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Background
 
The Governor’s Advisory Council on HIV/AIDS conducted a public forum in Bellingham on 
September 12, 2006.  The forum was conducted to assess current HIV/AIDS prevention and 
treatment services in the five counties (Whatcom, Island, San Juan, Skagit and Snohomish) of 
northwest Washington and to help determine whether those services are meeting the needs of 
area residents, particularly in the Native American communities. (A meeting agenda with a list of 
forum participants is attached as Appendix A.) 
 
Summary of Key Findings
 
As of August 31, 2006, Region 3 had 781 presumed living cases of HIV/AIDS. As of August 31, 
2006 there were 9311 persons living with HIV/AIDS in Washington State. This number has been 
increasing about 5% annually since effective treatments became available.   
 
Newly diagnosed cases of HIV infection in the five counties of AIDSNET Region 3 (northwest 
Washington,) were averaging 45-55 a year in 2000-2004, but increased to over 60 new cases in 
2005.  This spike in new cases—while alarming—is not yet indicative of a trend of rising HIV 
infections.  Epidemiologists caution that when the actual number of cases is small, as it is in 
Region 3, more time is required to determine whether the increase is an aberration, or an 
indication. 
 
While the majority of the newly diagnosed cases are among men who have sex with men, 
women represent 21% of the new cases—a proportion higher than the state as a whole. Most of 
the cases among women are the result of exposure through heterosexual contact, again a higher 
proportion than statewide. The partners of these women are likely to report injection drug use; or 
identify themselves as bisexuals.  A majority of the new cases (63%) are 30-49 years of age. 
 
As is the case statewide, the majority of those living with HIV/AIDS in Region 3 are white.  
Blacks represent 9% of the cases, yet they make up only 1% of the region’s population.  The 
infection rate among blacks is seven times higher than among whites.  
  
Region 3 has 12 tribes, the state’s second highest proportion of Native Americans and Alaska 
Natives.  Their infection rate is twice that of whites.  A higher percentage of Native American 
and Alaska Native cases are among women, and the result of exposure through injection drug 
use. 
 
 
 

 1



Provider Services and Access to care for HIV+’s 
 
As is the case statewide, public dollars in the region available for HIV prevention, treatment and 
care services are shrinking and are not keeping up with the increasing numbers of persons living 
with HIV/AIDS.   
 
But the care infrastructure in northwest Washington—while squeezed—is solid.  There is 
excellent cooperation and coordination between county health departments; the Evergreen AIDS 
Foundation; the tribes; and Bellingham’s Title III funded clinic—the Interfaith Community 
Center—which is considered an essential leg in the region’s care infrastructure. 
 
Region 3 is trying to better target its shrinking prevention dollars, by more aggressively seeking 
to test among people at the highest risk.   
 
There is a belief among providers that public dollars could be better utilized if monies were 
awarded directly to the counties instead of filtering through the state; but this may be 
problematic given the status of current state and federal laws governing the funding mechanisms.  
(A further discussion of this point is found in the “Complete Findings” section of this report.) 
 
Funding issues aside, the biggest barrier to prevention and care services is a “barrier of fear,” 
grounded in the religious and cultural values of the mostly rural region.  There are other issues. 
 
As elsewhere in the state, many people with HIV, who are dependent on the public infrastructure 
for assistance, have multiple other health problems; such as drug use, mental health or 
developmental disabilities. 
 
As in other rural areas, transportation is a barrier to care, with many unable to afford private 
transportation and limited and difficult public transit options. 
 
Access to both mental health and dental providers is difficult. 
 
There are too few Medicare and Medicaid providers—with low reimbursement rates cited as the 
reason.  For clients of the Early Intervention Program (EIP,) and the uninsured, referrals to 
specialists are virtually impossible. 
 
Some Region 3 patients prefer to seek treatment in Seattle (at Harborview) because of the stigma 
of seeking care in their own smaller communities and perceptions that care in Seattle may be 
better. 
 
There was praise for the Snohomish County Health department’s case management efforts, but 
concerns that an increasing caseload has now mandated that it no longer serve Region 3 clients 
who don’t actually reside within the county.  This creates a “funding silo” which shuts out some 
rural clients. 
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While there was near universal praise for the region’s Title III clinic (Interfaith Community 
Center,) testimony was received that waits for providers at the center are too long; that there are 
not enough doctors or dentists; and that it is unable to respond to emergencies.  The region’s 
AIDS service organization (Evergreen) was lauded but, in one instance, was also criticized as 
disorganized; unresponsive; and failing in individual instances to provide adequate case 
management.  “Should the region not have a standard of care?”   
 
There was also testimony that the region’s planning council and one of the region’s care 
consortia are not representative of real consumers, and that GACHA itself did not devote enough 
of its forum time to communicate with consumers.  (All public testimony is included as 
Appendix B.) 
 
In a written response (Appendix C) to the public testimony, the Interfaith Community Health 
Center noted that its policies prohibit public comments on individual patient complaints, but 
Interfaith stated it regularly monitors the quality of its care through a Continuous Quality 
Improvement program (CQI.) The CQI tracks multiple service indicators including patient 
satisfaction, health and safety issues, access to care and ease of making appointments.  If data 
indicates the center is falling below standards, improvements are implemented. 
  
The Region 3 Planning Council does include consumer representatives as well as non-conflicted 
community representatives.  Consortia within the region are involved in discussions aimed at 
increasing consumer representation. 
 
HIV in the Native American Communities
 
Within the Native American communities, there is only “vague” awareness of HIV.  HIV 
remains stigmatized; so much so that most tribe members prefer to seek services elsewhere, such 
as the Interfaith clinic or through Evergreen.  Alcoholism is a contributing factor to HIV 
infection within the communities. 
 
Those providing HIV services within the communities believe more HIV testing, particularly 
among women, is critically needed. 
 
Given limited resources, it is difficult for an individual county, particularly a small county which 
may have four tribes within its jurisdiction, to effectively serve the Native American community.  
A regional effort would be a more beneficial approach. 
 
The Lummi Nation does not spend any of its own health care funds on HIV prevention or care, 
citing the demands of other health issues such as diabetes and alcoholism.  The HIV budgets of 
other tribes were not determined. Some of the tribes are working together on HIV and other 
health issues; but overall there is no coordinated effort. 
 
Grants would be helpful to address these issues in the Native American community, but those 
available are too large for individual tribes to successfully win.  Smaller-need grants could help 
fill the void. 
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In later discussions, it was learned that Project Red Talon, a Portland-based Native American 
organization does provide some regional coordination for the tribes but the extent of the project 
was not determined. 
 
Other Issues 
 
All five counties within the region offer needle exchange programs, but none are pharmacy 
based. 
 
There is quiet resistance to HIV testing in jails, because that would mandate treatment and the 
funds are lacking to provide it. 
 
Recommendations
 
1. The governor should facilitate coalition building among the state’s Native American 

tribes. A region-wide approach would allow the state’s tribes to coordinate HIV prevention 
and care efforts and allow them to potentially compete more successfully for federal grants 
which could provide funds, in particular, for more testing. 

2. GACHA should request a briefing from Project Red Talon to learn more of their 
activities and how it may be of assistance to the governor’s potential efforts and to all 
tribes in the state. 

3. DOH should closely monitor the 2006 epidemiologic data in Region 3 to determine if the 
recent rise in HIV infections is a one-time spike, or representative of a trend.  

4. GACHA encourages consumer representation and participation on the Region 3 
Planning Council and at the region’s consortia.  Specifically, GACHA believes 
community planning benefits from the experiences and perspective of consumers.  

5. Reimbursement rates by Medicare, Medicaid to primary care providers should be 
increased. The increasing number of providers not accepting Medicaid or Medicare-only 
patients has a major impact on access to care particularly in non-urban areas.  

6. Consideration of expanding EIP coverage to medical specialists that are frequently 
required in the care of HIV such as liver specialists and neurologists should be 
investigated.  Access to specialty care is an increasing problem for Medicare and EIP clients.  

7. As future funding decisions are made, consideration should be given to the impact on 
rural areas in which current allocations are creating regional “funding silos” within the 
state, fragmenting care and prevention services.  

 
Complete Findings
 
The epidemiologic trends in the region and state are included as an attachment to this report 
(Appendix D.) 
 
Both statewide and in Region 3, public dollars have not kept up with the increasing numbers of 
persons presumed living with HIV/AIDS.  
 
Region 3’s combined state (omnibus) and federal (CDC) HIV prevention grant funding peaked 
in 2002 at $1,306,354.  In 2006 the total amount was $1,149,502, or 12.0 % less than in 2002.  
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Region 3 state HIV prevention grant funding was basically “flat” throughout all of the 1990’s.  
Between 1999 and 2006 the region saw 11.33% reduction in state grants.  Between the combined 
grants peak year of 2002 and 2006 there was a 9.32% reduction. Region 3 federal (CDC) HIV 
prevention grant funding grew slowly at first, then more rapidly at various times since 1994 with 
the implementation of CDC’s national initiative for community prevention planning.  It peaked 
in 2002 but declined 19.52% since then (as of 2006).  
 
Statewide, as of August 31, 2006 there were 9311 persons presumed living with HIV/AIDS.  
This number has been increasing about 5% annually since effective treatments became available, 
while funding has been declining.   
   
Statewide, the total of all public (state and federal, including Ryan White) dollars for HIV/AIDS 
prevention and care declined 3% in SFY06.  (From $50.8 million in SFY05, to $49.1 million in 
SFY06.) Sixty-one percent of the public dollars in SFY06 were direct federal funds (down from 
62 % in SFY05,) 32% were state funds (down from 33 %,) and 7 % were local funds (up from 5 
%,) although these local funds included Ryan White Title I federal funds. (No Title I funds are 
spent in Region 3.) Title III funds are spent in Region 3, and Interfaith, the Title III clinic, 
absorbed a 2.5% reduction in its 2006-7 grant award.  But in 2006 (to date,) the numbers of 
patient contacts at the clinic are below 2005 numbers.   
 
In spite of these funding reductions, the care infrastructure in northwest Washington, while 
squeezed, is solid.  There is excellent cooperation and coordination between county health 
departments; the Evergreen AIDS Foundation; the tribes; and Bellingham’s Title III funded 
clinic—the Interfaith Community Center—considered an essential leg in the region’s care 
infrastructure. 
 
Region 3 is trying to target its shrinking prevention dollars better, by more aggressively seeking 
to test among people at the highest risk.  It’s believed that when the numbers of infections are 
small, as in Region 3 that proven “retail” intervention works best as opposed to community 
based efforts. 
 
There is a belief among providers that public dollars could be better utilized if monies were 
awarded directly to the counties instead of filtering through the state, which is a slow process, 
but may be an unavoidable one, as is discussed below. 
 
The funding structure for the state and the region’s HIV/AIDS program is complex and dictated 
by existing state and federal law.  State and federal funds are distributed by the state Department 
of Health through the Regional AIDS Service Network (AIDSNET) system as established in 
Chapter 70.24 of the Revised Code of Washington.  These funds are then contracted to the lead 
health department in each region, and then sub-contracted to other local health jurisdictions and 
community-based organizations within the region. 
 
The original Ryan White CARE Act required that a consortium of service providers be 
established to identify needs and plan for the use of federal funds for HIV/AIDS care services.  A 
“lead agency” is identified in each consortium to administer and sub-contract funds.  The 
Department of Health contracts directly with the lead agency.  One or more consortia are 
established in each region.  Region 3 has two consortia – one serving Snohomish County with 
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the Snohomish Health District serving as the lead agency, the other serving Island, San Juan, 
Skagit and Whatcom counties, with the Evergreen AIDS Foundation serving as lead. 
 
Funding issues aside, the biggest barrier to prevention and care services is a “barrier of fear,” 
founded in the religious and cultural values of the mostly rural region. The stigma of HIV is a 
barrier to effective prevention efforts.  In the region’s schools, discussion of sex is taboo. 
 
Time and capacity of providers are barriers to accessing care.  The separate informed HIV 
consent process has contributed to this time constraint, but the new DOH regulations should ease 
this.  Interfaith doctors can not treat in hospitals.  
 
As elsewhere in the state, many people with HIV who are dependent on the public infrastructure 
for assistance have multiple other issues, such as drug use, mental health or developmental 
disabilities. 
 
As in other rural areas, transportation is a barrier to care with many unable to afford private 
transportation and limited and difficult public transport options. 
 
Access to both mental health and dental providers is difficult. 
 
Poverty itself is a barrier to care.  Access to affordable housing is an issue.  There are too few 
Medicaid and Medicare providers, with low reimbursement rates cited as the reason.  For the 
uninsured, referrals to specialists are virtually impossible. 
 
Some Region 3 patients prefer to seek treatment in Seattle (at Harborview) because of the stigma 
of seeking care in their own smaller communities, and perceptions that care in Seattle may be 
better. 
 
While there was near universal praise for the region’s Title III clinic (Interfaith Community 
Center,) testimony was received that waits for providers at the center are too long; that there are 
not enough doctors or dentists; and that it is unable to respond to emergencies.  The region’s 
AIDS service organization (Evergreen) was lauded but, in one instance, was also criticized as 
disorganized; unresponsive; and failing in individual instances to provide adequate case 
management.  “Should the region not have a standard of care?”   
 
There was also testimony that the region’s planning council and one of the region’s care 
consortia are not representative of real consumers, and that GACHA itself did not devote enough 
of its forum time to communicate with consumers.  (All public testimony is included as 
Appendix B.) 
 
In a written response (Appendix C) to the public testimony, the Interfaith Community Health 
Center noted that its policies prohibit public comments on individual patient complaints, but 
Interfaith stated it regularly monitors the quality of its care through a Continuous Quality 
Improvement program (CQI.) The CQI tracks multiple service indicators including patient 
satisfaction, health and safety issues, access to care and ease of making appointments.  If data 
indicates the center is falling below standards, improvements are implemented. 
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 The Region 3 Planning Council does include consumer representatives as well as non-conflicted 
community representatives.  The North Counties consortium is involved in discussions aimed at 
increasing consumer representation on its panel. 
    
There was praise for the Snohomish County Health department’s case management efforts; but 
concerns that an increasing caseload has now mandated that it no longer serve Region 3 clients 
who don’t actually reside within the county.  There was a call for a ‘standard’ of care within the 
region. 
 
HIV in the Native American Communities
 
A May 2006 HIV Prevention Needs assessment conducted by the National Native American 
AIDS Prevention Center within the Lummi Nation found the community only “vaguely” aware 
of HIV issues. HIV remains stigmatized; so much so that most tribe members prefer to seek 
services elsewhere, such as the Interfaith clinic or through Evergreen.  Alcoholism is a 
contributing factor to HIV infection within the communities. 
 
One new health program, “Ti-chee,” has been launched to assist Native HIV+ clients “achieve 
their spiritual, emotional, physical, and mental well being” through a series of seminars and in-
office consultations and a 24-hour support line. 
 
Those providing HIV services within the communities believe more HIV testing, particularly 
among women, is critically needed. 
 
It is difficult for an individual county, particularly a small county which may have four tribes 
within its jurisdiction, to effectively serve the Native American community given limited 
resources.  A more beneficial approach may be a regional effort. 
One tribe, the Lummi Nation, does not spend any of its own health care funds on HIV prevention 
or care, citing the demands of other health issues such as diabetes and alcoholism.  The HIV 
budgets, if any, of other tribes were not determined. Some of the tribes are working together on 
HIV and other health issues, but not all.  There is no coordinated effort. 
 
Grants would be helpful to address these issues in the Native American community, but those 
available are too large for individual tribes to successfully compete.  Smaller-need grants could 
help fill the void. 
 
Other Issues 
 
All five counties within the region offer needle exchange programs, but none are pharmacy 
based. 
 
There is quiet resistance to HIV testing in jails, because that would mandate treatment and the 
funds are lacking to provide it. 
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