  t o  s w a l l o w  p i l l s
C o h o r t  2 :   >  3  m o n t h  t o  <  8
y e a r s   ( s u s p e n s i o n

D M P - 2 6 6
N e l f i n a v i r
( A C T G  3 8 2 )
( C o h o r t  1  a c c r u e d )
( C o h o r t  2 - s t r a t a  1  o p e n )
( C h i l d r e n  >  3  m o n t h s  t o  <  2
y e a r s  o f  a g e )

P h a s e  1 ,  o p e n - l a b e l  p h a r m a c o k i n e t i c  s t u d y  o f  a  n e w  n o n -
n u c l e o s i d e  r e v e r s e  t r a n s c r i p t a s e  i n h i b i t o r  g i v e n  o n c e  d a i l y  i n
c o m b i n a t i o n  w i t h  n e l f i n a v i r .   C o n c o m i t a n t  u s e  o f  n u c l e o s i d e  r e v e r s e
t r a n s c r i p t a s e  i n h i b i t o r s  a r e  r e q u i r e d ,  b u t  a r e  n o t  s u p p l i e d  t h r o u g h
t h i s  p r o t o c o l .

P e r i n a t a l  ( P r e g n a n c y  A n d  N e w b o r n )  S t u d i e s :

P r e g n a n t  H I V - i n f e c t e d
w o m e n

N e l f i n a v i r ,  l a m i v u d i n e ,
z i d o v u d i n e  v s .  n e v i r a p i n e ,
l a m i v u d i n e  , z i d o v u d i n e
( P A C T G  1 0 2 2 )
( s o o n  t o  o p e n )

T h i s  i s  s t u d y  w i l l  c o m p a r e  a  p r o t e a s e - s p a r i n g  an t i r e t rov i ra l
r e g i m e n s  w i t h  p r o t e a s e - i n h i b i t o r  c o n t a i n i n g  r e g i m e n  i n  H I V - i n f e c t e d
w o m e n  w h o  a r e  b e g i n n i n g  a n t i r e t r o v i r a l  t h e r a p y  d u r i n g  p r e g n a n c y .
W o m e n  w i l l  b e  f o l l o w e d  o n  t h e  s t u d y  f o r  2  y e a r s  a f t e r  d e l i v e r y ;
i n f a n t s  f o r   6  m o n t h s  a f t e r  d e l i v e r y

N e w b o r n  i n f a n t s  b o r n  t o
H I V - i n f e c t e d  p r e g n a n t
w o m e n

I n c r e a s e d  c a l o r i e  f o r m u l a
( A C T G  2 4 7 )

T h i s  i s  a  r a n d o m i z e d ,  d o u b l e - b l i n d ,  c o n t r o l l e d  s t u d y  o f  a n  i n c r e a s e d
c a l o r i c  d e n s i t y  f o r m u l a  a n d  i t s  e f f e c t  o n  g r o w t h  a n d  n u t r i t i o n a l  s t a t u s
o f  H I V - i n f e c t e d  c h i l d r e n .   A l l  i n f a n t s  b o r n  t o  H I V - i n f e c t e d  w o m e n  a r e
e l i g i b l e  f o r  e n r o l l m e n t ,  h o w e v e r  i n f a n t s  f o u n d  t o  b e  u n i n f e c t e d  w i l l
b e  d i s c o n t i n u e d  f r o m  t h e  s t u d y .

P r e g n a n t  H I V - i n f e c t e d
w o m e n

O r a l  z i d o v u d i n e  d u r i n g  l a b o r
( A C T G  3 2 4 )

T h i s  i s  a  P h a s e  I  s t u d y  o f  t h e  s a f e t y ,  t o l e r a n c e  a n d
p h a r m a c o k i n e t i c s  o f  z i d o v u d i n e  t a k e n  b y  m o u t h  d u r i n g  l a b o r  b y
H I V - 1  i n f e c t e d  w o m e n .   T h e  s t u d y  i s  d e s i g n e d  t o  f i n d  o u t  i f  i t  i s
p o s s i b l e  t o  a c h i e v e  t h e  s a m e  b l o o d  l e v e l s  o f  z i d o v u d i n e  w h e n  i t  i s
g i v e n  b y  m o u t h  d u r i n g  a s  w h e n  g i v e n  b y  I V  d u r i n g  l a b o r .     W o m e n
a r e  e n r o l l e d  a f t e r  3 4  w e e k s  g e s t a t i o n .

P r e g n a n t  H I V - i n f e c t e d
w o m e n  a n d  t h e i r  n e w b o r n
in fan ts

N o  t r e a t m e n t
( A C T G  3 6 7 )

T h i s  i s  a  c h a r t  a b s t r a c t i o n  s t u d y  t o  c a p t u r e  d a t a  a b o u t  t h e  c l i n i c a l
m a n a g e m e n t  o f  H I V  i n f e c t i o n  i n  p r e g n a n t  H I V - 1  w o m e n  a n d  t h e i r
i n f an t s .   Th i s  i n f o rma t i on  w i l l  be  use fu l  i n  t he  des ign  o f  c l i n i ca l  t r i a l s
t o  t r e a t  H I V - l  i n  p r e g n a n t  w o m e n  a n d  t o  p r e v e n t  t r a n s m i s s i o n  o f
H I V - 1  t o  i n f a n t s .

N e w b o r n  i n f a n t s  b o r n  t o
H I V - i n f e c t e d  p r e g n a n t
w o m e n

A L V A C  v C P 1 4 5 2  +  A I D S V A X
B / B
( P A C T G  3 2 6 )

T h i s  P h a s e  I  s t u d y  o f  t h e  s a f e t y  a n d  i m m u n o g e n i c i t y  o f  A L V A C
1 4 5 2  v a c c i n e   +  A I D S V A X  B / B  g i v e n  t o  i n f a n t s  b o r n  t o  H I V - i n f e c t e d
w o m e n  w i t h i n  7 2  h o u r s  o f  b i r t h .   I n f a n t s  r e c e i v e  a d d i t i o n a l
v a c c i n a t i o n s  a t  4 , 8 ,  a n d  1 2  w e e k s  o f  l i f e .   1 8  i n f a n t s  r e c e i v e
v a c c i n e ,  6  r e c e i v e  p l a c e b o .

H I V - i n f e c t e d  w o m e n  w h o
a r e  p r e g n a n t  a n d  ≥≥ 1 4
w e e k s  g e s t a t i o n  o r  w h o
h a v e  d e l i v e r e d  a  l i v e b o r n  o r
s t i l l b o r n  i n f a n t  a n d  a r e
w i t h i n  7  d a y s  o f  d e l i v e r y
a n d  t h e i r  i n f a n t s

N o  t r e a t m e n t
P e r i n a t a l  C o r e  P r o t o c o l
( P A C T G  1 0 2 5 )
( s o o n  t o  o p e n )

T h i s  i s  a  p r o s p e c t i v e  c o h o r t  s t u d y  t o  o b t a i n  i n f o r m a t i o n  a b o u t  t h e
u s e ,  e f f e c t i v e n e s s ,  a n d  s a f e t y  o f  a n t i r e t r o v i r a l  m e d i c a t i o n s  t a k e n
d u r i n g  p r e g n a n c y  f o r  b o t h  m o t h e r s  a n d  t h e i r  i n f a n t s .   D a t a  w i l l  b e
c o l l e c t e d  p r o s p e c t i v e l y  f r o m  t h e  m e d i c a l  r e c o r d  a n d  b l o o d  s a m p l e s
w i l l  b e  s t o r e d .   T h e r e  a r e  n o  t r e a t m e n t s ;  p r o c e d u r e s  a r e  b l o o d
d r a w s  a n d  q u e s t i o n n a i r e  c o m p l e t i o n .

A d o l e s c e n t  S t u d i e s :

H I V - i n f e c t e d  y o u n g
p e r s o n s ,  1 2 - 2 4  y e a r s   o f
a g e ,  a n d  a  h i s t o r y  o f  a t
l e a s t  4  w e e k s  o f  C o m b i v r
(Z i d o v u d i n e  a n d  3 T C )
t h e r a p y  p r i o r   s t u d y
e n r o l l m e n t

P h a r m a c o k i n e t i c  s t u d y  o f
o n c e  v e r s u s  t w i c e  d a i l y
d o s e s  o f  Z i d o v u d i n e  a n d
l a m i v u d i n e
( P A C T G  1 0 1 2 )
( s o o n  t o  o p e n )

T h i s  i s  a n  o p e n - l a b e l ,  c r o s s  o v e r  s t u d y  t o  c o m p a r e  t h e  a m o u n t  o f
z i d o v u d i n e  a n d  l a m i v u d i n e  t h a t  g e t  i n s i d e  o f  a  c e l l  w h e n  t h e
m e d i c i n e s  a r e  g i v e n  o n c e  a  d a y  a n d  t w i c e  a  d a y .   E a c h  s u b j e c t  w i l l
t a k e  C o m b i v i r  o n c e  a  w e e k  f o r  7  d a y s  a n d  t h e n  h a v e  b l o o d  l e v e l s
t a k e n ;  f o r  t h e  n e x t  w e e k  t h e  s u b j e c t  w i l l  t a k e  C o m b i v i r  t w i c e  a  d a y
a n d  b l o o d  l e v e l s  w i l l  b e  m e a s u r e d .

H I V - i n f e c t e d  y o u n g
p e r s o n s ,  > 8 y e a r s  u p  t o  2 2
y e a r s  o f  a g e ,  w h o  d i d  n o t
a c q u i r e  i n f e c t i o n  per ina ta l l y

E f f e c t s  o f  H A A R T  o n
i m m u n e  r e c o n s t i t u t i o n  a n d
v i r a l  d y n a m i c s .
( A C T G  3 8 1 )
( c o m p l e t e l y  a c c r u e d )

T h i s  i s  a  n o n - r a n d o m i z e d ,  o b s e r v a t i o n a l  s t u d y  t o  d e f i n e  t h e  i m m u n e
r e c o n s t i t u t i o n  t h a t  o c c u r s  f o l l o w i n g  i n s t i t u t i o n  o f  H i g h l y  A c t i v e
A n t i r e t r o v i r a l  T h e r a p y  ( H A A R T )  i n  t h e  r e c e n t l y  i n f e c t e d  a d o l e s c e n t .
T h e  s t u d y  o b j e c t i v e  i s  t o  d e t e r m i n e  i f ,  c o n t r o l l i n g  f o r  v i r a l  l o a d  a t
b a s e l i n e ,  t h e r e  i s  a  p o s i t i v e  c o r r e l a t i o n  b e t w e e n  b a s e l i n e
i m m u n o l o g i c  s t a t u s  a n d  t h e  v i r o l o g i c  a n d  i m m u n o l o g i c  r e s p o n s e  t o
H A A R T  a t  1 ,  2 ,  a n d  3  y e a r s  a f t e r  i n i t i a t i o n  o f  H A A R T .

H I V - I n f e c t e d  y o u n g  p e o p l e
a g e d  9 - 1 8  y e a r s

S i n g l e  d o s e  s t u d y  o f
a b a c a v i r
( P A C T G  1 0 1 8 )

T h e  p u r p o s e  o f  t h i s  s t u d y  i s  t o  d e t e r m i n e  i f  p u b e r t y  h a s  a n y  e f f e c t
o n  t h e  a m o u n t  o f  a b a c a v i r  i n  t h e  b l o o d  o f  a d o l e s c e n t s  a s  c o m p a r e d
t o  a d u l t s .   T h i s  i n f o r m a t i o n  i s  n e c e s s a r y  t o  f i n d  o u t  t h e  r i g h t  d o s e  o f
m e d i c a t i o n  f o r  t e e n a g e r s .
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Opportunistic Infections:

HIV infected children  >1 yr
<8 years of age with
symptomatic HIV disease
(stage B1, A2, N2, or B2)
who are have not had
varicella or been
immunized

Varivax
( P A C T G  2 6 5 )

T h i s  i s  a  P h a s e  I / I I  s t u d y  t o  e v a l u a t e  h o w  s a f e  a n d  i m m u n o g e n i c i t y
o f  v a r i c e l l a  v a c c i n e  w h e n  g i v e n  t o  H I V - i n f e c t e d  c h i l d r e n  w i t h

m o d e r a t e  i m m u n e  s u p p r e s s i o n  o r  H I V  s y m p t o m s .

Perinatally HIV-infected
children aged 2-19 years
who have been receiving
HAART for greater  than 6
months with viral load
<30,000

Pneumococcal  conjugate
vaccine
( P A C T G  1 0 2 4 )

( s o o n  t o  o p e n )

T h i s  s t u d y  w i l l  e v a l u a t e  t h e  i m m u n e  r e s p o n s e  t o  t h e  n e w l y  l i c e n s e d
p n e u m o c o c c a l  c o n j u g a t e  v a c c i n e  a s  w e l l  a s  r o u t i n e  c h i l d h o o d

i m m u n i z a t i o n s  i n  H I V - i n f e c t e d  c h i l d r e n  t r e a t e d  w i t h  H A A R T .

Natural History Studies:

HIV-infected children
initiating open- label
HAART therapy

Effects of  HAART on
immune reconstitut ion
( P 1 0 0 6 )

P 1 0 0 6  i s  a  s t u d y  d e s i g n e d  t o  m e a s u r e  h o w  w e l l  t h e  i m m u n e  s y s t e m
r e c o v e r s  o n c e  a g g r e s s i v e  a n t i r e t r o v i r a l  m e d i c a t i o n s  a r e  s t a r t e d .   N o
a n t i r e t r o v i r a l  m e d i c a t i o n s  w i l l  b e  p r o v i d e d  a s  p a r t  o f  t h i s  s t u d y .

C h i l d r e n  w i l l  r e c e i v e  h e p a t i t i s  A  a n d  t e t a n u s  v a c c i n e s  a s  p a r t  o f  t h e
s t u d y ;  r e s p o n s e  t o  t h e s e  v a c c i n e s  w i l l  b e  u s e d  a s  a  m e a s u r e  o f
i m m u n e  f u n c t i o n .

HIV-negative, non-exposed,
normal children aged 0-18
years

Purpose to obtain normal
ranges of lymphocyte
subsets in children.
( P 1 0 0 9 )

P  1 0 0 9  i s  a n  o b s e r v a t i o n a l ,  c r o s s - s e c t i o n a l  s t u d y  t o  o b t a i n  t h e

n o r m a l  r a n g e  o f  l y m p h o c y t e  s u b s e t s  i n  c h i l d r e n .   S t u d y  i n v o l v e s  a
o n e  t i m e  b l o o d  d r a w  f r o m  c h i l d r e n  u n d e r g o i n g  e l e c t i v e  s u r g e r i e s  o r
h a v i n g  b l o o d  t a k e n  f o r  o t h e r  n o n - i l l n e s s  a s s o c i a t e d  p u r p o s e s .

HIV infected children age 1
mos to 13 years Anti-
retroviral-naive children
starting any antiretroviral
therapy.  Protease inhibitor
(PI)-naive children
beginning a PI-containing
regimen. Children with prior
PI therapy who are
changing antiretroviral
therapy due to virologic
indications and that are
naïve to at least two of the
agents in the new therapy
regimen

Observational study-No
study treatment
( P A C T G  1 0 1 0 )

( s o o n  t o  o p e n )

T h i s  i s  a  4 8  w e e k  s t u d y  t o  d e s c r i b e  c h a n g e s  i n  m e a s u r e s  o f  b o d y
c o m p o s i t i o n  i n  H I V  i n f e c t e d  c h i l d r e n  b e f o r e  a n d  a t  1 2 ,  2 4  a n d  4 8
w e e k s  a f t e r  b e g i n n i n g  o r  c h a n g i n g  a n t i r e t r o v i r a l  t h e r a p y ;  a n d  t o

d e s c r i b e  t h e s e  c h a n g e s  i n  b o d y  c o m p o s i t i o n .

HIV-infected children 2-21
years of  age on HAART
therapy with viral loads less
than 50 copies per ml at
study entry and less than
400 copies per ml for  more
than 1 year

No medications-treatment
interruption protocol
( P A C T G  1 0 1 5 )

( s o o n  t o  o p e n )

T h e  p u r p o s e  o f  t h i s  s t u d y  i s  t o  f i n d  o u t  i f  b r i e f  i n t e r v a l s  o f  s t o p p i n g
t r e a t m e n t  r e s u l t s  i n  a  s t r o n g e r  i m m u n e  r e s p o n s e  t o  H I V  i n  t h e  c h i l d

a n d  i f  t h i s  s t r o n g e r  i m m u n e  r e s p o n s e  w i l l  h e l p  t h e  c h i l d  m a i n t a i n  a
l o w  v i r a l  l o a d  w i t h o u t  an t i r r e t r ov i r a l  med i ca t i ons .   The  s t udy  w i l l  a l so
e v a l u a t e  t h e  e f f e c t  o f  i n t e r m i t t e n t  i n t e r v a l s  o f  s t o p p i n g  t r e a t m e n t  o n

t h e  d e v e l o p m e n t  o f  d r u g  r e s i s t a n t  v i r u s .

Infants of  women who were
enrolled in treatment trials
during pregnancy; infants
and children enrolled in
ACTG treatment or vaccine
trials

Observational study to look
for long term outcomes
( A C T G  2 1 9 C )

O p e n  t o  a l l  i n f a n t s  b o r n  t o  H I V - i n f e c t e d  w o m e n  a f t e r  J a n . 2 0 0 0  a n d

c h i l d r e n  c u r r e n t l y  o r  p r e v i o u s l y  p a r t i c i p a t i n g  i n  H I V  t r e a t m e n t
p r o t o c o l s ,  i n c l u d i n g  i n f a n t s  b o r n  t o  w o m e n  w h o  p a r t i c i p a t e d  i n  a  t r i a l
d u r i n g  p r e g n a n c y .   T h e  p u r p o s e  o f  t h e  s t u d y  i s  t o  d e t e r m i n e  l a t e

e f f e c t s  o f  H I V  t h e r a p i e s  a n d  H I V  i n f e c t i o n  i n  c h i l d r e n .
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HIV Prevention & Vaccine Trials Unit Report:  Current challenges
in HIV vaccine development

After a palpable lull in HIV vaccine devel-
opment in the late 1990s, we now have
  an abundance of new constructs be-

coming available for clinical trials. The next
few years we anticipate five to ten Phase I tri-
als will be conducted annually of investiga-
tional HIV vaccines at domestic and interna-
tional sites.  The FHCRC/UW HIV Vaccine
Trials Unit (HVTU) will participate in most of
these.  A partial listing of scheduled HVTN
clinical trials for 2002 is listed in Table 1.

The current challenges are to:

• Continue investigation into new and varied
vaccine approaches

• Cultivate vaccines under development and
guide them through human trials efficiently

• Improve assessment of immunogenicity

• Identify correlates of immunity, and to re-
cruit a steady supply of volunteers

Optimism has been both buoyed and de-
pressed by news of the survival advantage of
certain vaccinated macaques after pathogenic
SHIV challenge—on one hand, the monkeys
have been surviving; on the other hand, the
monkeys were not fully protected against in-
fection.

Vaccine scientists continue to struggle with
the question of, what will be the criteria for a
“good enough” vaccine, in the face of urgent
human need?  Protection, attenuation, de-
creased transmission?  And what is the best
that we can hope to accomplish?   Striving for
these answers may lead to a paradigm shift in
HIV vaccine research.

Almost all of our studies involve healthy, HIV
negative volunteers.  Our volunteers are mo-
tivated to take part because they hope to make
an important difference in the fight against
HIV.  For each study including 12 volunteers
from Seattle, we typically need to screen
around 30 people in the clinic and enroll the
study over two to three months.

Currently, our unit is enrolling volunteers for
Protocol 039, which involves a high dose re-
combinant canarypox vaccine, to determine
the immunogenicity range of the ALVAC-HIV
vaccine, which has been an anchor vaccine in
our investigational regimens for several years.

We are screening volunteers for Protocol  041,
which involves a GlaxoSmithKline investiga-
tional vaccine made of a Nef-Tat  fusion pro-
tein in combination with gp120 subunit and
an adjuvant.

We are also a site for a Merck and Co., Inc.
vaccine trial of an HIV-1 gag DNA vaccine
boosted by an adenovirus-5 gag vaccine.   Our
study for HIV positive volunteers using the
same HIV-1 gag DNA vaccine has been fully
enrolled with 12 volunteers.

o Contributed by Marnie Elizaga MD
Seattle HVTU

(HIV Vaccine Trials Unit)

Protocol 203
Phase II HIV Vaccine

Protocol 501 (coming 2002)
Phase III HIV Vaccine

Merck 004
Phase I HIV-Positive Vaccine

Merck 008
Phase I HIV-Negative Vaccine

Multiply Exposed
HIV Exposed Seronegative

Seattle HPTU
(HIV Prevention Trials Unit)

Project Explore
Phase IIB Counseling Study

VaxGen
Phase III HIV Vaccine

Reality Condom Study
Condom Acceptability Study

VISION
HIV Vaccine Readiness

Microbicide Study
Gel Safety

Lima, Peru
HVTU & HPTU Site

University of Washington &
Fred Hutchinson Cancer Research Center

University of Washington &
Fred Hutchinson Cancer Research Center
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Table 2.  Active HVTN clinical trials

Organization Clinical Trials in Progress Comments

H I V  V a c c i n e  T r i a l s  N e t w o r k
( H V T N )

P h a s e  I  h i g h  d o s e  A L V A C  1 4 5 2  c a n a r y p o x
(C l a d e  B )
P h a s e  I I  A L V A C  v C P 1 4 5 2  +  A I D S V A X  B / B

p r i m e - b o o s t  ( C l a d e  B )
P h a s e  I  A L V A C  v C P 1 4 5 2  +  M N  r g p 1 2 0
p r i m e - b o o s t ,  i n t e r n a t i o n a l  s i t e s  ( C l a d e  B )

w w w . h v t n . o r g

I n t e r n a t i o n a l  A I D S  V a c c i n e

In i t ia t ive

O x f o r d ,  U K  a n d  N a i r o b i ,  K e n y a  P h a s e  I  t r i a l

o f  H I V A  D N A  v a c c i n e  a n d  H I V A  M V A  v a c c i n e
r e g i m e n  ( C l a d e  A )

S u p p o r t s  f i v e  p a r t n e r s h i p s  t o

d e v e l o p  c l a d e  A ,  C ,  a n d  D
v a c c i n e s
w w w . i a v i . o r g

M e r c k  &  C o . ,  I n c .

M e r c k  R e s e a r c h  L a b o r a t o r i e s

P h a s e  I  H I V - 1  D N A  g a g  +  a d e n o v i r u s  H I V - 1

g a g  b o o s t  ( C l a d e  B )

w w w . m e r c k . c o m

V a x G e n P h a s e  I I I  r g p 1 2 0  c o c k t a i l s
A I D S V A X  B / B ;  U S ,  C a n a d a ,  t h e  N e t h e r l a n d s
(C l a d e  B )

A I D S V A X  B / E ;  T h a i l a n d  C  ( C l a d e  B ,  C l a d e  E )

w w w . v a x g e n . c o m

D a l e  a n d  B e t t y  B u m p e r s
V a c c i n e  R e s e a r c h  C e n t e r

( N I A I D )

P h a s e  I  D N A  v a c c i n e  w i t h  I L - 2 / F c w w w . n i a i d . n i h . g o v / v r c /

U . S .  M i l i t a r y  H I V  R e s e a r c h
P r o g r a m ;  A r m e d  F o r c e s
R e s e a r c h  I n s t i t u t e  o f  M e d i c a l

S c i e n c e s  ( A F R I M S ) ;  T h a i l a n d
H I V / A I D S  V a c c i n e  E v a l u a t i o n
G r o u p

P h a s e  I / I I  A L V A C  v C P 1 5 2 1  ( C l a d e  E )  w i t h
V a x G e n  B / E

S u p p o r t s  s u r v e i l l a n c e  r e s e a r c h ,
t h e  R a k a i  p r o j e c t ,  v a c c i n e
d e v e l o p m e n t  f o r  C l a d e s  A ,  C  a n d

E
w w w . h i v r e s e a r c h . o r g

Table 1.  HIV-1 vaccines in the HIV Vaccine Trials Network (HVTN) clinical trials
             pipeline for 2002

V a c c i n e I n v e n t o r / D e v e l o p e r C l i n i c a l  T r i a l  P r o g r a m s

V e n e z u e l a n  E q u i n e  E n c e p h a l i t i s
rep l i con ,  C l a d e  C  g a g

A l p h a v a x
U S  a n d  S o u t h  A f r i c a n  H V T N
s i t e s

M o d i f i e d  V a c c i n i a  A n k a r a - C C R 5
Iso la te

T h e r i o n ,  J o h n  S u l l i v a n H V T N

N e f - T a t  f u s i o n  p r o t e i n  w i t h  g p 1 2 0  i n
M P L - l i k e  a d j u v a n t

G l a x o S m i t h K l i n e H V T N

L i p o p e p t i d e s  w i t h  A L V A C - H I V
(c a n a r y p o x )  b o o s t

A N R S  F r a n c e ,  A v e n t i s  P a s t e u r A N R S  F r a n c e ,  H V T N

C o d o n  o p t i m i z e d  H I V - 1  D N A H a r r i e t t  R o b i n s o n ,  E m o r y  U n i v e r s i t y H V T N

M o d i f i e d  V a c c i n i a  A n k a r a B e r n a r d  M o s s H V T N

M u l t i e p i t o p e  p e p t i d e s E p i m m u n e H V T N

D N A  v a c c i n e  w i t h  I L - 1 2 / F c
D a l e  a n d  B e t t y  B u m p e r s  V a c c i n e
R e s e a r c h  C e n t e r  ( V R C )

V R C ,  H V T N
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