HIV/AIDS
Definition: Infection with human immunodeficiency virus (HIV) results in a variety of manifestations becoming progressively more severe over time and usually ending in death. AIDS, as defined by CDC, includes HIV-infected persons with severe immunodeficiency (CD4 lymphocyte count <200 cells/μl or <14% of total lymphocytes) and/or one of 26 opportunistic infections (e.g., Pneumocystis carinii pneumonia), neoplasms (Kaposi’s sarcoma) or other indicator conditions (e.g., wasting syndrome).
 ICD-9 codes 042, 043.1, 043.3

Summary

In 2000, 416 AIDS cases were diagnosed among Washington State residents, for an annual incidence rate of 7.1 per 100,000.  The dramatic declines in AIDS incidence and AIDS deaths seen in the mid-1990s appear to have leveled off in the past two years.  These declines are attributed primarily to new antiretroviral drugs that slowed the progression of HIV infection.  While the majority of AIDS cases continue to be in men who have sex with men, the proportions of cases in women, people of color, and those infected through injection drug use or heterosexual contact have increased.  It is estimated that approximately 12,000 people in Washington are living with HIV infection.

Time Trends
The first AIDS case in Washington was reported in 1982.  Through 1993, AIDS incidence increased steadily, although the rate of increase slowed over time.  In 1994, cases decreased for the first time, an effect that was at least partially due to and expansion of the AIDS case definition in 1993 to include severe immunodeficiency in the absence of and AIDS-indicator disease.  As a result, cases were reported earlier in the course of HIV infection.  In addition, the decrease in AIDS cases in 1994 occurred principally among men who have sex with men (MSM) and probably reflects a decline in risk behaviors and HIV acquisition occurring eight to 10 years earlier.  The dramatic decline in AIDS incidence beginning in the mid-1990s reflects advances in antiretroviral therapies and prophylaxis for opportunistic infections, which slow the progression of HIV to AIDS.  The effects of these treatments were also evident in reduced mortality among AIDS patients beginning in 1995. 
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For the year 2000, 416 AIDS cases were diagnosed in Washington residents and reported as of July 31, 2001.  Because of a lag in reporting, this number is provisional and is expected to increase somewhat (see Technical Notes).  However, the number of cases diagnosed in 2000 is already higher than the 362 cases diagnosed in 1999.  This increase could be caused by a number of factors, including reaching the limits of the currently-available treatments, development of treatment-resistant HIV strains, inadequate access to or adherence to treatment, and possible increases in new HIV infections in some risk groups.  The increase may also be due, in part, to the improved laboratory-based surveillance that was initiated when reporting for non-AIDS HIV infection began in September 1999.  The end of the downward trend in incidence is consistent with the national trend in AIDS incidence.
  The decline in AIDS deaths has also slowed, both nationally and locally.  In Washington, deaths declined 31% between 1997-98 and 11% between 1998-99.

Year 2000 and 2010 Goals
More than a decade ago, when the Healthy People 2000 goal for AIDS (43.0 cases per 100,000) was set, there was an expectation that AIDS incidence would increase much more dramatically than it did.
  A combination of successful prevention efforts in some communities and the advent of effective antiretroviral therapy brought about declines in AIDS incidence in the early to mid-1990s both nationally and in Washington.  The annual incidence rate for Washington in 2000 was 7.1 cases per 100,000 compared to 12.0 cases per 100,000 in 1990.  The Healthy People 2010 goal is 1.0 AIDS case per 100,000.

While AIDS case data are useful for describing people who were diagnosed too late to benefit from treatments, people who did not seek or had no access to care, and people for whom treatment failed, they are not adequate for describing the underlying incidence of new HIV infections.  It is this incidence measure that is most important in designing and evaluating HIV prevention efforts.  As the remaining few states implement HIV infection reporting, it is expected that this goal will be modified to describe reductions in HIV incidence.
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Other Healthy People 2010 goals related to HIV/AIDS are not yet fully developed and will be published later.  These include reductions in AIDS case numbers in specific high-risk populations; reductions in deaths from HIV infection; increases in the proportion of sexually active persons who use condoms and in the proportion of HIV-infected individuals who know their serostatus; and integration of HIV education and testing services with prison health programs and sexually transmitted disease (STD) clinics.  

Geographic Variation
From 1998 to 2000, Washington’s largest urban center, King County, had the highest average annual AIDS incidence rate among the populous counties in the state (13.2 cases per 100,000), followed by Pierce County (7.3 cases per 100,000).  When high rates occur in rural counties, they are usually based on small numbers and are apt to fluctuate widely from year to year.  No cases were reported from Asotin, Columbia, Douglas, Garfield, Lincoln, Pend Oreille, and Skamania counties.

Urban and Rural
AIDS case rates are higher in urban areas, both nationally and in Washington.  This is primarily because of the higher concentrations of people with high-risk behaviors, such as MSM and those who inject drugs, in urban population centers.  Greater prevalence of disease in urban areas also contributes to increased likelihood of exposure.

Over time, the proportion of AIDS cases diagnosed outside King County has increased from 29% of cases diagnosed between 1988-90 to 43% of cases diagnosed between 1998-2000.  While case loads may be smaller, rural areas face challenges providing adequate prevention services to high-risk populations that are often difficult to identify, as well as providing adequate medical care and services to those known to be infected.

Age and Gender

HIV and AIDS case rates in all age groups are higher in men than in women.  There have been very few perinatally-acquired AIDS cases in Washington.  The cumulative total of perinatal cases is 30 and only two of these occurred between 1998-2000.

In Washington, 92% of all adult/adolescent AIDS cases have been diagnosed among men.  In recent years, cases among both men and women have declined, but the drop has been more rapid in men than in women.  As a result, women account for an increasing proportion of AIDS cases.  Of all AIDS cases diagnosed between 1988-90, women accounted for 4% compared to 13% between 1998-00. 
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Race and Ethnicity

The 2000 US census allowed reporting of more than one race per person, but the HIV/AIDS surveillance system only records one race.  For this reason, current AIDS incidence rates by race were not developed for this report.   However, other reports have been developed by the Department of Health using census estimates (Annual Communicable Disease Report, 2000 and the Washington State HIV/AIDS Epidemiologic Profile, 1998 and updates).  These reports demonstrate higher disease rates in racial and ethnic minorities, particularly in women.   Among men diagnosed with AIDS from 1998-2000, 72% were white, 13% were black, and 11% were Hispanic.  Among women diagnosed in the same period, 44% of cases were white, 35% were black, and 11% were Hispanic. 

Income and Education

Case reports for HIV/AIDS do not include information about income and education.

Other Measures of Impact and Burden

HIV seroprevalence and seroincidence.  Estimates based on CDC projections suggest that between 9,000 and 14,000 Washington residents were living with HIV infection in 1995, including those diagnosed with AIDS.
  Surveillance for cases of HIV infection which had not progressed to AIDS was initiated in Washington in September 1999.  As of July 31, 2001, 2,618 HIV, non-AIDS cases had been reported.  While these data are considered to be incomplete and further evaluation is needed,
  preliminary analyses indicate that the distribution of recently-diagnosed HIV cases is similar in terms of race and ethnicity to recently diagnosed AIDS cases whereas higher proportions are women, individuals under the age of 30, and residents of King County at time of diagnosis.  

Anonymous seroprevalence studies at sexually transmitted disease clinics in King County show different trends in HIV seroprevalence by risk population.  Seroprevalence among MSM declined from 36% for all MSM in 1988-89 to 5% in 1996-97, then increased to 6% in 1998 and 11% in 1999.
  The rise observed in 1998-99 is statistically significant and may be a reflection of increasing HIV transmission.  HIV prevalence remained low in every survey period among women and heterosexual men without a history of injection drug use.  Among injection drug users and their heterosexual partners, seroprevalence was 3% or less in every survey period.

HIV incidence (which gives information about those who are newly infected) was estimated by testing HIV- positive stored serum specimens from publicly-funded HIV test sites and the STD Clinic in King County a new laboratory technique called STAHRS (see Technical Notes).  Estimated incidence rates were highest in MSM with trends over time indicating decreases until 1996-97 and some recent increase in 1998-99.  HIV incidence in MSM was substantially higher than that in women and heterosexual men.

Quality of life.  Both before and after the onset of AIDS, HIV infection can cause significant morbidity from a variety of infectious diseases, cancers, and other illnesses.  In people receiving antiretroviral therapy, the high cost of treatment, the rigorous daily medication schedules, and the uncertainty of continued treatment success can impose substantial financial, physiological, and psychological burdens.  In those who fail to respond favorably to treatment or for whom the side effects are intolerable, the anticipation of chronic illness and untimely death and the fear of social stigmatization can lead to a sense of personal isolation, depression, anxiety, and other psychological sequelae.

Costs of care.  Because of recent advances in diagnostic tests and therapies, estimated lifetime costs of health care associated with HIV have grown from $55,000 to $155,000 or more per person.
  Data from the Washington Comprehensive Hospital Abstract Reporting System (CHARS) show that the total number of HIV-related hospital admissions as well as the number of people requiring hospitalization for HIV-related conditions declined in 1995.
  However, the number of admissions per patient and average length of stay have not changed significantly since 1995 and, although hospital charges declined between 1995-98, they increased 24% between 1998-99 to approximately $9.5 million.  The proportion of discharges for which Medicare or Medicaid was the primary payer rose from 46% in 1995 to 65% in 1999.

Mortality.  In 1999, HIV was the fifth leading cause of death among Washington men 35-44 years of age, accounting for 4% of deaths and the sixth leading cause of death among men 25-34, accounting for 3% of deaths.  Among women 25-34 years of age, HIV was the sixth leading cause of death, accounting for 3% of deaths.

Risk and Protective Factors

Sexual intercourse.  While HIV can be transmitted by a single act of sexual intercourse, it is not transmitted with every act of sexual intercourse.  The risk of HIV transmission during unprotected sexual intercourse with a seropositive person has been estimated to range from 1 in 10 acts to 1 in 1,000.  Risk is greater for anal and vaginal intercourse compared to oral sex; in the presence of other sexually transmitted diseases; for receptive or female partners compared to insertive partners; and for people with multiple partners.  Correct and consistent use of latex condoms virtually eliminates the sexual transmission of HIV.

Sharing drug injection equipment.  HIV can be transmitted through the use of HIV-contaminated needles and syringes and sharing other injection equipment such as cookers and cottons.  Next to stopping the practice of injecting drugs, the consistent use of new or unshared equipment is the most effective method of reducing the risk of HIV infection.  Proper cleaning and disinfection of all equipment associated with needle use can also reduce the risk.

Maternal transmission.  HIV can be transmitted to the fetus during pregnancy or to the infant during or shortly after birth.  The rate of transmission in pregnant women not receiving the antiretroviral drug zidovudine (AZT) or other recommended drugs has been estimated at 25-30%.  Early identification of the mother’s HIV infection and proper treatment can reduce the number of HIV-infected infants by two-thirds.

Other transmission routes.  Transmission of HIV through blood transfusions and improper or accidental breakdown of infection control practices is rare due to comprehensive screening of blood products and improved infection control practices and safer medical devices.

High Risk Populations

Men who have sex with men (MSM).  Researchers estimate that MSM, including both gay and bisexual men, still account for 42% of new HIV infections annually in the United States.  Several recent studies have pointed to high and increasing levels of sexually transmitted diseases among MSM, as well as increases in unprotected anal intercourse.  These behaviors will facilitate increased spread of HIV.

Washington data mirror these national trends.  While the proportion of AIDS cases due to MSM has declined over time, from 75% of cases diagnosed in 1988-90 to 56% of cases diagnosed between 1998-2000, MSM still make up the highest proportion of Washington AIDS cases.  Sexually transmitted disease rates, particularly rates of primary and secondary syphilis in Seattle-King County, have risen precipitously among MSM in the past several years.  Behavioral studies conducted in King County indicate that MSM continue to participate in high risk behaviors, including unprotected anal sex, sex with partners of unknown HIV status, and use of drugs such as crystal methamphetamine while having sex.6 
Substance abusers.  The proportion of AIDS cases due to injection drug use has been increasing over time, from 6% of AIDS cases diagnosed from 1988-90 to 13% of cases diagnosed from 1998-2000.  In addition to injection drug use, other substance use may contribute to transmission of HIV.  People with impaired decision-making abilities, whether because of legal drugs such as alcohol or illegal drugs such as methamphetamines and cocaine, are at increased risk for engaging in unsafe sexual behaviors such as exchanging sex for drugs, having anonymous sex partners, not using condoms, and not seeking medical treatment for disease symptoms.  Sexual partners of substance abusers are also at increased risk for the infections contracted by their substance-abusing partners.
Heterosexual partners of MSM and Injection Drug Users.  The proportion of AIDS cases due to heterosexual transmission has been increasing over time from 2% of AIDS cases diagnosed in 1988-90 to 10% of cases diagnosed  in 1998-2000.  About half of AIDS cases in women are attributed to heterosexual transmission.  This figure is  probably an underestimate because in order to be classified as due to heterosexual transmission, the HIV status and/or risk of the partner must be known, and women are often unable to provide this information about their sexual partners.
People of color.  AIDS case rates are higher among blacks, American Indians/Alaska Natives, and people of Hispanic origin than among whites.  People of color, particularly blacks and Hispanics, have accounted for an increasing proportion of AIDS cases over time.  In cases diagnosed in 1988-90, 8% were black and 4% were Hispanic compared to 16% and 11%, respectively, in 1998-00. 

Intervention Strategies 

Providing comprehensive sex education for youth and improving communication about sex and access to health care in general are important strategies to help individuals achieve and maintain good sexual health.  These strategies are described in the Sexual Behavior chapter.  Efforts to include specific high-risk populations in HIV prevention interventions include the following:
Targeted interventions for specific high-risk populations.  To be most cost-effective, interventions need to be directed towards people whose behavior or personal circumstances place them at increased risk for infection with HIV or other sexually transmitted diseases.  The Centers for Disease Control and Prevention (CDC) has summarized the common elements of successful interventions.
  These include having a clearly defined audience; having goals and objectives with a basis in sound behavioral and social science theory; having a focus on reducing specific risk behaviors; having opportunities to practice relevant skills; and including a broader context relevant to the risk population.  

Prevention efforts also depend on the widespread availability and promotion of protective devices and equipment, such as sterile syringes and other injection equipment and latex condoms.  Because infection with other sexually transmitted diseases can facilitate transmission of HIV, effective control of these diseases is also an important prevention strategy for HIV.

Knowledge of HIV serostatus.  In 2001, the CDC published a Five-Year HIV Prevention Strategic Plan, with a focus on cutting HIV infections in the US by half, from the current estimate of 40,000 annual new infections to 20,000.  One important goal of the plan is to increase the proportion of HIV-infected individuals who know their serostatus from the currently-estimated 70% to 95%.  This is a challenging goal given the CDC estimate that nearly 300,000 Americans who are HIV positive are unaware of their infection.
  

Interventions for HIV positive individuals.  Another part of the CDC’s Strategic Plan, supported by the “No Time to Lose” report from the Institute of Medicine published in 2000 involves intensifying prevention interventions to those known to be HIV-infected.
  In the past, concerns about increased discrimination, prejudice, and stigma have stood in the way of directing adequate prevention efforts to this population.  However, more people infected with HIV are living longer, healthier lives, creating more opportunities for them to transmit the virus and more challenges associated with maintaining behavior change.  These factors make this population an important one to reach.  For those who are HIV-infected, integration of prevention services and care services will help provide individuals with the skills they need to maintain prolonged behavior changes and effective treatment which may reduce infectiousness by lowering HIV viral load. 

Surveillance to better describe the populations most at risk.  The advent of effective treatments and subsequent declines in the occurrence of AIDS and death meant that AIDS case reporting was no longer sufficient to track the magnitude or distribution of HIV infection.  As a result, reporting of all HIV infections, not just the late stage of AIDS, was instituted in September, 1999.  It will be important to continue to monitor data describing individuals at all stages of disease including AIDS in order to identify where to direct HIV prevention and care services and to evaluate their effectiveness.   Because there are limitations to the HIV reporting system that make it difficult to differentiate those cases with recent (incident) HIV infection, it will also be important to broaden the scope of HIV incidence studies which as yet have been conducted primarily in King County in limited populations. 

See related chapters on Sexual Behavior and Sexually Transmitted Diseases.

Data Sources

State HIV/AIDS Data:  Washington State Department of Health, Infectious Disease and Reproductive Health Assessment Unit.

National AIDS Data:  Centers for Disease Control and Prevention, Divisions of HIV/AIDS Prevention

State Death Data:  Washington State Department of Health, Center for Health Statistics

State Hospitalization Data:  Washington State Department of Health, Office of Hospital and Patient Data Systems

For More Information

Washington State Department of Health, Infectious Disease and Reproductive Health Assessment Unit, (360) 236-3455.

Technical Notes

Year of diagnosis vs. Year of report:  Year of diagnosis indicates the time at which an individual develops the condition(s) that meets the AIDS case definition.  Year of report indicates the time at which an AIDS case report is filled out by a health care provider and sent to the health department.  There can be a delay between the time that someone meets an AIDS case diagnosis and the time that the case is reported to the health department; consequently, it is believed that Year of Diagnosis is a better indicator of epidemiologic trends in disease occurrence.

STAHRS:  Known as the Serologic Testing Algorithm for Recent HIV Seroconverion (STAHRS), this method uses a less sensitive EIA test (LS-EIA) for HIV antibody in addition to the standard EIA test.  A blood specimen testing positive on the standard EIA test and negative on the LS-EIA indicates recent (within about 140 days) HIV infection.  Using a mathematical formula, this information can be used to calculate annual incidence rates.
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