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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/ul 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.

The HIV/AIDS Epidemiology Program's
publications are also on the internet at:
www.metrokc.gov/health/apu/epi
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Table 1. Surveillance sunmary of reported AIDS' cases, deaths, and persons living
with AIDS - King County, other WA counties, all WA State, US.

ADULT/
KING COUNTY Cases reported as of 12/31/01 ADOLESCENT PEDIATRIC’ TOTAL
New cases reported 2" 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 living’ 2,730 6 2,736
OTHER COUNTIES Cases reported as of 12/31/01
New cases reported 2" 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 living 1,657 7 1,664
WA STATE Cases reported as of 12/31/01
New cases reported 2" 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 living 4,387 13 4,400
u.s. Cases reported as of 6/30/01"
Cumulative cases 784,032 8,994 793,026
Cumulative deaths 452,432 5,235 457,667
Persons Iiving3 331,600 3,759 335,359

;AIDS by 1993 surveillance case definition

Age <13 years at time of AIDS diagnosis

LPersons reported with AIDS and not known to have died
Most recent date that complete U.S. statistics are available
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Table2. CumulativeAIDScasecountsanddeathsbyresidentcountyand
AIDSNetregionatdiagnosis-Reportedasof12/31/01-WAState

TOTAL CASES DEATHS PRESUMED LIVING

No. (%)* No.  (%)? No. (%)?

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 (14) 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)

Wabhkiakum 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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Table 3. Denogr aphi ¢ characteristics of cunulative reported Al DS
cases - King County, other WA counties, all WA State, US.
KING OTHER ALL WA TOTAL
COUNTY COUNTIES STATE U.S.
Cases reported as of: 12/31/01 12/31/01 12/31/01 06/30/01°
No. (%) No. (%) No. (%) No. (%)
SEX
Male 6,073  (95) 3,080 (88) 9,153  (92) 653,808 (82)
Female 334 (5) 438 (12) 772 (8) 139,217 (18)
Unknown 0 (0) 0 (0) 0 (0) 1 (<1)
AGE GROUP (YRS)
<13 14 (<1) 18 (1) 32 (<1) 8,994 (1)
13-19 12 (<1) 26 (1) 38 (<1) 4,219 (1)
20-29 1,070  (17) 678 (19) 1,748  (18) 130,965 (17)
30-39 3,111 (49) 1,532 (44) 4,643  (47) 353,102 (45)
40-49 1,631  (25) 864 (25) 2,495  (25) 208,870 (26)
50-59 458 (7) 274 (8) 732 (7) 63,395 (8)
> 59 111 (2) 126 (4) 237 (2) 23,480 (3)
Unknown 0 (0) 0 (0) 0 (0) 1 (<1)
RACE/ETHNICITY
White, not Hispanic 5,081 (79) 2,796 (79) 7,877  (79) 337,035 (42)
Black, not Hispanic 705 (11) 317 (9) 1,022  (10) 301,784 (38)
Hispanic 403 (6) 273 (8) 676 (7 145,220 (18)
Asian/Pacific Islander 123 (2) 50 (1) 173 (2) 5,922 (1)
American Indian/AK Native 95 (1) 82 (2) 177 (2) 2,433 (<1)
Unknown 0 (0) 0 (0) 0 (0) 632 (<1)
HIV EXPOSURE CATEGORY
Male-male sex 4,802 (75) 1,948 (55) 6,750 (68) 361,867 (46)
Injection drug use (IDU) 369 (6) 525 (15) 894 (9) 197,091 (25)
IDU & male-male sex 646 (10) 336 (10) 982 (10) 50,066 (6)
Heterosexual contact 251 (4) 315 (9) 566 (6) 85,738 (11)
Hemophilia 31 (<1) 57 (2) 88 (1) 5,471 (1)
Transfusion 53 (1) 68 (2) 121 (1) 9,276 (1)
Mother at risk/has HIV 13 (<1) 15 (<1) 28 (<1) 8,207 (1)
Undetermined/other’ 242 (4) 254 (7) 496 (5) 75,310 9)
TOTAL CASES 6,407 3,518 9,925 793,026

tAIDS by 1993 surveillance case definition
2Most recent date that complete U.S. statistics are available

*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
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Tabl e 4A CQunul ative AIDS' cases by gender, race/ethnicity, and HV exposure
category - Reported as of 12/31/01 - King County

EXPOSURE WHITE? BLACK? HISPANIC ASIAN/PE Al/AN TOTAL
CATEGORY No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)
MALE

Male-male sex 4,054 (83) 339 (57) 274 (72) 91 (81) 44 (57) 4,802 (79)
Injection drug use (IDU) 145 (3) 82 (14) 37 (10) 3 (3) 7 (9) 274 (5)
IDU & male-male sex 528 (11) 60 (10) 32 (8) 6 (5) 20 (26) 646 (11)
Heterosexual contact 30 (1) 44 (7) 12 (3) 1 (1) 2 (3) 89 (1)
Hemophilia 29 (1) 1 (<1) 0 (0) 1 (1) 0 (0) 31 (1)
Transfusion 27 (1) 2 (<1) 2 (1) 1 (1) 1 (1) 33 (1)
Mother at risk/has HIV 2 (<1) 3 (1) 0 (0) 0 (0) 0 (0) 5 (<1)
Undetermined/other 92 (2) 62 (10) 26 (7) 10 (9) 3 (4) 193 (3)
MALE SUBTOTAL (row %) 4,907 (81) 593 (10) 383 (6) 113 (2) 77 (1) 6,073 (100)
FEMALE

Injection drug use (IDU) 47 (27) 35 (31) 1 (5) 0 (0) 12 (67) 95 (28)
Heterosexual contact 91 (52) 50 (45) 13 (65) 4 (40) 4 (22) 162 (49)
Hemophilia 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
Transfusion 13 (7 5 (4) 1 (5) 1 (10) 0 (0) 20 (6)
Mother at risk/has HIV 3 (2) 3 (3) 2 (10) 0 (0) 0 (0) 8 (2)
Undetermined/other 20 (11) 19 (17) 3 (15) 5 (50) 2 (11) 49 (15)
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)

Tabl e 4B. Cunmul ative AIDS' cases by gender, race/ethnicity, and HV exposure
category - Reported as of 12/31/01 - WA State

EXPOSURE WHITE? BLACK? HISPANIC ASIAN/PF Al/AN TOTAL
CATEGORY No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)
MALE

Male-male sex 5,728 (77) 456 (55) 379 (62) 115 (78) 72 (51) 6,750 (74)
Injection drug use (1DU) 417 (6) 137 (16) 80 (13) 5 (3) 23 (16) 662 (7
IDU & male-male sex 809 (11) 82 (10) 52 (9) 6 (4) 33 (23) 982 (11)
Heterosexual contact 94 (1) 65 (8) 32 (5) 5 (3) 5 (4 201 (2)
Hemophilia 82 (1) 1 (<1) 1 (<1) 1 (1) 0 (0) 85 (1)
Transfusion 62 (1) 3 (<1) 6 (1) 1 (1) 1 (1) 73 (1)
Mother at risk/has HIV 5 (<1) 5 (1) 0 (0) 0 (0) 1 (1) 11 (<1)
Undetermined/other 223 (3) 84 (10) 60 (10) 15 (10) 7 (5) 389 (4)
MALE SUBTOTAL (row %) 7,420 (81) 833 (9) 610 (7 148 (2) 142 (2) 9,153 (100)
FEMALE

Injection drug use (IDU) 136 (30) 64 (34) 8 (12) 2 (8) 22 (63) 232 (30)
Heterosexual contact 227 (50) 81 (43) 42 (64) 9 (36) 6 (17) 365 (47)
Hemophilia 3 (1) 0 (0) 0 (0) 0 (0) 0 (0) 3 (<1)
Transfusion 32 (7) 8 (4) 3 (5) 3 (12) 2 (6) 48 (6)
Mother at risk/has HIV 7 (2) 5 (3) 4 (6) 1 (4) 0 (0) 17 (2)
Undetermined/other 52 (11) 31 (16) 9 (14) 10 (40) 5 (14) 107 (14)
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)

*AIDS by 1993 surveillance case definition
2And not Hispanic

*Asian/Pacific Islander

“American Indian/Alaska Native
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Tabl e 5. Cumul ative AIDS' 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. (%)
<5 4 (<1) 5 (1) 10 (<1) 13 (2)
5-12 2 (<1) 3 (1) 5 (<1) 4 (1)
13-19 8 (<1) 4 (1) 27 (<1) 11 (1)
20-29 982 (16) 88 (26) 1,562 (17) 186 (24)
30-39 2,967 (49) 144 (43) 4,328 (47) 315 (41)
40-49 1,572 (26) 59 (18) 2,337 (26) 158 (20)
50-59 438 (7) 20 (6) 676 (7 56 (7
> 59 100 (2) 11 (3) 208 (2) 29 (4)
TOTAL 6,073  (100) 334 (100) 9,153  (100) 772 (100)

*AIDS by 1993 surveillance case definition

Table 6. AIDS' 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 (%)® CASES DEATHS?  RATE (%)°
1982 1 (100) 1 (100) 1 1 (100)
1983 11 (55) 11 (100) 20 20 (100)
1984 60 (76) 57 (95) 79 76 (96)
1985 104 (79) 100 (96) 131 127 (97)
1986 186 (75) 179 (96) 249 242 (97)
1987 274 (74) 262 (96) 370 353 (95)
1988 352 (71) 324 (92) 496 459 (93)
1989 460 (73) 417 (91) 628 566 (90)
1990 518 (68) 453 (87) 757 664 (88)
1991 560 (66) 466 (83) 853 712 (83)
1992 620 (67) 438 (71) 923 672 (73)
1993 645 (65) 392 (61) 996 623 (63)
1994 541 (61) 250 ( 46) 888 432 (49)
1995 508 (64) 139 (27) 791 236 ( 30)
1996 418 (59) 59 (14) 711 117 (16)
1997 296 (56) 42 (14) 529 70 (13)
1998 250 (61) 26 (10) 408 52 (13)
1999 191 (52) 17 (9 365 44 (12)
2000° 261 (59) 31 (12) 442 45 (10)
2001* 151 (52) 7 (5) 288 14 (5)

TOTAL 6,407 (65) 3,671 (57) 9,925 5,525 (56)

*AIDS by 1993 surveillance case definition

?Number of deaths among persons diagnosed each year

*Percent of cases diagnosed in each year whose deaths have been reported to date

“Reporting for recent years is incomplete

HVWVADS - 2nd Half 2001 page 5



Table 7A AIDS cases by H'V exposure category and year

Reported as of 12/31/01 - King County

of diagnosis

1997 1998 1999 2000* 20012
No. (%) No. (%) No. (%) No. (%) No. (%)
Male-male sex 187 (63) 161 (64) 127 (66) 164 (63) 88 (58)
Injection drug use (IDU) 15 (5) 25 (10) 15 (8) 25 (10) 13 (9)
IDU & male-male sex 34 (11) 23 (9) 18 (9) 23 (9) 10 (7
Heterosexual contact 17 (6) 11 (4) 13 (7) 31 (12) 26 (17)
Hemophilia 3 (1) 0 (0) 1 (1) 1 (<1) 0 (0)
Transfusion 3 (1) 2 (1) 1 (1) 1 (<1) 0 (0)
Mother at risk/has HIV 1 (<1) 0 (0) 0 (0) 1 (<1) 0 (0)
Undetermined/other’ 36 (12) 28 (11) 16 (8) 15 (6) 14 (9)
TOTAL 296 (100) 250 (100) 191 (100) 261 (100) 151 (100)
Tabl e 7B. AIDS cases by HV exposure category and year of diagnosis
Reported as of 12/31/01 - Other Counties
1997 1998 1999 2000* 2001
No. (%) No. (%) No. (%) No. (%) No. (%)
Male-male sex 106 (45) 72 (46) 73 (42) 87 (48) 67 (49)
Injection drug use (IDU) 42 (18) 33 (21) 33 (19) 31 (17) 21 (15)
IDU & male-male sex 18 (8) 12 (8) 15 (9) 10 (6) 13 (9)
Heterosexual contact 30 (13) 21 (13) 24 (14) 20 (11) 9 (7)
Hemophilia 4 (2) 0 (0) 1 (1) 1 (1) 1 (1)
Transfusion 4 (2) 1 (1) 1 (1) 2 (1) 0 (0)
Mother at risk/has HIV 1 (<1) 0 (0) 0 (0) 1 (1) 0 (0)
Undetermined/other® 28 (12) 19 (12) 27 (16) 29 (16) 26 (19)
TOTAL 233 (100) 158 (100) 174 (100) 181 (100) 137 (100)
Table 7C. AIDS cases by HV exposure category and year of diagnosis
Reported as of 12/31/01 - WA State
1997 1998 1999 2000* 2001*2
No. (%) No. (%) No. (%) No. (%) No. (%)
Male-male sex 293 (55) 233 (57) 200 (55) 251 (57) 155 (54)
Injection drug use (IDU) 57 (11) 58 (14) 48 (13) 56 (13) 34 (12)
IDU & male-male sex 52 (10) 35 (9) 33 (9) 33 (7 23 (8)
Heterosexual contact 47 (9) 32 (8) 37 (10) 51 (12) 35 (12)
Hemophilia 7 (1) 0 (0) 2 (1) 2 (<1) 1 (<1)
Transfusion 7 (1) 3 (1) 2 (1) 3 (1) 0 (0)
Mother at risk/has HIV 2 (<1) 0 (0) 0 (0) 2 (<1) 0 (0)
Undetermined/other’ 64 (12) 47 (12) 43 (12) 44 (10) 40 (14)
TOTAL 529 (100) 408 (100) 365 (100) 442 (100) 288 (100)

*Reporting for recent years is incomplete
2Year to date (cases reported as of 12/31/01)
®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
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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 2000" 2001*?
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 2000* 2001*?
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 2000* 2000*?
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)

! Reporting for years is incomplete
? 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 2000* 2001*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)

! Reporting for recent years is incomplete
2 Year to date (deaths reported as of 12/31/01)

HVADS - 2nd Haf - 2001 page 7



Tabl e 10. Denogr aphi ¢ characteristics of cunulative reported HV non-Al DS
cases - King County, other WA counties, all WA State, U S.

KING ? OTHER? ALL WA? TOTAL®
COUNTY COUNTIES STATE uU.s.
Cases reported as of: 12/31/01 12/31/01 12/31/01 6/30/01°
No. (%) No. (%) No. (%) No. (%)
SEX
Male 1,756 (89) 738 (77) 2,494 (85) 104,050 (71)
Female 226 (11) 225 (23) 451 (15) 41,694 (29)
Unknown 0 (0) 0 (0) 0 (0) 9 (<1)
AGE GROUP (YRS)
<13 17 (1) 16 (2) 33 (1) 2,206 (2)
13-19 48 (2) 36 (4) 84 (3) 5,892 (4)
20-29 674 (34) 347 (36) 1,021 (35) 47,397 (33)
30-39 849 (43) 344 (36) 1,193 (41) 56,004 (38)
40-49 307 (15) 171 (18) 478 (16) 25,365 (17)
50-59 79 (4) 43 (4) 122 (4) 6,650 (5)
>59 8 (<1) 6 (<1) 23 (<1) 2,230 2)
Unknown 0 (0) 0 (0) 0 (0) 9 (<1)
RACE/ETHNICITY
White, not Hispanic 1,458 (74) 722 (75) 2,180 (74) 54,196 (37)
Black, not Hispanic 304 (15) 109 (11) 413 (14) 75,689 (52)
Hispanic 136 ©) 78 (8) 214 (@) 12,553 9)
Asian/Pacific Islander 44 (2) 21 (2) 65 (2) 597 (<1)
American Indian/AK Native 30 (2) 18 (2) 48 (2) 905 (1)
Unknown 10 (<1) 15 (2) 25 (1) 1,813 (1)
HIV EXPOSURE CATEGORY
Male-male sex 1,368 (69) 420 (44) 1,788 (61) 47,305 (32)
Injection drug use (IDU) 134 (7) 178 (18) 312 (11) 21,254 (15)
IDU and male-male sex 177 9) 85 9) 262 9) 6,244 (4)
Heterosexual contact 115 (6) 140 (15) 255 9) 24,634 (17)
Hemophilia 9 (<1) 4 (<1) 13 (<1) 571 (<1)
Transfusion 7 (<1) 6 (1) 13 (<1) 897 (1)
Mother at risk/has HIV 15 (1) 15 (2) 30 (1) 1,918 (1)
Undetermined/other 157 (8) 115 (12) 272 9) 42,930 (29)
TOTAL CASES 1,982  (100) 963 (100) 2,945  (100) 145,753 (100)

*Persons reported with HIV infection who have not developed AIDS

2HIV 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

®Includes HIV case reports from 36 states and territories with confidential named HIV reporting; excludes WA State at this time

“Most recent date that complete U.S. statistics are available

®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
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AIDSCasesandannualratesyper100,000population,bystateandagegroup,reported

throughJune2001, UnitedStates

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 640 195 512 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 4,968 329 5,186 324 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
lllinois 2,072 171 1,234 9.9 25,393 272 25,665
Indiana 360 6.1 360 5.9 6,261 42 6,303
lowa 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 1,857 221 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 12 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 54 31 51 407 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! 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.

] Source: CDC. HIV/AIDS Surveillance Report, 2001; 13(1) Internet accessible at http://www.cdc.gov/hiv
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ADS cases and annual rates per 100,000 population, by metropolitan area and age group,
repoted through June 2001, United States

July 1999- July 2000—-
June 2000 June 2001 Cumulative totals

Metropolitan area of residence Adults/ Children

(with 500,000 or more population) No. Rate No. Rate adolescents <13 years old 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, III. 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. 227 411 257 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 55 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. 287 245 282 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
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AlDScasesandannualratesper100,000population,bymetropolitanareaandagegroup,

reportedthroughJune2001, UnitedStates(continued)
July 1999—- July 2000—-
June 2000 June 2001 Cumulative totals

Metropolitan area of residence Adults/ Children
(with 500,000 or more population) No. Rate No. Rate adolescents <13 years old 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 16.4 342 105 5,453 26 5,479
Pittsburgh, Pa. 94 4.0 116 49 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 49 381 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
Totall 42,923 155 40,894 14.3 784,032 8,994 793,026

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

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

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

Revi ew of H V and AIDS i n Ki ng County

n this article we review the HIV/AIDS epi-
Iemic 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 Conpared with State and

National Data

The latest published Centers for Disease Con-
trol and Prevention AIDS data' 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.

Di agnoses 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

Figure 1. AIDS cases and deaths in King County by year, 1982-2001
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deathsincreasedthroughtheearly1990s,de-
clinedfromthemid-tolate 1990s,andap-

pear to have sabiized fom 1998 to 2001 (Fg-
urel;casesin2000-01anddeathsin2001
areshownwithadjustmentfordelaysinre-
potng recent cases and deaths).
lartoapattemseennationally. Apeakof
645AIDS caseswerediagnosedinKingCounty
residentsin1993,decliningtoabout200-250
casesin1998-2000. Thenumberofdeaths
dueto AIDS peakedin1995at457 deaths,
withalmostthe same numberin 1993 (453)
and1994(440). Morerecently,the number
hasdroppedtofewerthan 100deathseach
yearin1998through2001.

This is simk

Thedramaticreductioninboththenumberof
deathsandthedelaysinprogressiontoAIDS
areprimarilyduetothedevelopmentandwide-
spreadusecfeffectiveantiretroviraltreat-
mentsbeginninginthemid-1990s. Alsocon-
tributingtothereductionsmaybemoreef-

fecve  pophyladis  © pevent  opporunisic in
fecions (such as P. cani pneumonia),  betier
monitoing  of HIV activity and disease  progres-
sion(suchasbyassaysofHIVviralloadand

CD4counts), and potentially the effect of pre
ventioneffortsinreducingHIVtransmission
ratesoverthepast10-15years.

The deathsand AIDS case numbers may no
longerbedroppingforavarietyofreasons.

Somepersons are not receving  effective treat-
ments—thismaybebecausetheylearntheir
HIVstatustoolateinthecourseoftheirHIV
diseaseforoptimaltreatment,haveproblems

accessng  freatment, o refuse  treatment Oth+
ersmayexperiencetreatmentfailuresdueto
problemstakingthemedicines,adverseside
effects,orthedevelopmentofHIVstrainsre-
sistanttocunrentlyavailableantiretroviral

drugs. Also,aspersonswithlong-standing
HIVinfectionagetheydiemorefrequentlyof

condions  unrdlated 0 ther  HIV infeciion, but
arestilcountedasdeathsamongpersonsre-

portedwithHIV.

WhilebothnewAIDS casesanddeathshave
decreased, moreKing Countyresidentsthan
everarelivingwithHIVinfectionand AIDS.

These numbersareincreasingbecausethe
number of new AIDS diagnoses (averaging
around250-350reportedcases)andnewHIV
diagnoses(estimatedat300-400)exceedthe
numberofdeathseachyear.

HIVand AIDSwastheleadingcauseofdeath
among 25-44yearold malesinKing County
duringtheyears 1989t01992. Asof2000,
HIV/IAIDSdroppedtothe5thleadingcauseof
deathamongmalesandthe8thleadingcause
ofdeathamongfemalesinthisagegroup.

Pesons Infeced wih HIV

Asdiscussedabove effectivetreatmentshave
dramaticallydelayedtheprogressionofHIV

diseaseto AlIDSandreducedthe numbersof

deaths. This meansit is no longer possbe to
accurately  monitor  the HIV epidemic by review-
ing AlDSdataanddeathsalone. Therefore,
thedatabelowarebaseduponallpersonsre-

poted IMng wih HIV infection or ADS. Pub-
lichealthdepartmentsinWashingtonbegan
collecing case repots of HIV infection
tember1999. HIVinfectionsdiagnosedprior
t09/99arebeingcallectedalongwithnewty-
diagnosedcases. Thesedatadescribetheen-
tirepopulationwhohavebeendiagnosedwith
HIVorAlDSandwhoareinneedoftreatment
orotherservices,andallowustomonitor
changesintheprogressionfromHIVto AIDS
andtotrackthenumberofnewly-diagnosed
HV infecions.

n Sep-

As of January 2001, the Washington State
DepartmentofHealthestimatesthatasmany
as12,000Washingtonresidentsareinfected
withHIV,includingpersonswithAIDS. About
70%ofallHIVand AIDS casesreportedin
Washingtonareresidentsof Seattle, sowe
estimatethat 70%ofthe 12,000infectedper-
sonsareresidentsofKingCounty. Thispro-
videsanestimateof8,400KingCountyresi-
dentscurrentlylivingwithHIVinfectionor
AIDS.

Theestimateof8,400HIVinfectionsinKing
Countyincludes2,732personsdiagnosedwith
AlIDSwhoarenotknowntohavedied, 1,929
personsdiagnosedwithHIVinfectionandre-
portedtoPublicHealth,andabout3,700per-
sonseitherdiagnosedbutnotyetreportedor
notyetdiagnosed.HIVcasecountsareincom-

plete  because HIV infection repoting  is rela
tivelynewandnotallcasesdiagnosedinthe
pasthavebeenreported.Inaddition,CDCes-
timatesthataboutone-quarterofall HIV-in-
fectedpersonsintheUSareundiagnosedand
unawareoftheirstatus. 2IfhisCDCestimate
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hods tue for King County (@ local estimate is
notavailable),ivouldmeanthatabout2,100

ofthe unreportedpersonswithHIVhavenot
beentestedandleamedoftheirHIVpositive
infectionstatus.Anadditional3, 755persons
diagnosedwithAIDSinKingCountyhavedied
overthepasttwodecades.

Overallatotalof4,661personsarereported
livingwithHIV or AIDSinKing Countyasof
theendof2001.

HIVDiagnosesOverTime

Thetrendsdescribedherearebasedonthe

reported  year of iniial diagnoss  wih HIV in
fection. Somepersonsarediagnosedsoonaf-
terbecominginfectedandsomepersonsare
diagnosedlateintheprogressionofdisease,

but the date of HV diagnoss is te best aval
ablemeasureoftheknownepidemic. InKing
County,thenumberofdiagnosesincreased
sharplyafter1982(5diagnoses),wasroughly
levelfrom1987t01993(600-725annually),
decreasedthrough1997,andremainedlevel
iN1997-99(300t0320). Therewere430new
diagnosesin2000.Possiblythe1995-1999di-
agnosesareincompletelyreported; manyper-
sonsdiagnosedwithHIVin1995havenotde-
velopedAIDS,andHIVinfectionreportingwas
notinitiateduntittheendof1999. Thetrue

level of HIV diagnoses for the past few years is
undear at this tme. Asthe Epidemiology Pro-
gramcontinuestocollectbothnewandprevi-
ously-diagnosedcases, thesetrendswillbe

monitored  closely.

Baseduponsurveilancedatareportedthrough
September2001, we comparedthe 986 per-
sonsdiagnosedwith HIVinfectionduring
1999-2001,tothe 1,040personswhoseearli-
estknowndiagnosiswas 1996-98. A chi-
squarestatisticaltestwasusedtodetermine

if te popoton of cases in a paricular group
changedstatisticallybetweenthosetwoperi-

ods. Thestatisticallysignificantchanges

(p<05) are repoted in Table 1 A sttistical
difference between the two tme periods there-
foremaydemonstrateashiftintheepidemic.

Other possble reasons for the differences in-
cludeimplementingsurveillanceforHIVin-

fectionin 1999, somegroupsdelaytesting

bger then ahas, o f deays n geting tesed
havechangedovertime.

| Gegii Dwhin
Casereportsthrough2001 showthat86%of
personsivingwithHIVVorAIDSinKingCounty
residedinthecityofSeattleatthetimeof

theirdiagnosis. Incontrast, Seattieishome
toabout32%o0fthe King County population.

About 8% of persons with HIV/AIDS lived
southorwestofSeattle,andtheremaining
6%residednorthoreastofSeattle. Although
Seattlenowmakesupasmallerproportionof
casesthanpriorto1993,thedistributiondid

notchange between1996-98and 1999-2001.
Adetaileddescriptionofcaseshytheirgeo-

gaphical  locaion  of resdence a dagnoss  can
be found in the afide tat folows this one

andExposureCategory

Amongthe personsreportedlivingwithHIV
orAIDSinKing CountyasofDecember2001,
91%are menand 9% women[Table2]. Sur-
veillancedataalsoshow73%ofthediagnosed
personsarewhite, 15%black, 8% Hispanic,
2%Asian/Pacificislander(Pl),and2%Ameri-
canlndian/AlaskaNative. Sevenpercentof
casereportsdonotprovidebehavioralexpo-
suredata. Amongthe caseswithknownexpo-
sure, 75% are menwho have sexwith men
(MSM), 10% are MSMwho alsoinjectdrugs
(MSM-IDU), 7%areinjectiondrugusers(IDU),
6%reporthavingaheterosexualpartnerwith
oratriskofHIVinfection, 1%werebormnto
HIV-infectedmothers,and1%reportreceipt
ofbloodproductspriorto1985inthe US, or
morerecentlyinothercountrieswhereeffec-
tivebloodscreeninghasnotbeenimplemented

e 2

t s impotant 1t note that the distribution of
exposurecategoriesdiffersbyraceandgen-
der.MSMisthemostcommonexposureamong
allmales,accountingfor85%ofknownexpo-

sures among white men, 61% among black
men, 79% among Hispanic men, 84% among
Asian/PImen, and 50% among Ametican In-
dian/AK Nativemen.MSM-IDUisthe second
most common exposure among white men
(10%)and Americanindianmen(37%), butis
thirdamong black men (9%), Hispanicmen
(7%),and Asian/PImen (4%).IDUissecond
amongblackmen(16%6), Hispanicmen (10%),
andAsian/Plmen(5%o),andthirdamongwhite

men (3%)and American Indianmen (12%).
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Tabel

iod sicsancyearoHVdaonosSoB A16Seatie K

residentsreportedthrough12/31/2001*
1982-1986 | 1987-1989 | 1990-1992 | 1993-1995 | 1996-1998 | 1999-2001 | Trend**
No. % No. % No. % No. % No. % No. % 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 T77%| 1,112 T77% 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 1% 23 1% 29 1% 45 3% 35 3% 68 7% Up
Hispanic Female <1% <1% 4 <1% 13 1% 4 <1% 15 2%
Other Female <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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Amongwomen, heterosexualtransmissionis
mostcommon amongwhites (56%), blacks
(59%0),Hispanics(79%),andAsian/Pacificls-

landers  (71%). Amongthe relatively few Amer
canindian/AlaskaNativefemalecases,|DU
isthemostcommonriskbehavior (82%6),while
18%hadheterosexualpartnersatrisk.

Therehavebeensubstantialshiftsintheepi-
demicovertimebygender,race,andexpo-
sure. Betweenthethree-yearperiods1996-
98and 1999-2001,the proportionofcases
increasedamongfemales (from 9%t0 13%),
blacks(from15%t022%),andheterosexual
transmission (from6%t013%). Thepropor-
tionofcasesdecreasedamongmenwhohave
sexwithmen (from76%t071%), males(from
91%1t087%),andwhites (from 70%t0 63%).
Theseshiftsarerelatedinthatmostofthe
heterosexualtransmissioncasesareamong
blackfemales,andmostofthemenwhohave
sexwithmenarewhitemen. Theproportion
ofcasesincreasedamongblackfemales(from
3%to7%)andblackmales(from11%t015%),
anddecreased amongwhite males (from65%
o 5%0f the tol).

Althoughmostdiagnoseswere amongwhite
males, ratesper100,000populationshowthe
burdenofimpactoneachsubpopulation[Table

3]. Therateamongmales (20.4)isabout8
timeshigherthanamongfemales(2.7). Com-
paredwithwhites, theratesarefourtimes
higheramongblacks, twotimeshigheramong
Hispanics, equalamong American Indians,
andseventimesloweramongAsians. Overall
ratesare highestamongblackandHispanic
males, andlowestamongAsian, white,and
Hispanicfemales.

BasedupontheageatinitialdiagnosisofHIV
infection,thelargestnumbersofkingCounty
residentsreportedwith HIVwereage 25-29
(21%),age 30-34(24%),orage 35-39(20%).
Only3%ofpersonswereunderage 20.

Basedoncasereportscollectedthusfar,the
agedistributionhasremainedlargelyun-
changedthroughouttheepidemicexceptthat
asmallincreaseintheproportionwhowere
ages20-24(from4.3%to7.5%ofthetotal)
wasseenbetweenthe 1996-98and 1999-2001
periods. Atthesametimetherewasasmall

decrease(from1.0%t00.3%)amongpersons
age65andover.

Theagedistributionisdifferentamongmales
andfemales. Femalestendtobemuchyounger
thanmaleswhenfirstdiagnosedwithHIV. This
isprobablybecausemostwomenare hetero-
sexuallyinfectedandmaytendtobeyounger
thantheirmalepartners.

Thereareanestimated8,400HIV-infected
KingCountyresidents. Theseinclude2,700
personswith AIDS and 5,700 personswho
havenotdevelopedAIDS. Another3,650per-
sonshavediedsince 1982. The numbersof
deathsandnewAlDSdiagnoseshavedeclined
substantially in recent years pimarly due o
effectve treatments. In the several years, the
numbersofcasesanddeathsappeartohave
leveledsotherearefewerthan100deathsand
about200-300AIDS caseseachyear.

About400newHIV diagnoseshavebeenre-
portedeachyearsinceHIVinfectionreport-
ingwasimplementedin\WashingtonState, but
tisimportanttonotethatmanypersonswith
HIVinfectionremainundiagnosedbecause

they have never been tested, or have not tested
sinceacquirngHIV. Becausetherehavebeen
fewerdeathsthandiagnoseseachyear,the
totalnumberofpersonslivingwithHIVinfec-

tionand AIDSinKingCountyisincreasing.

HV-nfected persons in King Courty are largely
whitemenwhohavesexwithmenandare 30-

45 years of age and residents  of Seattle. How-
ever,baseduponthedateofinitialdiagnosis

wih  HIV infection, an increasng ~ propoion  of
casesareblackmalesorblackfemales,and
theproportionofcasesduetoheterosexual
transmissionisincreasing.

oContributedby JimKentMSand SharonG.

Hopkins DVM, MPH

1CDC. HIV/IAIDS Surveillance Report
CasesreportedthroughJune,2001.

,Volume 13(1),

2CDC. GuidelinesforNationalHIVCaseSurveilance,in-
cludingmonitoringforHIVinfectionandAIDS. Morbidity
andMortality Weekly Report (RR13),12/10/99.
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Table 2. King County residents living with HV

at diagnosis as of 12/31/2001

or AIDS by area of

resi dence

Living Cases by Area' City of Seattle KC outside Seattle Significant
Number Percent Number |[Percent Difference”
TOTAL 4,023 100% 635 100%
SEX
Male 3,698 92% 534 84% Yes
Female 325 8% 101 16% Yes
RACE/ETHNICITY
White, not Hispanic 2,962 74% 457 72%
Black, not Hispanic 587 15% 95 15%
Hispanic 312 8% 60 9%
Asian 80 2% 14 2%
American Indian 76 2% 6 1%
Unknown 6 <1% 3 <1%
SEX & RACE/ETHNICITY
White Female 129 3% 53 8% Yes
White Male 2,833 70% 404 64% Yes
Black Female 149 4% 28 4%
Black Male 438 11% 67 11%
Hispanic Female 21 1% 11 2% Yes
Hispanic Male 291 7% 49 8%
Other Female 26 1% 9 1%
Other Male 136 3% 14 2%
HIV EXPOSURE CATEGORY
MSM 2,898 72% 372 59% Yes
IDU 269 7% 52 8%
MSM/IDU 378 9% 39 6% Yes
Blood product exposure 24 1% 15 2% Yes
Heterosexual 205 5% 74 12% Yes
Perinatal 16 <1% 5 1%
SUBTOTAL-Known Risk 3,790 94% 557 88%
Unknown Risk 233 6 % 78 12%
AGE AT HIV DIAGNOSIS
0-19 years 93 2% 27 4% Yes
20-24 399 10% 61 10%
25-29 855 21% 110 17% Yes
30-34 994 25% 139 22%
35-39 789 20% 141 22%
40-44 454 11% 73 11%
45-49 259 6 % 42 7%
50-54 117 3% 23 4%
55-59 43 1% 15 2% Yes
60-64 11 <1% 2 <1%
65 + 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
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Table 3. New Al DS di agnoses and average annual rates of AIDS, by gender and race/
ethnicity, King County, 1999-2001
Male Female Total
Race Number Rate* Number Rate* Number Rate*
White, not Hispanic 365 19.2 24 1.2 389 10.1
Black, not Hispanic 91 57.3 35 23.2 126 40.6
Hispanic 60 38.7 4 3.1 64 22.4
Am Indian/AK Native 4 9.7 6 14.5 10 12.1
Asian / Pl 9 2.8 1 0.3 10 1.5
Total 529 20.4 70 2.7 599 11.5

* Annualized rate per 100,000 population

Geogr aphi ¢ D stri bution of

I n King County

Persons Living with HW Al DS

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.

Mapping of the residence of HIV/AIDS

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
Hopki ns DVM MPH
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Tabl e 1.

SEATTLE

North Seattle / North King

County

Seattle North of Canal

North Central Seattle

Central Seattle

West Seattle

White Center/Skyway

Southeast Seattle

ZI P Codes by Geographical

98125, 98133, 98155,
98177

98103, 98105, 98107,
98115, 98117, 98195
98102, 98109, 98112,
98119, 98199

98101, 98104, 98121,
98122

98106, 98116, 98126,
98136

98146, 98168, 98178

98108, 98168, 98178

KING COUNTY OUTSIDE OF SEATTLE

Auburn

Bellevue

Bothell / Woodinville

Tabl e 2.

98001, 98002, 98047,
98092

98004, 98005, 98007,
98008, 98039

98011, 98028, 98072

Area (ZCTA)

KING COUNTY OUTSIDE SEATTLE (CONTINUED)

Burien / Highline

East / Northeast King
County

Eastgate / Issaquah

Federal Way
Kent

Kirkland / Redmond

Mercer Island

Renton

Southeast King County

Vashon

98148, 98158, 98166,
98188, 98198

98014, 98019, 98024,
98045, 98050, 98065,
98224, 98288

98006, 98027, 98029,
98075

98003, 98023, 98354
98031, 98032

98033, 98034, 98052,
98053, 98074

98040
98055,
98059
98010, 98022, 98038,
98042, 98051

98070

98056, 98058,

H V/ AIDS Preval ence Rates by Geographical Area in King County as of
GEOGRAPHICAL 2000 ZCTA* LIVING WITH PERCENT RATE PER
AREA CENSUS HIV OR AIDS OF TOTAL 100,000 POP.
HOMELESS IN KING CO. 92 2% N/A
SEATTLE SUBTOTAL 622,533 3,664 79% 588.6

North Seattle / N. King County 130,724 232 5% 177.5

Seattle North of Canal 172,684 436 9% 252.5

North Central Seattle 94,740 975 21% 1029.1

Central Seattle 59,635 1,178 25% 1975.4

West Seattle 77,187 229 5% 296.7

Southeast Seattle 87,563 330 7% 376.9

Missing data 0 284 6% N/A
OUTSIDE SEATTLE SUBTOTAL 1,114,501 905 19% 81.2

Auburn 87,230 45 1% 51.6

Bellevue 89,359 96 2% 107.4

Bothell / Woodinville 76,238 48 1% 63.0

Burien / Highline 85,965 130 3% 151.2

East / Northeast King County 38,053 20 0% 52.6

Eastgate / Issaquah 85,978 33 1% 38.4

Federal Way 90,623 92 2% 101.5

Kent 92,992 92 2% 98.9

Kirkland / Redmond 152,225 78 2% 51.2

Mercer Island 22,036 9 0% 40.8

Renton 116,688 88 2% 75.4

Southeast King County 89,359 29 1% 32.5

Vashon 10,123 14 0% 138.3

White Center/Skyway 77,632 131 3% 168.7
ALL KING COUNTY 1,737,034 4,661 100% 268.3

12/ 31/01

*Residence at time of diagnosis grouped by US Census Zip Code Tabulation Areas (ZCTA) as specified in Table 1.
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Comparison  of Characteristics among Recently  Arrested

Inection Dug Users.

Resuis fom the Kwi Swudy

he Kiwi Study monitors HIV,
hepatitis C, dug use and sexual rsk be-
haviorsamonginjectiondrugusers(IDU)
recentlybookedinthe King County Correc-
tionalFacility(KCCF)inSeattleandtheRe-
gionalJusticeCenter(RJC)inKent. Everyone
aresed in the dies of Sede, Belewe, Mer-
cerlsland,lssaquahandNorthBendandall
of King County north of Interstate 90 are
bookedintotheKCCFinSeattleandeveryone
arrestedsouthofinterstate 90andoutside
thecityofSeattiearebookedintheKentRJC
facility. Thereisanaverageof104peaple
bookedatthe Seattlefacilityperdayand53
bookedatKent Theaveragelengthofstayat
both  fadiiies is 182 days wih 45%0f inmates
inthesystembeingreleasedwithin48hours.
Thereareimportantdemographic,injection
andsexualriskbehaviordifferencesbetween
amestees  booked at the two Sites,
in the resuts  below.

TheKiwi Studyisananonymous cross-sec-
tionalface-to-faceinterviewsurveythatbe-
ganinAugust1998atthe KCCFin Seattle
andinNovember2000attheRJCinKent. At

theKCCF, participantsarerecruitedthrough
twodifferentmethodsinanattempttoobtain

abroad sample of recenty booked IDU. Trained
sudy siaff adminser abief suvey o al  pe-
sonsbeingbookedintheKCCFat20to24ran-
domlyselected3.5hourtimeperiodsamonth
toidentifycurrentiDU18yearsandolderand

inite  them to participate in the study. Those
whoagree ae refered 1 the jal heath dinic
forHIVandhepatiisCcounselingandtesting

(CT) and completion  of the study questionnaire.

Personswhoarereleasedfromjailbeforebe-

as described

ing seen at the KCCFheath dinc are refered
toanearbyresearchstorefrontofficeforHIV

andhepatitis CCTandthe studyquestion-

nare. At both Seatie and Kent fadities, ek

gibleIDUwhoseekHIVCTatthejailhealth
clinicsandwhowerenotencounteredbystudy
staffinbooking(thereisnobookingrecruit-

ment at Kenf) are also invied to participate in
thestudy. Informationonsexualanddrug-

use behaviors and health history are collected
inthe pre-testcounselingassessmentand
moredetaileddataondrug-usebehaviorsand
travelingpattemsareaskedintheKwiStudy

questionnaire. Boh of the jal heath dinics
and the research  Sorefont dfice  provide san
dardHIVpost-testcounseling.

Forthisanalysiswe compared sociodemo-
graphics,druginjectionandsexualpractices

of particpants fom the RICin Kent with those
fom the KCCFadiity fom 11/00801. A pre-
viousreportdescribesanoverviewofearlier

Kwi study resuts. *

s

Sampling Outcomes : From November 2000
throughAugust2001,3,350screeninginter-
viewswere conductedinthe KCCFbooking
area.Most(84%)agreedtoparticipateinthe
iniialscreeninginterview,andamongthese,
16%werelDUeligibletoparticipateinthe

study. Afterexclusionof4Q0participantswho
completedthestudytwice, 580subjectswere

avaidbe  for andyss, indudng 250 ongnaly
identifiedinbookingand330(249atKentand

8l at Seatle) from the jal hesth dinics. The

oweral  particpetion rate for those interoepied
inbookingandatthejailhealthclinicswas
64%.

Sociodemographic Characteristics :Mostof
the sunvey participants a both stes were mae
(76%0). Participantsatthe KCCFweremore

ikely 10 be over 30 years of age (77% vs. 69%),
benon-white (37%vs. 32%), havenoperma-
nentresidencepriortotheirarrest(35%6vs.
23%),beunemployed(74%vs.58%),receive
publicassistance (33%vs.20%),andless
likelytohavecompletedsomecollegeortech-
nicalschool(28%ovs.46%)(Table1). Thema-
joity  of paridpants fom both sies
spentmorethanoneyearincarceratedover
theirlifeime. Themedianageatwhichthey
firstinjecteddrugswas19forK CCFpartici-
pantsand20forthoseatKentRJC.

69%%) had
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Sexualbehaviors: Mostsurvey participants

a boh sies (87 idenified themseMes  as het
erosexual,althoughwomenweresignificantly

moe kely 0 repot  bisexa  orentation (Tabe
2).MalesattheKentRIJCweremorelikelyto
report2ormoresexualpartnersinthelast
yearcomparedtomalesatthe KCCF(69%vs.

55%). Conversely,femalesatthe KCCFwere

more likely to repot 2 or more sexual partners
inthelastyearcomparedwiththewomenat

the KentRJC (60%vs. 50%). Bothmenand
womenatKentRJICweremorelikelytoreport
unprotectedvaginal sexcomparedtoboth
sexesatthe KCCF(79%vs. 64%). Malesat

the KCCFwerethemostlikelytoreportun-

protected anal sex wih ether maes or females
(15%).

Bothwomenand menatthe KCCFwere more

ikdy © repat aleime hstoy o a kst one
STDand a lifeime history  of one type of hepa-
titiscomparedtowomenandmenattheKent

facilty. Fotytwo  percent of participants at
theKCCFreportedahistoryofhepatitisCin-
fectioncomparedto30%atKentRJC. Fewof

the paricpants at boh stes had ever received
ahepatitis Bvaccine (HBV)(16%)andamong
thasewhodidreceivethevaccine,only23%oof
themreportedreceivingalthreeshots. Mast

participants (82%) repoted a prior HIV test

DrugUseBehavior: Overtwo-thirdsofthepar-
ticipantsfromthe KCCFhadinjectedinthe

st 30 days, the maoity of whomineced —muk
tipletimesperday(Table3). Onlyone-quar-
terofparticipantsfromKentR JChadinjected
inthelast30days(thismaybebecausemost

dients in Kent compete the Kwi Sudy shorty
aftertheirstandardhealthexam14daysaf-
terincarceration,thusloweringthe percent-

age of those whoinected in the last 30 days).
OftheKentRJC participantswhohadinjected

in e st 30 days, ower haf ineced less than
onceperday.

ForKCCF participants, heroinwasthe most
commonlyinjected drug, and methamphet-
amine(meth)wasthemostcommonlyinjected
drugamongKentRJC participants. Among
theheraininjectorsintheKCCF, 74%injected
morethanonceadaycomparedto47%ofthe
KentRJCheroininjectors. Amongthemeth

injectorsatthe KCCF,45%injectedmorethan
onceadaycomparedto31%ofKentRJC par-

ficipants (daa not shown). The majoity of par

ticpants at both stes repoted shooting  drugs
with multiple people, mostof whomwere
fiends, shootng patners or sexual parners.

Whenaskedaboutinjectionpracticesinthe

lastsixmonths, participantsatkentRJCwere
morelikelytoreportinjectingwithaneedle
thathadbeenusedbysomebodyelse before
them(72%vs.66%),usingacookeraftersome-
oneelsehadusedit(82%vs. 75%)anddivid-
ingupdrugswithsomebody else usingthe
sameneedle (backloading) (65%vs.61%).At

boh stes  particpants were most ikdy o shae
injectionequipmentwithfriends, steadysex
partners,andshootingpartners. Inaddition

to injection dug use, sunvey particpants used
avaiely of norHnjected dugs, with cack be-
ingthenon-injectiondrugusedmostoftenby
KCCFparticipants(45%)andcrack(34%)and

meth (32%) the mostcommondrugsin Kent
RJCparticipants.

SeventypercentoftheKCCFparticipantsgot
theirnewunusedneedlesfromaneedleex-
changeprograminwhichtheyexchangedthe
needlespersonally(Table4).AmongKentRJC

participants, pharmacieswereusedbyover

half of the particpants, with only 26%using a
needleexchange.

HIVandHepatitisCtestresullts:
theKCCFandoneoftheKentRJCparticipants
tesed posve  for HV, en o tese particdpans
werealreadyawarecftheirHIVstatus(Table
1).Seventy-fourpercentoftheKCCFpartic

pants tested posiive  for hepatiis C compared
with52%ofthosefromKentRJC.Womenwere
morelikelytotestpositiveforHCVcompared
tomen(75%vs.61%)(datanotshown). Among

Kiwistudy participantswhoreportedthat

heroinwasthe primarydrugtheyinjectedin

the last year, 70%tested postve for HCVoom-
paredto41%whoseprimaryinjectiondrugwas

meth (datanotshown).

_ Dmsn
Therearesomeveryimportantdistinctions

betweenthe KCCFandKent RJC Kiwi Study
participants. Thoseinthe KCCFwereolder,

kss ikdy 1 bewhie, lkss kdy 1 hae com
peted a kast someocdlege o wvocational  tan+
ing, less likely 1t be employed, more lkely to
receivepublicassistanceandbehomeless.

Not surprisingly injection frequency  was lower
amongparticipantsfromthe KentRJCwhose
primarydrugofchoicewasmethcomparedto

Fourteenof
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participantsfromthe KCCFinSeattlewhose
primarydrugofchoicewasheroin.

Astudycomparingheroinandmethinjectors
inSanAntonio, Texasfoundthatusersofmeth
therewereyounger, didnotinjectasfre-
guently,weremorelikelytobeemployedand
boughtmoresyringesatatime. 2Heroinusers
inthestudyinjectedmorefrequently,shared
injectionequipmentwithmorepeople,reused
oneneedlemultipletimesanddidnotalways

inect in safe places where they coud take the
timetocleantheirworks. Morestableliving
circumstances,shorterinjectioncareers,and
lowerinjectionfrequency maybeimportant

factors contributing to the lower HCV
seroprevalenceobservedamongparticipants
fromtheKentRJC wherethe primaryinjec-
fon dug s meh It 5 ineresing
KCCFparticipantstendedtoinjectmorefre-
quentlythanparticipantsfromtheKentRJC
ste regadess of whether they were injecting
methorheroin.

o noe that

Anctherimportantdifferencebetweenthetwo
siteswastheutilizationofneedlieexchange
programsand pharmacies. Consideringthe
importance ofpharmaciesasasourceofnew
syringes, especiallyin South King County
wherethereisnoneedleexchange program,
assuringcontinuedaccesstosyringesthrough
pharmaciesisimperativetopreventandre-
ducetransmissionofbloodborneinfections
amonginjectors.in1999theWashingtonState
BoardofPharmacydeterminedthatitislegal
tosellsyringesinWashingtonStateforthe
purposeofpreventingdiseasetransmission.
Folowing this decision, Pubic Health-Seattle
&KingCountyinitiatedanewprogramtoedu-

cate phamacdists about the legaliy of syringe
salestodruginjectorsandtoestablishcol-
laborations with  individual phamaces to pro-

moteexpandedandcontinuedavailabilityof

new syinges.  [For more information about this
programpleasecontactRobertMarksat(206)
2055510 or robetmarks@metrokcgov
I Haf 2001 ssue of s mpot 9]

o see the

Only about half of the HCV-seropositive injec-
torsathothsiteswereawareoftheirHCV-se-
ropositivestatusandonlyasmallpercenthad

received HBV vaccinations,and aneven
smallernumberhad completed the HBV se-

ries. Thesefindingsunderscoretheneedfor
expandedand effective HCV screeningand
educationandtheneedtoroutinelyprovide
HBVvaccinations at the jal heath dinics, HIvV
counseing and testing  stes, and other  dinics
thatservelDUs.

Because high proportions of injectors are fre-
quenty  incarcerated, ths is an oppotune tme
todeliverpreventionandhealthservicesto

thispopulation. However,becausemostin-

jecors oy reman in jpl for ashot tme pe
riod, coordination between jal heath dinics
and faciies in the community is essenal to
assureprovisionandcontinuityofservices.

ThelowerHCV seroprevalencerateamongin-
jectorsattheKentRJCfacilitydemonstrates
thatthereisanopportunitytointervenewith
youngerornewerinjectorsbeforetheybecome

infected. Thehighprevalenceofsharingof
needlesandotherdrug-useequipmentshows
thereisacontinuedneedtomakenewneedles

and injection equpment avalable o al inec
torstopreventfurtherspreadofHIVandHCV.

tac Elzabeth  Tesh at
(elzabeth.tesh@metrokc.gov) or 206-296-8666.
oContributedby Elizabeth TeshMPHand

Hanne Thiede DVM, MPH

1TeshE, ThiedeH. SurveyofHIV Prevalenceandrisk

behaviors in recenty amested  inection dug users in King
County: The Kiwi Study. HIV/AIDS Epidemiology
Report, PHSKC,2ndHalf2000,pp.13-17.

2Zule WA, Desmond DP. Anethnographic comparisonof
HIVriskbehaviorsamongheroinand methamphetamine
injectors. AmJDrugAlcoholAbuse .1999;25(1):1-23.

SMarks, Robertetal. HAP Report: Expanded Syringe
Access Campaign. HIV/AIDS Epidemiology Report
PHSKC, 1stHalf, 2001, pp.26-27.
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Tabl e 1.

Characteristics of King County injection drug users participating in the

Kiwi Study, by jail site of booking, 11/00-8/01
KCCF in RJC in TOTAL
Seattle' Kent? Both sites
N =331 N =249 N = 580
% % %
Gender
Male 75.4 77.3 75.8
Female 24.6 22.7 24.2
Age (years)
18 - 29 23.0 31.0 27.0
30 - 39 37.0 44.0 38.0
> 40 40.0 25.0 35.0
Race / ethnicity
White, not Hispanic 63.1 67.9 65.2
Black, not Hispanic 13.0 5.2 9.7
American Indian / AK Native 6.0 3.2 4.8
Hispanic/Latino 8.2 3.2 6.0
Other 9.7 20.5 14.3
Current type of residence*
Own house/apartment 46.2 41.4 44 .1
Someone else's house/apartment 18.4 35.7 25.9
Hotel/shelter/jail/street 35.4 22.9 30.0
Education
K- 11 27.2 34.1 30.2
High school graduate or GED 44.4 19.7 33.8
Some college or technical school 28.4 46.2 36.0
Unemployed* 74.0 58.2 67.2
Receiving public assistance* 32.6 20.1 27.2
Total legal income in the last month*
$0 (no legal income) 44 .4 44.2 44.3
$1 - 1,000 37.8 32.5 35.5
ZfBl,OOl 17.8 23.3 20.2
Total lifetime months incarcerated
<1 month 7.3 3.6 5.7
2 — 6 months 14.2 14.1 14.1
7 — 12 months 10.9 12.8 11.7
i13 months 67.6 69.5 68.5
Age first shot drugs
<19 years 54.7 43.8 50.0
20-29 years 32.0 39.0 35.0
>30 years 13.3 17.2 15.0
HIV seropositive 4.2 0.4 2.6
Hepatitis C seropositive 73.6 52.0 64.4
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 Kiw
Study participants by gender and jail site of booking, 11/00-8/01

Males Females
KCCF in RJC in KCCF in RJC in
Seattle Kent Seattle Kent
N =250 N =193 N =81 N =56
% % % %
Sexual Orientation
Heterosexual 91.1 97.4 75.3 83.9
Homosexual 2.0 0.5 3.7 1.8
Bisexual 6.9 2.1 19.8 14.3
Opposite-sex partners in last year (no.)
0 13.3 7.3 7.4 5.4
1 31.5 23.0 29.6 33.9
2to 4 32.7 38.2 29.6 35.7
iS 22.5 30.4 30.8 14.3
Unknown 0.0 1.1 2.5 10.7
Any same sex partners last year 8.5 2.1 21.0 16.1
Unprotected sex in the past 6 months
Vaginal 62.9 79.2 65.1 79.3
Anal 14.8 4.3 10.5 8.6
Lifetime health history
Gonorrhea 17.7 8.4 28.4 28.6
Chlamydia 10.1 13.6 34.6 41.1
Genital warts 5.7 2.6 7.4 7.1
Herpes 4.8 4.2 11.1 1.8
Syphilis 2.4 0.5 6.2 1.8
Hepatitis A 11.3 9.4 14.8 7.1
Hepatitis B 16.9 12.0 23.5 21.4
Hepatitis C 35.1 25.1 49.4 35.7
HBV vaccination 16.9 14.1 21.0 12.5
Prior HIV test 86.3 72.3 86.4 82.1
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Tabe 3. Dug use behavior in the past year, past 6 months, o past 30 days among Kmi Study participarts,
o @ bookng, 1100801

by sie

Past Year Past 6 Months Past 30 Days
KCCF in KCCF in KCCF in
Seattle RJC in Kent Seattle RJC in Kent 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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Tabl e 4. Source of new and unused needles in the past 6 nonths anmong Kiw
participants by jail site of booking, 11/00-8/01

TOTAL KCCF in Seattle] RJC in Kent
n = 580 n =331 n = 249
Any source
A needle exchange (exchanged personally) 50.9 69.5 26.1
A needle exchange (someone else exchanged) 18.1 18.1 18.1
A drugstore/pharmacy 43.1 36.6 51.8
A friend 33.6 37.8 28.1
Someone who sells needles 16.4 22.4 8.4
A diabetic 12.4 12.4 12.5
A sex partner 10.5 12.1 8.4
A drug dealer 15.2 17.8 11.7
Number one source

A needle exchange (exchanged personally) 40.9 58.9 16.9
A needle exchange (someone else exchanged) 2.2 0.9 4.0
A drugstore/pharmacy 24.0 13.0 38.6
A friend 10.0 8.5 12.1
Someone who sells needles 2.2 3.0 1.2
A diabetic 3.2 2.6 4.4
A sex partner 2.4 1.2 4.0
A drug dealer 2.4 2.4 2.4
Other 12.7 9.5 16.4

HVWADS - 2nd Half - 2001 page 28



HV prevalence,

King County STDCInic

inadence  and nsk behavios among Seattle-
patients,

1988-2000

T\eCentersforDiseaseControIandPre

vention (CDC) sponsored unlinked
anonymousHIV seroprevalencesurveys
indifferentsentinelpopulationsinselected
metropolitanareasbetween1988and1999. 12a
The findings  descibed in this repot  are based
ondatacollectedduringcross-sectionalsur-
veysconductedinthesecondhalfofeachyear
between1988and2000atthe PublicHealth-
Seattle & King County (PHSKC) Sexually
TransmittedDiseases(STD)Clinic. Leftover

bood specmens coolected  for  dlinical
weretestedforHIVantibodiesandlinkedvia
ananonymouscodetodatacollectedfrompa-
tientrecords. Thelesssensitive HIV-1EIA
(Serological TestingAlgorithmforRecentHIV
Seroconversion, STARHS) methodology de-
scribedbyJanssenetal. wasusedtoesti-
mateHIVincidence. 3 Theunlinkednatureof

the sunvey avods participation bias and helps
assurearepresentativesampleofthesurvey
populationwhilepreservingtheanonymityof

STDCinic  dlients.

purposes

OurfindingsamongeligiblesurveyedSTDpa-
tientsaresummarizedbelow. Onlydatafrom
onevisitduringeachannualsurveyperiodare

included. Resultsare combinedforwomen
andmenwhohave sexwithwomenonly (MSW)
becauseofthesimilarHIVseroprevalenceand

presented separately formenwhohave sex

with men (MSM). The terms MSW and MSM
areusedbecausemenareclassified,forthe

pupose of tis analysis, accoding t the gen
deroftheirsexpartners. Tablesland2
presentcumulative HIV prevalenceforthe 13
surveyyearsandtrendsgroupedintotwo-year

periods wih the exception of 198390. Table 3
includes dataonrecentsexual behaviors,

whichhave been collected since 1997 and
TabledpresentsHIVincidenceestimatesfor

MSM.

Between 1988 and 2000 datafromatotal of
20,699patientvisitsincluding 18,465women

and MSW, and 2,234 MSM were collected
(Tables1and?2). Atotalof375(1.8%)STD

Cinc paents were HV posive  indudng  04%
ofwomenand MSW and 13.1% of MSM.

Women and men who have sex with women
only-HIV prevalence andtrends: There
were 11,401 (61.7%)MSWand 7,064 (38.3%)
women(Tablel).Overhalf(56.8%)werewhite,
27.0%AfricanAmerican,5.3%Hispanic,4.1%
Asian/Pacificlsiander,2.0%Americanindian/
AlaskaNative,and4.8%ofanotherraceor

ethnicity. About60%wereyoungerthan30.
Thegenderdistributionremainedstableover
theyearsofthesurvey,whiletheproportion

of African American clients droppedfrom
31.8%in1988-90t024.3%in 1999-00. Seven
percenthadinjecteddrugsatsometimein
theirlifeand4.0%hadinjectedinthe 12

months prior o ther Vst

Fifty-nine(0.5%)ofthemenand23(0.3%)of
thewomentestedpositiveforHIV. HIVpreva-

lence decined  signiicantly fom 0.7% in 1988
90t00.3%in1999-00duetoastatistically
significantdeclineamongmenwhohadhigher
HIVprevalenceinearlieryearsofthesurnvey

thanwomen. Although HIV prevalence de-
clinedinseveralracialgroups,onlythede-
clineamongAmericanindians/AlaskaNatives
wasstatisticallysignificant. TheHIV preva-
lenceamongHispanicclientsfluctuatedbe-
tween1.6%in1995-96and0in1997-98. No
Asian/PacificlslanderorAmericanindian/
and1991respectively. AfricanAmericanand
HispanicclientshadhigherHIV prevalence

than white dents duing al the suney years.

TherewerenoHIVinfectionsdetectedamong
clientsyoungerthan20.HIV prevalencede-

dined  significantly among 2039 year ods and
remained unchanged amongclients40and

older. AlthoughHIV prevalencewashigher
amongclientswhoreportedeverhavingin-

jeced  dugs in the eader  years of the suvey,
this dfference wasless maked in recent years.
Noneofthe Female/MSW STDclientswhore-
portedinjectioninthepastyearhavebeen
HIVpositivesince1993(theyearthisinfor-

mation was first  collected). Athough the pro-

aCDCfundedthis surveyinKing County 1988-1997; alternate funding supportedthe survey 1998-2000.
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pofon of paents whowere diagnosed wih gon
orrheadeclinedfrom8.6%in1989t02.0%in

1999-00, patientswithgonorheacontinuedto
havehigherHIVprevalence.

Menwho have sexwithmen-HIV prevalence
andrends : Atotalof2,234maleSTDpatients
reportedsexwithothermen(Table2). They

comprised 16.4%ofthemale STD Cliniccli-
ents,increasingfrom9.5%in1988-90t026.8%

in1999-00. Thedemographiccharacteristics

were very different fom those of the femae and
MSWSTDClinicpopulation. Almost80%were

white, 7.5%AfricanAmerican, 6. 7%Hispanic,
2.6%Asian/Pacificlslander, 2.0%American
Indian/AlaskaNative,and 4.0% of another
race/ethnicity. About60%were 30yearsor

oder. Ahsstoy of dug inecton was reported
by9.4%and4.6%chadinjectedintheyearprior

ot

Atotalof293(13.1%)MSMwereHIV positive

including 16.0%ofthemenwhoreportedsex
withmenonlyand5.4% ofthemenwhore-

ported sex bothwithmenandwomen (data
notshown). Duringthe 13annualsurveype-

riods, only2ofthe57 MSMyoungerthan 20

tested HIV positive. Since 1997 HIV prevalence
among African American MSM has been more
than2-foldhigherthantheprevalenceamong

white MSM.

HIV prevalence declinedsignificantlyfrom
32.2%in1988-90t04.9%in1997-98reach-
ingalowof3.6%in1997whenthetrendre-
versedandincreasedto6.0%in 1998 and
10.7%in1999and 7.3%in2000(totaling 64
casesin1998-00). Inspiteoftherecentin-

creases, theoverallreductioninprevalence
from1988-90t01998-00wasstatisticallysig-

nificant in the total group and in several sub-
categaries.

0 HIVprevalencemorethandoubledinwhite
MSM and black MSM between 1997-98 and
1999-00. TheincreasewasconfinedtoMSM
30andolder.

0 ThroughoutthesurveyyearsMSMwhowere
HIVseropositiveweremorelikelytohavea
diagnosisofgonorrheacomparedtothose
whowereseronegative.

0 After1996noneoftheHIVseroposiiveMSM
repoted  injection dug use in the past year.
0 Sincel997,76%oftheHIV-seropositive
MSMreported2ormorepartnersinthepast

year,58%reported2ormorepartnersin
the past2months,and 54%reported a
newpartnerinthepast2months(datanot
shown).

Recentsexualbehaviors: IN1997informa-
tiononsexualriskbehaviorsinthepastyear
wasaddedtothesurvey(Table3). Slightly
lessthanone-quarteroffemalesandMSWre-

poted four or more sexual paters in the past
year compared to wel over haf of MSM. Twele
percentoffemaleMSWlientsreportedtwoor

more newsex partnersinthe past2 months
comparedto39.3% of MSM. Condomuse at
lastsexincreasedwithincreasingnumberof

partners, althoughalmost60% ofbothfe-
males/MSW and MSMwith five ormore part-
nersinthepastyearreportednocondomuse

a their last sexual encounter.

Thirty-sevenpercentofwomen/MSWand 30%
of MSMwhoreportedsexwithanIDUinthe
pastyearhadalsoinjecteddrugsinthepast

year. Noneofthefemales/MSWwhoreported
sexwithanHIV-positive personwerethem-
selvesHIV-positivewhereas 12%ofthe MSM
whoreportedthisbehaviorwere positive.
Threepercentofwomenreportedsexwitha
bisexualmanand17.8%ofMSMreportedsex
withawomaninthe pastyear—2.9%ofthese
menwereHIV-seropositive.

HiVitesting: InformationonHIVtestingwas
addedtothesurveyin1997. Amongthe STD
clientssurnveyedin1997-00,93.1%ofwomen/
MSWand81.1% ofMSMhadHIVtestingand
counselingaspartoftheircurrentvisitand

72.7% of women/MSW and 88.3% of MSM had
ahsoy of apior HVtst (ot necessaly a
the STDClinic).

Ofthe13women/MSW patientswhotestedse-

ropositive in 199700, eght were tested at this
vist, wo repoted  pior  posive el two re
portedpriornegativetests,andonereported

pior  tesing  wihout geting resus. Thus, 3of
the13(23%)maynothavebeenawareoftheir

HIV-positive status. Amongthe 72MSMwho

tested HIV-seroposive betveen 1997 and 2000,
23receivedHIVcounselingandtestingatthe
currentvisit,oneprovidednoinformationon

prior  testing, 27 had previously  tested serop-
ostive, and 20 had previously  tested seronega:
tive. Thus,200fthe 71(28%)mayhavebeen

unaware of ther  HIV-seroposiive status. BEgh
teenofthese20menwereseenin1999and
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2000andthepercentofHIV-pasitiveMSMcli-
entswhomightnotknowntheirpositivestatus
was41%in1999and 27%in 2000.

HIV incidence: The less  sensiive
wasperformedon274storedHIV-seropositive
specimensfrom 1990-00including samples

from54 females/MSW and 220 MSM. Only 5
HIV-seropositivespecimensduringthisinter-

va were not avaikdbe for LSHA tesing. Seven
ofthe54HIV-seropositivespecimensfromfe-
males/MSWwerenon-reactivebyLS-EIAindi-
catingthatthesepatientshadlikelybeenin-

fected wihin @ 6 months prior to the blood draw.

EA (LSER)

AllbutoneoftheL S-EIAnon-reactivespec
menswerefrom1990-96, indicatingthatonly
oneHIV-positivefemale/MSW clientsurveyed
between1997and2000hadrecentHIVinfec-

tion. There were too few recent seroconverters
amongthisgrouptoallowforavalidcalcula-

ton of HV seronddence.

AmongMSM, 23 ofthe 220 HIV-seropositive
specimenswerenon-reactivebyl S-EIA. Nine
ofthesemenhad previouslybeendiagnosed

withHIV—-7 atleast6monthspriortothis
blooddrawand2atanunknowndate. Speci-
mensfromthesepersonsmayhavetestednon-

reacive  because of antretroviral freatment  or
becauseofanextremelycompromisedimmune

system. Afer exduson of daia fom these per
sons, the estmated HIV seroincidence was 2.3%
peryear(95%confidenceinterval 1.0%6-4.6%)

fortheperiod 1990-2000. HIVseroincidence

dedined fom ahigh of 33% for te peiod 1990
92toalowof0.9%during1993-1994andin-

ceased agan to 16% in 199596, 20% in 1997-
98,and1.9%in1999-00. Thesedifferences

were not satisicaly sonificant,

Throughoutthe surveyyears, MSMwhopre-
sentedatthe STD Clinicwithgonorrheawere
morelikelytobe HIV-positivethanmenwho
didnothavegonorrhea(Table2). Theesti-

mated annual HIV seroincidence was also
greateramongMSMwithagonorrheadiagno-
sis(7.7%)thanamong MSMwithoutagonor-

rhea dagnosis (L7)%. This difference was not
statisticallysignificant, buttherewerelow
numbersofrecentseroconvertersoveral.

Comments

HIV prevalence hasremainedlowamongfe-
male and MSW STD Clinic clientsinKing
Countyandhasevendecreasedasaresultof
adecreaseamongMSWoverthethirteensur-
veyyears. Furthermore,noneofthesurveyed
female/MSW STD Clinic clientsunder 20
testedHIV positiveandnobodywitharecent
druginjectionhistorytestedpositiveafter

1992.HIV prevalenceamongMSMSTDclients
declinedsharplybetween 1988-90and 1996-
97,andincreasedin1998andagainin1999.
AlthoughHIV prevalencedeclinedin2000it
wasstilhigherthaninanyotheryearsince

1995,

EstimatedHIVincidenceamongMSMhasheen
relatively stabe snce 199596,  Discrepancies
in prevalence  between different patient  groups
persisted,withMSMhavinga30-foldhigher
HIV prevalencein1999-00thanfemales/MSW
andAfricanAmericanMSMhavinga2.5-fold
higherprevalencethanwhite MSM. African
AmericanandHispanicfemales/MSW contin-
uedtohavehigherHIV prevalencethanwhite
females/MSW. InformationonHIVtesting
showedhighratesoftestingatthePHSKCSTD
Clinic. However,ahighproportionoftheMSM
whotestedseropositiveinthe 1999and2000
surveysmayhavebeenunawareoftheirHIV-
positivestatusorwereunwilingtodisclose

provider.

ther satus to the STDCinic

Asudy of HIV incddence in STDdincs in Bak
timore, Houston, Denver, Miami,andNewOr-
leansusingthe LS-ElAtechnologyfoundan
HIVincidence of 7.4% peryearamong MSM
between1993and1997. 5 Arecentlypublished
studyfrom SanFranciscoofHIV prevalence
andincidenceamongMSMattendingthe San
FranciscoMunicipal STDClinicbetween1989
and1998foundthatwhileHIV prevalencede-
creaseddramaticallyfrom55.1%in 1989to
20.3%in1998HIVincidence (asmeasuredby
LS-EIA)didnotchangesignificantly-annual
incidencewas6.6%peryearforMSMand8.2%
peryearforMSM/IDU. & Theriseingonor-
rhea,chlamydiaandsyphilisinfectionrates
amongKingCountyMSMinrecentyears (1997
topresent) havecausedgreatconcemthata
resurgence  of HIV coud occur in our area simk
lar o the incease that has been repoted  among
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MSMin San Francisco. 789 AnalysesofHIV
counselingandtestingdatafrom publicly-
fundedsitesinKingCountyusingbothL S-EIA
methodsandacomparisonofrepeattestersin-

dicated anincease (hot Statisticaly signif-
cant)inHIVincidenceamongMSMtestingat

these ses. ©

Thereareseverallimitationstothissurvey
thatmayinfluencetheinterpretationof HIV
prevalenceandincidencetrendsovertime.

As, SIDCnc dens maydfer beween df
ferentsurveyyearsmakingcomparisonsless

valid. Secondly, MSMwhoareawareoftheir
HIVinfectionmaychoosetoseekcarefrom
theironnhealthcareprovidersinsteadofthe
STDClinic,whichmayexplainpartofthede-
clineinHIVprevalence. Changesintesting

pattems for syphiis  and other infections may
inMluence  the resuts of tis sunvey if persons
with  HIV infection are differentially excluded
fom serdogy tesing for other infections.

IN1997,1998,1999,and2000datafrom74%,
62%,59%,and62%of newclientvisits, re-
spectively,wereincludedinthesurvey. The
remainingclientsdidnothaveblooddrawnat
theirfirstvisitinthesurveyperiod. Among
thosewithoutblood drawsbetween1998and
2000,about80%hadnotationsaboutHIVsta-
tusintheirchart. HIV prevalenceamongMSM
washigheramongthosewithoutblooddraws,
indicatingthatthe“true”seroprevalence

among STDClinicMSMclientswascloserto

10%in 1998, 12%in 1999, and 10%in 2000
comparedto6.0%,10.7%,and 7.3%basedon
testingofsurveyspecimensinthoseyears,

respectively. HIV prevalenceamongfemales

and MSW clients withoutblood draws was
similartothosewithblooddraws. ltispos-

she that suvey resuts from someof the pre-
viousyearssimilayunderestimatedMSMHIV
prevalence, but the relaive difference
prevalenceoverthesurveyyearsisnotlikely
tobeduetodifferencesintestingpractices
aone.

in HV

ResultsfromSTD ClinicHIV counselingand
testingvisitsshowaparalleldecliningHIV
prevalencetrendthrough1997forMSMwith
slightlylowerprevalenceinindividualtime
periodsasexpectedbecausemostHIV-serop-

cstve  patiens ae ukey 0 repeat HIV test
ing.HIVprevalenceroseslightlyin1998,but

dropped again in 1999 and 2000 (Wil
Whittington, personalcommunication).

Finally, the accuracy of the information in tis
surveydependsontheaccuracyofthe STD

Clnc  patent  records. The records,  however,
arestructuredinawaythatallowsforeasy

recording of patientinformationandvery
rarelywasinformationmissingthatweneeded
foroursurvey. Importantlyinformationon
priorHIVtestinghistoryandresultsisvery
complete,whichisessentialforaccuratein-

terpretation of LSEA resuts for esimaion  of
HIVseroincidence.

Because STDclinicsservelargenumbersof
personsatincreasedriskforHIVduetoun-
protectedsexandmultiplesexualpartners,
theseclinicscontinuetobeimportantsites
formonitoringemerging pattemsandtrends
inlocalHIVepidemiology. Theincreasesin

HIV prevalenceinrecentyearsamong MSM
STDClinicclientsisofcontinuedconcemand
warrantsclose monitoringofHIVandother
STDsandassociatedriskbehaviorsamong
localKing CountyMSMaswellasaheight-
enedemphasisonprevention.

ForadditionalinformationontheKingCounty

HIV seroprevalence suneys, please contact Dr.
Hanne Thiedeat(206)296-8663ore-mailat
hanne.thiede@metrokc.gov.

oContributed by Hanne Thiede DVM, MPH,
TedWhite MPH, andthe Survey Team

(Nadiine Snyder, EileenHough, JanFields,
StanleyBrown, TamarindKeating, Ben

Masaoki Paticia  Christie, Donna Browniee,
and Elizabeth  Tesh).
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Table1.HIVPrevalenceand TrendsAmongFemaleandMSWSTDClinicPatients,

King County, 1988-2000

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+9%) N (HIV+9%)
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 *
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/P 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 *
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 *
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
IDU in the last year collected 1993-2000
Gonorrhea at this visit collected 1989-2000

cationoftheserologictestingalgorithmforrecentHIV

seroconversion.
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Table2. HIVPrevalenceand TrendsAmongMSMSTDClinicPatients, KingCounty,

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)*
Al/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 *
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 ?
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

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

Individual categories may not add up to total because of missing data
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Tabl e 3.

Recent sexual

behaviors anong STD dinic patients,

King County,

Sexual behaviors

Women and men
who have sex with

Men who have sex

women only with men
N=5,198 N=983
Percent Percent
Numbers of partners in past yr.
0 partners 3.5 1.8
1 partner 29.4 12.5
2 partners 29.1 14.7
3 partners 15.7 12.6
4 or more partners 22.3 58.4
Number of partners in past 2 mo.
0 partners 16.6 9.2
1 partner 56.8 34.9
2 or more partners 26.6 55.9
Number of new partners in past 2 mo.
0 new partners 56.5 33.5
1 new partner 31.9 27.2
2 or more new partners 11.5 39.3
Condom used at last sex by no. of partners
1 partner past year 29.5 (N=1,300) 29.3 (N=92)

2-4 partners past year

37.0 (N=2,482)

39.6 (N=278)

> 5 partners past year

43.3 (N=677)

42.9 (N=403)

Sex with IDU in past yr.

Tabl e 4.

1997- 00

Yes 4.3 4.8
Sex with HIV+ in past yr.
Yes 0.5 13.3
Exchanged $/drugs for sex in past yr.
Yes 5.4 3.5
Sex with MSM (women) in past yr.
Yes 3.3 NA
Sex with women (MSM) in past yr.
Yes NA 17.8
H V Preval ence and Estimated Annual |ncidence Anobng MSM STD dinic

Patients, King County, 1

990- 2000

Year of survey

Men who have sex with men

Prevalence
%HIV+ (95% CI*)

Estimated Incidence
% new HIV+ (95% CI1*)

All Years (1990-2000) 11.0 (9.7-12.4) 2.3 (1.0-4.6)
1990-92 21.2 (17.5-25.3) 3.3 (0.6-9.7)
1993-94 12.4 (9.1-16.3) 0.9 (0.0-6.7)
1995-96 7.8 (5.3-11.2) 1.6 (0.3-7.1)
1997-98 4.9 (3.1-7.3) 2.0 (0.4-5.7)
1999-00 8.9 (6.8-11.5) 1.9 (0.4-5.7)

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

’ adherence to antretroviral regimens
iS5 necessary to prevent viral  resistance

tothesemedications. Becauseofthis,
itisimportanttodeterminewhichinterven-
tons or senices might be effecive
ingadherencetoHAART regimens. In1999,
the Washington DepartmentofHealth con-
tractedwiththe HIV/AIDS ProjectDevelop-
mentand Evaluation Unit(HAPDEU)atthe
UwWSchoolofSocialWork,toconductaneight-
sitepilotstudyofHIVtreatmentadherence
programsincommunitiesacrossthestate.

in enhanc-

Surveydata,viralloads,andCD4countswere
examinedfor457HIV-paositiveindividualswho
enrolledinthe project. Threecommunity-
based AIDSserviceorganizations, 3primary
careclinics,andonehealthdepartmentpar-
ticipatinginthe HIV Treatment Adherence
Demonstration Projectdesigned adherence
programsanddeliveredservicesfrom5/1999
through 9/2000.  An addiional clinic
ticipated in te research achvies
addadherenceservicestotheirongoingcare
delivery. Al of the sies povided dent edu
cation,  follon~up, medication  organizer  boxes,
andreferralsforoutsideservicesasneeded.
Programsdifferedfromeachotherinanum-

ber of ways, induding  safing levels and roe
delineation, agency readiness, agency phioso-
phy, recuiment — stateges, tainng  and bade
gound of staffi,  and addtional adherence  ser-

Theclientsintheprojectwereaskedabout
theirexperiencestakingHIVmedicationsand
abouttheservicestheyreceivedtohelpthem

ste par-
but dd not

adhere to their regmens. The things they maost
commonlytalkedaboutwere:

Sce efects of medcatons :  Someparticipants
talkedabouthowdifficultitwastolivewith

thesideeffects,somesaidthattheymissed
dosesoftheirmedicationstoavoidtheside
effects,andsomesaidtheywishedtheyhad
moreinformationaboutsideeffectsandhow
todealwiththem.

Anumberofparticipantssaidthatdepression
wasanissueforthem,andsomesaidthemedi-
cationsbroughtupfeelingsaboutqualityof

e, sef eseem, and oher emotons wih which
theyhadtocope. Somesharedtheirpersonal
waysofcopingwiththeseproblems,suchas
bymakingchangesinlifesituationsorrou-

tnes, dong ‘sefak; geting hep fom po-
fessionals, and suppot  fom famly and fiends.
Relationshipwiththeirhealthcareprovider :
Participants sad that ther relationships with
theirhealthcareproviderswereimportantto
them,andwereimportanttotheiradherence.

Some participantssaidthattheywantedto

feel  cared-about, listenedHo, and gven enough
information,suchasaboutpossibletoxicef-
fecs of the medidnes.  They repored  that  they
wanttheirproviderstobeexperiencedinHIV/

ADS care, and accessble  to them, for example,
bytelephoneorforanappointmentwithout
anunduewait.

Theresearchdoessuggestthatservicesspe-
cificallytargetingHIVmedicationadherence
resut in greater adherence for some patients.
Certainfeaturesofthe serviceswhichap-
pearedtobelinkedtoprogramsuccesswere:

» Havingatleastoneprogramstaffperson
wih  medically-related training.

* Havingafocusonbuildingastrongclient-
provider  relationship.

e Having adequate support from the
program’sadministrationandenoughre-
sourcessuchasofficespace.

« Doingactiveoutreachtoenrolicientsand
informprovidersabouttheprogram.

Forparticipantswhosebaselineadherencewas
lessthan95%, analysisofthedatawascon-

ductedtoevaluatechangesinself-reported
adherenceovertime. Inthose participants

recemMng  senvices  from sites  with this  combk
nation of features,  sefreported adherence i
creasedfromamean of80%1t090%. This
improvementwascomparedwithparticipants
inprogramswithoutthesefactors,whichdem-
onstrateddeclinesinadherencefromamean
0f85%1t077%.

Anumberofotherresultsweresuggestedby
theresearch. Afewoftheseare:

¢ Theclientswhoenteredtheprogramseemed

o fal inb oneof 2goups: 1) dents  who had
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poorerdailyhealth, more symptomsandmore
depression; 2)clientswhohadbetterdaily
health,fewersymptoms,andlessdepression.
Interestingly, thosewhoenteredtheprogram

feeing beter had more dificuiies n ter ad
herenceif,overthecourseofthestudy,they
experiencedproblemssuchassideeffectsor
schedulechanges.

¢ Clients'answerstothequestion, “Howvsure

ae you that youwl beabe b take al o most
oftheHIVmedicationsasdirected?” wasan
indicatorofwhetherornottheycouldadhere

totheirregimens. Inotherwords, manycli-

HIV/AIDS

HAPRepot  HV Eary

program

Public Saalts
Seaisls & King [ounby

isarticledescribeskingCountyEarly
Intervention Senvice”  (ES) efots  which
are highy prioritized senices  in the HIV

Prevention Strategic Planthrough2005,is-
suedinJanuary 2001 bythe US Centersfor

Disease Control& Prevention(CDC). Goals
includeincreasingtheproportionofpersons
withHIVwhoareawareoftheirinfectionfrom

the currentestimate of 75%t0 95%andin-

ceasng the propoion  of persons with HIV who
areincarefromthecurrentestimateof50%
t080%—bothby 2005.

TheKingCountyRyanWhite TitelCarePlan-

nng Councl receny deemed our local efforts
to be adequate and not in need of futher fund
ing. KingCountyandSeattiehavealongand

reasonably  successful  record of seeking to as-
sureEISservicestoappropriatelytargeted
populations,assummarizedbelow. However,
thisyeartheLegislaturehasreduced AIDS
Omnibusresources(effective 7/1/02)by4.4%
andnextyearthereisathreatthatwe may

have afuther loss of the motor wehide excise
tax (MVET) resources 1o public health, indud-
ing$L.1milionusedwithintheHIV/AIDSpro-

gram. Theseresourcesproposedforcutssup-

pot EIS actviies and coud jeopardze  meet-
ingCDCgoals.

TheHealthResources&ServicesAdministra-
tion(HRSA)ofthefederalgovernment'sDe-
partmentofHealth&Human Services(DHHS)
includesanHIV/AIDS Bureauwhichadmin-

entscanpredictwhethertheywillbeableto

folow ther regmen or not  This might be use
fulforcommunicatingbetween providerand
clientaboutmakingdecisionsaboutregimens.

Formoreinformationonthe TreatmentAdher-
enceProject pleasecalHAPDEUat(206)685
1679orDarrenlLaymanat(360)236-34520r
emailatDarren.Layman@doh.wa.gov.

oContributedbyDarrenLayman, Francie
PetraccaandLizMoore

Intenvenion Seves N King
County-A History & Community Resource  Inventory

istersthe RyanWhite CARE Actgranttoex-
tendedmetropolitanareassuchasKingCounty
andtostatesandterritories. HRSAhasre-
centlydeterminedthatEISmaybefundedwith
RyanWhiteresources, including “effortsto

identify and ceate linkages with key points  of
enry for individuals newy dagnosed wih HV
orthoseknowledgeableoftheirHIVstatusbut

notincare”. HRSA'sHIV/AIDSBureau'relied

onthe CongressionalManagers’ Statement
whichdefinesElSascounseling,testing,and

referral actvites desgned to bing HV posk
tiveindividualsintothelocalHIVcontinuum

of cae’. Thus, funded EIS effots  can indude:
theprovisionofHIVcounseling&testing(C/
TtopersonsathighriskofHIV;information
onivingwithHIVdiseaseandmanagingthera-
peuticregimens;counselingonmodifyingbe-
haviorsthatcompromiseone’sownorothers’

health stetus; and referrals o care, caseiman
agement,andpreventionandrisk-reduction
programsforhigh-riskpersonswhotestHIV

negaiie.

HIV Counseing & Testing

PublicHealth—Seattle&KingCounty(Public

Health) began providng  dinical senices  with
localresourcesin1983andwithsexually
transmitteddisease(STD)researchsupportto
theUniversityofWashington. PublicHealth
hired a Family Nurse Practioner,
tolookforandrecognizeearlysignsofAIDS
and related  conditions, and she provided med

trained  her
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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 (S0S). 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 altemative 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 iIn 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

Current H'V Care Referral

KING COUNTY PROJECTS:

AIDS Care Access Project -
(ACAP) information service giving
help in finding care resources.

One-on-One Program -
information & clinical service
providing baseline CD4 cell, viral
load, other testing, and basic
clinical services.

Prevention Worker Training —
designed to help workers find
HIV+ persons who may need help
accessing clinical services.

Pr ogr ans

SUPPORTED BY:

Ryan White Title | funds;
Collaboration between Public
Health, King County Medical
Society, and WA Hospital
Association

Ryan White Title | funds, Seattle

resources; and Public Health's
HIV/AIDS Program

Ryan White Title | funds

in the Seattle Area

PROVIDE SERVICES TO:

All persons with HIV needing
access to primary medical care,
dental care, health insurance, etc.

Persons newly identified with HIV,
some of whom may be reluctant
to seek care requiring identities
after anonymous testing.

Prevention workers and their
agencies.
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thenumberofHIVand AIDS casesgrewsub-
stantially. Ealy providers  wiling
involvedreadilybecamesaturatedandcould
notmanage more patientswhowere rapidly
developingprofoundandcomplexmedicaland
socal  needs. Despite estabishment
HIV/AIDSClinicattheregion'spublichaspi-

tal, HarborviewMedical Center, bythelate
1980sitwashbecomingdifficulttolocateap-
propriateprovidersaboutthetimelocalin-
vestigators  'wereshowingthatpatientslived
longerandbetterinthe handsofproviders
with greater  experience.

to become

of alage

Publichealthhiredaconsultanttoworkwith
communitypartnerstoinvestigateoptionsfor
assuringbettercareaccesstopersonswith
AIDSandHIV,andeventuallyfacilitatedde-

velopment of a model simlar  to one established
forunderinsured pregnantwomeninKing

County. This invoved dewveloping a collabora-
tionbetweenthe King County Medical Soci-
ety,theWashingtonAssociationofHospitals
(latertheWashingtonHaospital Foundation),
andpublichealth. Theprojectisnowknown

asthe AIDSCare AccessProject(ACAP). Ad-

diionaly, pubic  healh, in ocolaboration with
thethenNW AIDS Foundation (nowtheLife-

longAIDS Alliance)developedinformational

packets for interested physicians, and wih UW
physicianconsultantsrecruited physicians
throughouttheregiontobecomeinvolvedin
HIV/AIDScare.  2® Eventually, ACAPdeveloped
arosterofsome250experiencedHIVmedical
careprovidersandnearly 100dentiststhat

wil accept persons Mg  wih HV. ACAPcon+
nues to recut and help train  providers, and
D povide referas D dens.

IN1995the RyanWhite Care Planning Coun-

c priortzed resources to help newly ident-
fiedindividualswithHIVieamtheirCD4and

vil load safus, t obain  abasgine  physca
assessmentoftheirhealth, toprovideneeded
immunizations,andtohelpclientsunderstand
theiroptionsandfindon-goingcarefortheir

HIV infection. Public  Health successfully ap-
pliedforthesefundsanddevelopedthe“One-
on-One”programthatcontinuestobenefit
fromRyanWhite Titlelsupport.

Research on Counseling and Testing

TheHIV/AIDS Program (HAP) establishedan
extensivedatabaseonknowledge, attitudes,
andriskbehavioronpersonsseekingHIVC/

Ta HAP, satng in 1986, intialy
CDCAIDSControlDemonstrationproject. The
datahavebeenreportedinseveralpeer-re-
viewedpublications 4 andhavecontributedto
ourunderstanding of diseaseand behavior
pattemsamonglocaltesters.

aspat o a

Between1997and2001PublicHealthcollabo-
ratedwithDr. FreyaSpielberg(howatthe UW
CenterforHIV/STDResearch)onanHIV Al-
temative Testing Study (HATS)fundedbythe
CDC. Herstudiesinlocalhighriskpopula-
tionshaverevealedandhelpedtoexplainio-
calreasonswhypersonsavoidordelay HIV
CiTandhaveidentifiedwaysthatnewcoun-
selingandtestingmethodshelptoencourage

ksig

IntheHATSstudy,aC/T preference survey
wasdevelopedafterfocusgroups o andinter-
viewswith 101 clients,andadministeredto
460clientsfromthethreevenues. 1 Barriers
o HV tesing induded feas about findng  out
resuts  (48%), axely whie walng for resus
(40%),concemsaboutanonymity(33%),abil-
itytopayforHIVtreatment(29%b),inconve-

nience (25%),andaversiontovenipuncture

(20%). Clents indicated  preferences  for rapd
testing(25%6),homeself-testing(19%o),oral
fud tesing (@[17%), uine tesing
testing (16%6),andhomespecimencollection
(1%). ThosenevertestedforHIVbefore(n=61)
were morelikelytopreferhomeself-tests
(P=005) and uine tests (p=0.04)
whohadtestedinthepastyear(n=271).Study
counselingoptions. Someclients(30%)pre-

fered witen mateids  insead o faceiodace
pre-testcounseling,and43%wantedaccess

test resuts by telephone.

A7%), seum

than dlients

Dr. Spielbergthen compared acceptance,
completionoftesting,andreceiptoftestre-

suts for four different CIT srategies for DU
ataneedleexchange(NE), MSMattwobath-
houses(BH),and STDclinicclients. 2Four
strategies were ofered on random daysl) face-
to-facecounselingandstandardbloodtest-

ing, 2) facetoface counseing  and rapd  test
ing,3)standardface-to-facecounselingand
oralfiuidtesting;and4)analtemativepre-
testcounselingstrategywiththechoiceof
writtenmaterialsorface-to-faceriskreduc-
tioncounselingandstandardbloodtesting.
Tesing acceptance varied by stategy
AttheNEandBH, 79% ofclientspreferred

and site.
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witen peest maeids isead  of faceidface
petest ocounseing,  compleion  of spedmen ook

edfon a0 weshighest wih ts staiegy  (65%

attheNE,82%atthe BH). The proportionof
personswhoreceivedtestresultswithinone

month ranged from 56% (standard) to 83%

(apd) at the NE 74%(Sandad) 0 99%(rapid)
attheBH;and68%(standard)to98% (rapid)

atthe STDclinic. Atthe BH, 93%ofclients
chosetelephoneresults,comparedwith31%

attheNE.

Thestudyshowedthatstandard HIVtesting

was a significanty less  effective srategy  than
rapd tesing or oral fud tesing for helping
dens lean ther HV daus a al tree ses
Makingcounselingoptionalimprovedtesting
effectivenessattheneedleexchange,butde-
creasedeffectivenessatthebathhouses. De-

pending onthe balance betweenacceptance

of testing, completion  of specimen  collection,
and receipt of test resuts, the most effective
strategyateachsitewaseitheroralfluidor

Cost anaysis of these srateges reveded - that
inoneyearoftesting(2fourhoursessions

perweek)atthe BHrapidtestingforHIVwas
bothmoreeffectiveinprovidingclientswith

test resuts and more costeffective than oral
fud tesing and sandad  testing. In contrast,
a the NEoa fud tesing was most effecive,
but rapd tesing was most costeffective. S
dad tesng was a significanty less  effective
andlesscost-effectivestrategythanother

strategies for helping dents leam ther HIV
statusatboththe NEandthe BH. Prelimi-
narycost-effectivenessmodelsthatdescribe
costspercaseofHIVpreventedsuggestthat
rapd testing, oa fud testng,
counselingaremore costsavingthanstan-
dard testing, if they al havwe smiar
risk  behaviors.

and optional
impact on

Although making counseling optionalin-
creases the acceptabiity
IDU, tisnotyetclear,whetherHIVriskbe-

haviors are reduced more by facetoface cour-

seing than by witen maerias  for dens  who

donotwantface-to-facecounseling. This
guestionisnowunderinvestigationbyDr.
SpielbergthroughaNIDAfundedgrant. Also,
Dr.Spielbergisnowthemedicaldirectorwith
POCAANonaCDC-fundedprojecttoprovide

and study HIV C/T servicesfor highrisk

Blacks, Hispanics, and oher people of coor in
KingCounty.
HIVC/TforpersonsatriskforHIVinfection,

refenal of those found 0 be infeded 1t ongo
ing medical care, longterm  retention in care,
adherencetorecommendedtreatment,andthe

orrgoing  provision  of preventon  assistance  to
people wih HIV infection —these have al been
highly  prioriized strategies by pubic  health
incontrolingHIV/AIDS. ThelocalRyanWhite
PlanningCouncilhasdeemedthatouractivi-
tieshavebeenandaresufficient; however,
threatstocontinuedfundingofourprograms
arerealgiveneconomicdowntumsandpoten-

el losses 0 sSae  revenues.

Atthesametimethe CDCwouldliketheseef-

fots to incease tO meet 2005 goas of inceas
ingtheproportionofpersonswithHIVinfec-
tionwhoareawareoftheirinfectionandpro-
potons  of pesons with HIV infection
inlong-termcare. Further,increasedatten-
tionisbeingplacedonassuringthatpersons
withHIVinfectionalsohaveon-goingatten-
ion to behaviors which might provide continu-
ingopportunitiesforHIVtospread. Suchef-
fortsareespeciallyimportantgivenevidence
inrecentyearsthatover 70% of menwith

syphiis  (Which has reemerged since 1997) tell
usthattheyarealsoinfectedwithHIV. Fi-
nally,localresearchonHIVC/Thasident-

fed possbe ways of inceasng  the proportions
ofhighriskpersonswhoaccepttestingand

bereft  fom is resuls.

involved

oContributedby Bob WoodMD

of HV tesng  among

IKitahataM,Koepsell TD, DeyoRA, etal. Physicians’

experience withthe acquiredimmunodeficiency syn-
dromeasafactorinpatients’survival NewEnglJMed
1996;334:701-706.

2McCormick WC, Peterman D, Johnson DW, Locke T,
Weisel T, Wood RW. Recruitmentof primary care phy-
sicianstocare for patientswith humanimmunodefi-
ciencyvirusinfectioninalargenorthwesterncounty.

Archivesof Internal Medicine 1993;153:2341-2345.

3McCormick WC, Hopkins SG, Wood RW, Wood CD,
DeyoRA, InuiTS. The Seattle appropriate level of

caresurvey: Healthstatusandhealthservicesusein

ambulatory personswith AIDS. AIDSCare 1993;5:369-
378.
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(Submitted to JAIDS,

December 2001).

*2gpielberg F, Goldbaum GM, Rossini A, Lockart D, Kurth

A, Wood RW,

Branson BM.

Acceptance of Alternative

HIV Counseling and Testing Strategies (Rapid, Oral Fluid,

and Counseling Option Versus Standard.)
Congress of Sexually Transmitted

Berlin, Germany,

June 2001.

International

Infections (abstract).

ing clinic in the prevalence of unsafe sexual behavior 13Spielberg, F, Jackson S, Varghese B, Branson, BM, Reed
among men who have sex with men. Sex Trans Dis. SD, Goldbaum G, Sullivan S. HIV Testing with oral flu-
1996; 23;109-113. ids and rapid tests is more effective and less costly. 2002
National STD Prevention Conference (abstract). Atlanta,
GA, March 2002.
Qurrent HV Counseling and Testing Sites in the Seattle Area
Day(s) Hours Services Target
populations
PUBLIC HEALTH SITES: High risk grps.
STD Clinic at Harborview Mon-Fri 8 am-4:30 pm HIV voluntary C/T Persons who want
Medical Center (anonymous. & screening,
confidential), STD diagnosis &
diagnosis & treatment of
treatment; partner symptoms or signs
services; HBV/HAV of infection
vaccine; studies
Downtown PH Clinic Mon 9 am-3pm Same Central poor
Family Planning Clinics Mon-Fri 9 am-4 pm Same Clinic clients
COMMUNITY SITES:
Lifelong AIDS Alliance Wed & Fri 9 am-noon Same MSM
POCAAN HIV voluntary C/T People of Color
POCAAN Office Tues & Thurs 5:30-7 pm (anonymous & (POC)

Mobile Testing:
Neighbors dance club
Casa Latina

1& 3“sun
Wed 8

10 pm-2 am

am-12pm

confidential)

MSM of color

Rebar dance club 2™ & last Sat 10 pm-2 am POC
Tulalip 2nd & 4™ Fri 10 am-2pm MSM of color
Mulkleshoot 15t & 39Fri 10 am-2 pm Nat. Americans
Occidental Park Wed 1 pm-5pm IDU & Substance
Using
Needle Exchange Mon-Fri 1:30-4 pm Same IDU
Baths/Clubs for MSM MSM
Basic Plumbing Tues 6-9 pm Same MSM
Club Zodiac Sat 10 pm-2 am Same MSM
Club Seattle Fri 10 pm-2 am Same MSM
Seattle Gay Clinic Tues/Thurs 6:30-9 pm Same MSM
Planned Parenthood Sexually active
Int'l CHS Asian
Lambert House Varies Youth

PRIVATE PROVIDERS:

Probably provide 80 to 90% of HIV testing, but most is for low-risk clients
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Adut AIDS Cincal
n HV nedon

Tials Unt Repot  Meabolc  syndromes

introduction of potease  inhiitors and

antiretroviral cockals  in the st fve

years have resuted in a significant re-
ducton in the morbidity and mortality assoc-
atedwithHIVinfection. Consequently, there
hasbeenmorefocusonthelong-termsequelae
ofHIVinfectionandtreatmenisforHIVinfec-
tion,complicationsincludingneuropathy,os-
teoporosis, highcholesterol,andothermeta-
bolicandendocrinedisorders. Thesesyn-
dromesincludeavariety ofsignsandsymp-
tomswithcausesandireatmentsthatarejust
beginningtobeunderstood.

MetabolicSyndromes

Lipodystrophyandlipoatrophy,fataccumu-
lationandfatioss,arewelHnownHIVireat-
ment-associatedsyndromesthatcaninvolve
truncalobesity (abodyshapedlikeanapple
insteadofapear),abuffalohump,breasten-

largement, andfatwastingintheface,ams,
legs,andglutealregions. Themetabolicsyn-
drome,orSyndromeX, hasalsobeenrecently
identiied in teated HIVyosiive incividuials.
Originally descibed  in HV-negative  individu-
als, patents with the metaboic syndome have
highbloodpressure, highcholesteral, high
bloodsugar,andtruncalobesity. Thissyn-
dromeisthoughttooccurinalmost50milion
Americansandisassociatedwithheartat-
tacksandothercardiovascularproblems.

IntheHIVpopulation,metabolicchangessuch

as these have been associated with
antiretroviral therapy but it s undear whether
they are diecly related t antretrovial use
or to factors associated  with immune recovery,
t is aso undear whether these syndromes wil
furtherimpactthehealthofpatientsinthe

fuure.

Hyperinsulinemia,asaprecursorconditionto

diabetes  melitus, has also been independently
assodated  with coronary  artery  disease  in HIV-
negativeindividualsandhasrecentlybeen

identiied in H\Vyposiive individuals. In fac,
a greater propoion  of HIV-posiive individu-
alsarebeingrecognizedtohavehyperglyce-

mia, glucose intolerance, or insuin  resistance

ascomparedwithHIV-negative populations.
Again, t is undear whether these pre-diabetic

states wil  impact the heath of these patients
inthefutureand, ifso,howtheseconditions
ae best treated.

Treaiment  Options

Treatmentofthefatredistributionsyndromes

inHIV patientshaspreviouslyfocusedonre-

budng weght wih ties  of megestd acett,
dronabinol,growthhormone, oranabolicste-

roids. However,asthenumberofcasereports
ofHIV-positiveindividualswith premature
coronaryarterydiseasegrows,itwilbecome

increasingly important  for HIV research to fo-
cusonthetreatmentofhyperlipidemiaand
othermetabolic syndromesassociatedwith
accelerated  cardiovascular disease.

InHIV-negative patients, metforminand
thiazolidinedionessuchasrosiglitazonehave
beenshowntoreduceinsulinresistanceand
intraabdominalfataccumulation. Inpatients

with Type2diabetesmellitus, metforminim-
provescontrolofhighbloodsugarsandises-

pecaly usefu in paents wih cenal fat ac
cumulationwhoarebelievedtohaveinsulin
resistancebasedonincreasedhepaticglucose

production.

Metforminalsoisabletomoderatelyreduce

high  triglycerides and LDL cholesterol. In pa
tientswithmetabolicsyndromesbutwithout
diabetes(suchastheabnormalfatdistribu-
tionassociatedwithpolycysticovarysyn-

drome), metforminwasabletoimproveblood

glucose,  insulin, insulin -~ sensitivity, weight,
waist o hp raio, and LDL choesterol Iniial
studies in HIV-infected patients with
metforminhaveshownsimilarresults.

Thesideeffectsofmetforminincludegas-
trointestinalsymptomsandlacticacidosis,
whichisofgreaterconceminsubjectsbeing

ic addosis can occur as aresut  of metformin
accumulation,whichcanincreasewithim-
paimentofkidneyfunctionandpossiblywith

e Hue

Theotheroptionfortreatmentofthemeta-
bolicsyndromeistheclassofdrugsknownas
the  thiazolidinediones, of which rosiglitazone
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isamember. These drugsimproveglucose
controlbyincreasingperipheralinsulinsen-
sitivityinbothdiabeticpatientsandinnon-
diabetic obese patients. Asopposedto
metformin, thisclassofdrugsdoesnotpro-
moteweightlossand,infact,canreducevis-
ceralfatwhileincreasingsubcutaneousab-
dominalfat. Thethiazolidinedionesalsode-
crease  triglyceride levels whie inceasng to
tal,LDLandHDL cholesterol,andhavebeen
associatedwithimprovedbloodpressureand
cardiac  function.

Sde efiects of rosigltazone indude  decreases
inredbloodcells (anemia)andwhite blood

ok (eukopend). Three cases of hepaic fal
urehavebeenreportedinpatientswhowere

taking  rosiglitazone, and frequent  of monitor-
ingofiiverfunctiontestsisrecommendedin
patientstakingrosiglitazonebecauseofthe

exensve  publicty receved by the association
ofhepaticfailurewithtroglitazone,another
memberofthethiazolidinediones.

Therearecurrentlynoapprovedtherapiesto

et the fa redstioution assodated  wih HV
infection. The UWACTUisseeking patients
withHIVwhohavedevelopedfatredistribu-
tionandelevatedinsulinlevelsforastudy

comparing the eficacy and safety of metfomin
and rosgiitezone in redudng insuin leves  ad
alteringintraabdominalfat. AdultHIV-in-

fected patients should be on a stable

antiretroviral regimenwith HIV-1 RNA<
10,000copies,haveself-reportedchangesin
fatdistribution,andhaveaninsulinlevel>

151U/mL.

Sudy Patidparts  Needed for  Other

Sides

BothHIV-andHIV+volunteersarebeingsought

for seved Adut ADS Cincad  Thias  Unt stud
ies. Screeningtests, studymedications,and
laboratoryandclinicalmonitoringthatare
performedaspartofourstudiesarefreeof
chargeforpotentialparticipantsandstudy

enoless.

Physdans, ter dsaff, o potential volunteers
cancallJeanneConley,AlyssaSpingola,or
LoriCrayat206-731-3184foradditionalin-
formationorappointments.

oContributedby Joanne SteklerMD

N

/Screenlhgless,smaj/dmgs,ardlabo-
ratoryandclinicalmonitoringthatare

performed  as pat of our stdes ae fee
of chage for poental  particpants and
studyenrollees. Theunitdoesnotas-
sumetheroleofprimarycareprovider

for study particpants, and coordnates
carewitheachpatient'sprimarycare

provier: Physigars, ther saf o po
erid ermkess @ ad Asa Sogoa
orLonCrayat731-3184foradditonal
informationorappointments.

N\ J
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ACTU:StudiesforPersonswithoutHI\V

Safetyanddrug levelsofthree antiretroviral drugsinHIV negative persons (ACTG 5043). Treat-
mentwith:efavirenzfor10days;addamprenavirfor3days;thenaddindinavir,netfinavir, ritonavir,or

saquinavirfor 1week. Maineligibility: onnoothermedicationsandwithin20%ofideal bodyweight.

Paymentof $150foreachof3day-longvisits,and$150atendof study.

Carotid artery thicknessasa predictor of cardiovascularrisk (ACTG 5078). Ultrasoundteststo
measurearterythicknessinHIV-andHIV+participants. Mainrequirements: HIV-negative (orHIV+ona
proteaseinhibitor(Pl)orHIV+notonPl). $25paidforeachultrasoundtest.

Interactionsbetweenantiretroviraldrugsandcholesterol-loweringmedications (ACTG5108). Treat-
mentwithefavirenzornelfinavirwithsimvastatin,atorvastatin,orpravastatin. Maineligibility: onno
othermedicationsandwithin 30%ofidealbodyweight. Paymentof$250foreach of2or3night-long

visits,and$250atendofstudy.
Antiretroviral Studies
InitialtreatmentwithaPl-sparingregimen (ACTG5095). Subjectsarerandomlyassignedto3or4-

drugPl-sparingregimens(withZDV,3TCplusABCand/orEFV). Maineligibility:nopriorantiretroviral
treatment. Paymentforsomesub-studies.

Anti-HIV effects of structuredtreatmentinterruption (STI)and avaccine (ACTG 5068). Enrollees
onantiretroviraldrugshave STls,andeitherthe ALVAC-HIVVCP1452 (canarypox)vaccineoravaccine

placebo. Mainrequirements:subjectisonistantiretroviralregimen(unlessswitchedbecauseofside-

effects),noprioruseofabacavir. Paymentforsub-studies(menonly).

Studies of Complications of HIV

Preventing cytomegalovirus (CMV) organ damage with valganciclovir (ACTG 5030). Mainrequire-
ments:havingantibodiestoCMV, CD4cells<100,andaviralload>400. Paymentforsomeclinicvisits.

Carotid artery thicknessasapredictor of cardiovascularrisk (ACTG 5078). Ultrasoundteststo
measurearterythicknessinHIV-andHIV+participants. Mainrequirements: HIV+onaproteaseinhibi-
tor(Pl)orHIV+notonPl(orHIV-negative). $25paidforeachultrasoundtest.

Treatmentforincreasedinsulin (sugarhormone)and body fatlevels (ACTG 5082). 16-weektreat-
mentwithmetforminorrosigliizoneorbothorplacebodrugs. Allparticipantsgetbothdrugs2ndhalfof

study.Maineligibility:HIV+ increasedbloodinsulin,increasedbodyfat,andviralload<10,000.CTand

DEXAscansatentry,andweeks 16 & 32. $25 paid foreach CT and DEXAscan.

TreatmentofHIV-associated dementia(ACTG 5090). Selegilinetransdermalsystem (STS patch)ver-
suspatchplacebo.Allpatientsreceive STSpatchduring2ndhalfofstudy. Maineligibility: HIVdementia,
onantiretroviraldrugsforatleast8weeks. $20-$100paidforsometests.

Effectofanti-HIVdrugsonbrainfunctionand HIVinspinalfluid (ACTU 132). Studyinvolvesoneor
morelumbarpunctures(spinaltaps). Participantswillbe paid$100-$150foreachoftheseprocedures.

AssessmentofbrainfunctioninpersonslivingwithHIV (ACTU 232) . StudyinvolvesMagneticReso-
nance Imaging (MRI) scansatentryandweek8 (part2). Other subjectswillhave MRIsand lumbar
punctures. Reimbursementof$100for MRIsand $100-$125forlumbarpunctures.

ACTU web page: http://depts.u.washington.edu/actu

ACTU e-mail: actu@u.washington.edu
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Pediatric ADSdinical Trials Uhit Report:

Long termfol | ow up

study of childreninfected and affected by HV

uch progress has been made in the
M prevention, treatment and manage
ment of HIV infection in children over
the past 15 years. Since 1986, when the Ffirst
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 Mhan ARNP

Main Study Drug

Requirements or Topic Study Overview

Pediatric Antiretrovirals:

HIV-infected antiretroviral BMS-232632 A phase I/l open-label, pharmacokinetic and safety study of

naive and experienced (PACTG 1020A)

children aged 3 months to

21 years

HIV-infected Didanosine
antiretroviral naive Emtricitabine
and experienced Efavirenz
children aged 3 (PACTG 1021)

months to 21 years (soon to open)

novel protease inhibitor (BMS-232632) in combination
regimens in antiretroviral therapy (ART)-naive and
experienced HIV-infected infants, children, and adolescents.

Once daily dosing regimen for children who are either
absolutely naive to antiretroviral therapy, or have received
less than or equal to 56 days perinatal prophylaxis, or less
than 7 days of cumulative antiretroviral treatment. Subjects
must have screening plasma HIV-1 RNA levels >5000
copies/mL.
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Cohort 1: <16 years of age DMP-266
and able to swallow pills Nelfinavir
Cohort 2: > 3 month to <8 (ACTG 382)

years (suspension (Cohort 1 accrued)
(Cohort 2-strata 1 open)
(Children > 3 months to < 2

years of age)

Perinatal (Pregnancy And Newborn) Studies:

Nelfinavir, lamivudine,
zidovudine vs. nevirapine,
lamivudine ,zidovudine
(PACTG 1022)

(soon to open)

Pregnant HIV-infected
women

Increased calorie formula
(ACTG 247)

Newborn infants born to
HIV-infected pregnant
women

Pregnant HIV-infected
women

Oral zidovudine during labor
(ACTG 324)

No treatment
(ACTG 367)

Pregnant HIV-infected
women and their newborn
infants

Newborn infants born to ALVAC vCP1452 + AIDSVAX
HIV-infected pregnant B/B
women (PACTG 326)

No treatment
Perinatal Core Protocol
(PACTG 1025)
(soon to open)

HIV-infected women who
are pregnant and3 14
weeks gestation or who
have delivered aliveborn or
stillborn infant and are
within 7 days of delivery
and their infants

Adolescent Studies:

HIV-infected young
persons, 12-24 years of
age, and a history of at
least 4 weeks of Combivr
(Zidovudine and 3TC)
therapy prior study
enrollment

Pharmacokinetic study of
once versus twice daily
doses of Zidovudine and
lamivudine

(PACTG 1012)

(soon to open)

Effects of HAART on
immune reconstitution and
viral dynamics.

(ACTG 381)

(completely accrued)

HIV-infected young
persons, >8years up to 22
years of age, who did not
acquire infection perinatally

HIV-Infected young people
aged 9-18 years

Single dose study of
abacavir
(PACTG 1018)

Phase 1, open-label pharmacokinetic study of a new non-
nucleoside reverse transcriptase inhibitor given once daily in
combination with nelfinavir. Concomitant use of nucleoside reverse
transcriptase inhibitors are required, but are not supplied through
this protocol.

This is study will compare a protease-sparing antiretroviral
regimens with protease-inhibitor containing regimen in HIV-infected
women who are beginningantiretroviral therapy during pregnancy.
Women will be followed on the study for 2 years after delivery;
infants for 6 months after delivery

This is a randomized, double-blind, controlled study of an increased
caloric density formula and its effect on growth and nutritional status
of HIV-infected children. All infants born to HIV-infected women are
eligible for enrollment, however infants found to be uninfected will
be discontinued from the study.

This is a Phase | study of the safety, tolerance and
pharmacokinetics of zidovudine taken by mouth during labor by
HIV-1 infected women. The study is designed to find out if it is
possible to achieve the same blood levels of zidovudine when it is
given by mouth during as when given by IV during labor. Women
are enrolled after 34 weeks gestation.

This is a chart abstraction study to capture data about the clinical
management of HIV infection in pregnant HIV-1 women and their
infants. This information will be useful in the design of clinical trials
to treat HIV-l in pregnant women and to prevent transmission of
HIV-1 to infants.

This Phase | study of the safety andimmunogenicity of ALVAC
1452 vaccine + AIDSVAX B/B given to infants born to HIV-infected
women within 72 hours of birth. Infants receive additional
vaccinations at 4,8, and 12 weeks of life. 18 infants receive
vaccine, 6 receive placebo.

This is a prospective cohort study to obtain information about the
use, effectiveness, and safety of antiretroviral medications taken
during pregnancy for both mothers and their infants. Data will be
collected prospectively from the medical record and blood samples
will be stored. There are no treatments; procedures are blood
draws and questionnaire completion.

This is an open-label, cross over study to compare the amount of
zidovudine and lamivudine that get inside of a cell when the
medicines are given once a day and twice a day. Each subject will
take Combivir once a week for 7 days and then have blood levels
taken; for the next week the subject will take Combivir twice a day
and blood levels will be measured.

This is a non-randomized, observational study to define the immune
reconstitution that occurs following institution of Highly Active
Antiretroviral Therapy (HAART) in the recently infected adolescent.
The study objective is to determine if, controlling for viral load at
baseline, there is a positive correlation between baseline
immunologic status and the virologic and immunologic response to
HAART at 1, 2, and 3 years after initiation of HAART.

The purpose of this study is to determine if puberty has any effect
on the amount of abacavir in the blood of adolescents as compared
to adults. This information is necessary to find out the right dose of
medication for teenagers.
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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

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

Natural History Studies:

Varivax
(PACTG 265)

Pneumococcal conjugate
vaccine

(PACTG 1024)

(soon to open)

HIV-infected children
initiating open- label
HAART therapy

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

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

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

Infants of women who were
enrolled in treatment trials
during pregnancy; infants
and children enrolled in
ACTG treatment or vaccine
trials

Effects of HAART on
immune reconstitution
(P1006)

Purpose to obtain normal
ranges of lymphocyte
subsets in children.
(P1009)

Observational study-No
study treatment
(PACTG 1010)

(soon to open)

No medications-treatment
interruption protocol
(PACTG 1015)

(soon to open)

Observational study to look
for long term outcomes
(ACTG 219C)

This is a Phase I/Il study to evaluate how safe and immunogenicity
of varicella vaccine when given to HIV-infected children with
moderate immune suppression or HIV symptoms.

This study will evaluate the immune response to the newly licensed
pneumococcal conjugate vaccine as well as routine childhood
immunizations in HIV-infected children treated with HAART.

P1006 is a study designed to measure how well the immune system
recovers once aggressive antiretroviral medications are started. No
antiretroviral medications will be provided as part of this study.
Children will receive hepatitis A and tetanus vaccines as part of the
study; response to these vaccines will be used as a measure of
immune function.

P 1009 is an observational, cross-sectional study to obtain the
normal range of lymphocyte subsets in children. Study involves a
one time blood draw from children undergoing elective surgeries or
having blood taken for other non-illness associated purposes.

This is a 48 week study to describe changes in measures of body
composition in HIV infected children before and at 12, 24 and 48
weeks after beginning or changingantiretroviral therapy; and to
describe these changes in body composition.

The purpose of this study is to find out if brief intervals of stopping
treatment results in a stronger immune response to HIV in the child
and if this stronger immune response will help the child maintain a
low viral load withoutantirretroviral medications. The study will also
evaluate the effect of intermittent intervals of stopping treatment on
the development of drug resistant virus.

Open to all infants born to HIV-infected women after Jan.2000 and
children currently or previously participating in HIV treatment
protocols, including infants born to women who participated in a trial
during pregnancy. The purpose of the study is to determine late
effects of HIV therapies and HIV infection in children.
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HV Peeion &Vaoae Tk

in HIV vaccne  development

fer apapabe Iul in HV vaccne dever Vaccinescientistscontinuetostrugglewith
A opmentinthelate 1990s,wenowhave the quesion of what wil be the citeria for a
anabundance ofnewconstructsbe- “goodenough’vaccine,inthefaceofurgent
coming avalable  for cinical trials. The next humanneed? Protection, attenuation, de-
few years we anticipate fve to ten Phase | creasedtransmission? Andwhatisthebest
alswillbeconductedannuallyofinvestiga- thatwecanhopetoaccomplish? Strivingfor
tionalHIVvaccinesatdomesticandintema- theseanswersmayleadtoaparadigmshiftin
tional sites. The FHCRC/UW HIV Vaccine HIVvaccineresearch.
TrialsUnit(HV TU)willparticipateinmostof
these. ApartiallistingofscheduledHVTN Almostallofourstudiesinvolvehealthy, HIV
dnical s for 202 ed n Tabe 1 negativevolunteers. Ourvolunteersaremo-
tivatedtotakepartbecausetheyhopetomake
The curent chalenges ae to: animportantdifferenceinthefightagainst

HIV.Foreachstudyincluding12volunteers

» Continueinvestigationintonewandvaried )
from Seattle, wetypicallyneedtoscreen

vaccineapproaches i "
_ ) around30peopleintheclinicandenrollthe
* Cultivatevaccinesunderdevelopmentand studyovertwotothreemonths.
guidethemthroughhumantrialsefficienty
» Improveassessmentofimmunogenicity Curentl, — our unt is enoling  \ounteers  for

Protocol039,whichinvolvesahighdosere-
combinantcanarypoxvaccine,todetermine
theimmunogenicity range ofthe ALVAC-HIV
vaccine,whichhasbeenananchorvaccinein

our investigational regmens for severa years.

WearescreeningvolunteersforProtocol041,
whichinvolvesaGlaxoSmithKlineinvestiga-

* Identifycorrelatesofimmunity,andtore-
cruitasteadysupplyofvolunteers

Optimism has been both buoyed and de-
pressedbynewsofthesurvivaladvantageof
certainvaccinatedmacaquesafterpathogenic
SHIV challenge—on one hand, the monkeys
havebeensurviving;ontheotherhand, the

monkeyswerenotfullyprotectedagainstin- uQnglvamlngmgdeofa Nef-Tat fusmnpro—
, teinincombinationwith gp120subunitand
edmn :
anadjuvant.

WearealsoasiteforaMerckandCo.,Inc.
vaccinetrialofanHIV-1 gag DNAvaccine
boostedbyanadenovirus-5 gagvaccine. Our
studyforHIV positivevolunteersusingthe

sameHIV-1 gag DNAvaccinehasbeenfully

Frad Fluieninson Canear Resaaren Cariar

enrolledwith12volunteers.
Seattle HVTU Seattle HPTU
(HIV Vaccine Trials Unit) (HIV Prevention Trials Unit) oContributedbyMamie ElizagaMD
Protocol 203 Project Explore
Phase Il HIV Vaccine Phase 11B Counseling Study
Protocol 501 (coming 2002) VaxGen
Phase Il HIV Vaccine Phase Il HIV Vaccine
Merck 004 ) Reality Condom Study
Phase | HIV-Positive Vaccine Condom Acceptability Study
Merck 008 VISION
Phase | HIV-Negative Vaccine HIV Vaccine Readiness
Multiply Exposed Microbicide Study
HIV Exposed Seronegative Gel Safety

Lima, Peru
L HVTU & HPTU Site J

HVADS - 2nd Haf - 2001 page 48



Table 1. H V-1 vacci nes

in the

pi pel i ne for 2002

Vaccine

replicon, Clade C gag

Venezuelan Equine Encephalitis

Inventor/Developer

Alphavax

H'V Vaccine Trials Network (HVTN) clinical

trials

Clinical Trial Programs

US and South African HVTN
sites

Isolate

Modified Vaccinia Ankara-CCR5

Therion, John Sullivan

HVTN

MPL-like adjuvant

Nef-Tat fusion protein with gp120 in

GlaxoSmithKline

HVTN

Lipopeptides with ALVAC-HIV
(canarypox) boost

ANRS France, Aventis Pasteur

ANRS France, HVTN

Codon optimized HIV-1 DNA Harriett Robinson, Emory University HVTN
Modified Vaccinia Ankara Bernard Moss HVTN
Multiepitope peptides Epimmune HVTN
DNA vaccine with IL-12/Fc Dale and Betty Bumpers Vaccine VRC, HVTN

Research Center (VRC)

Tabl e 2.

Organization

HIV Vaccine Trials Network
(HVTN)

Active HVTN clinical

trials

Clinical Trials in Progress

Phase | high dose ALVAC 1452 canarypox
(Clade B)

Phase Il ALVAC vCP1452 + AIDSVAX B/B
prime-boost (Clade B)

Phase | ALVAC vCP1452 + MN rgp120
prime-boost, international sites (Clade B)

Comments

www.hvtn.org

International AIDS Vaccine
Initiative

Oxford, UK and Nairobi, Kenya Phase | trial
of HIVA DNA vaccine and HIVA MVA vaccine
regimen (Clade A)

Supports five partnerships to
develop clade A, C, and D
vaccines

www.iavi.org

Merck & Co., Inc.
Merck Research Laboratories

Phase | HIV-1 DNA gag + adenovirus HIV-1
gag boost (Clade B)

www.merck.com

VaxGen

Phase 111 rgp120 cocktails

AIDSVAX B/B; US, Canada, the Netherlands
(Clade B)

AIDSVAX B/E; Thailand C (Clade B, Clade E)

www.vaxgen.com

Dale and Betty Bumpers
Vaccine Research Center
(NIAID)

Phase | DNA vaccine with IL-2/Fc

www.niaid.nih.gov/vrc/

U.S. Military HIV Research
Program; Armed Forces
Research Institute of Medical
Sciences (AFRIMS); Thailand
HIV/AIDS Vaccine Evaluation
Group

Phase /Il ALVAC vCP1521 (Clade E) with
VaxGen B/E

Supports surveillance research,
the Rakai project, vaccine
development for Clades A, C and
E

www.hivresearch.org

r

HIV Prevention & Vaccine Trials Units
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