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Detailed requirements for repor ng of communicable diseases including HIV/
AIDS are described in the Washington Administra ve Code (WAC), sec on 246-
101 (h p://apps.leg.wa.gov/WAC/default.aspx?cite=246-101). 
  
Washington health care providers are required to report all HIV infec ons, 
regardless of the date of the pa ent’s ini al diagnosis, to the health department. 
Providers are also required to report new diagnoses of AIDS in a person 
previously diagnosed with HIV infec on. Local health department officials 
forward case reports to the Department of Health. Names are never sent to the 
federal government.  
  
Laboratories are required to report evidence of HIV infec on (i.e., posi ve 
western blot assays, p24 an gen detec on, viral culture, and nucleic acid 
detec on), all HIV viral load tests (detectable or not), and all CD4 counts in the 
se ng of HIV infec on. If the laboratory cannot dis nguish tests, such as CD4 
counts, done due to HIV versus other diseases (such as cancer), the CD4 counts 
should be reported and the health department will inves gate. However, 
laboratory repor ng does not relieve health care providers of their duty to 
report, as most of the cri cal informa on necessary for surveillance and follow-
up is not available to laboratories.   
  
For further informa on about HIV/AIDS repor ng requirements, please call your 
local health department or the Washington State Department of Health at  
888-367-5555. In King County, call 206-263-2000. 

HIV/AIDS Reporting 
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HIV/AIDS Epidemiology Unit, Public Health – Sea le & King County and the 
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Alternate formats provided upon request. 
 
To be included on the mailing list or for address correc ons,  
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Executive 
Summary 

MMee ng World Health Organiza on (WHO)  
90-90-90 Objec ves 
The WHO has established a goal of ensuring that 90% of 
all persons infected with HIV (PLWH) know of their 
infec on, that 90% of diagnosed persons (PLWdH) are on 
an retroviral therapy (ART), and that 90% of those on 
ART are virally suppressed. If each of these objec ves is 
met, 73% of PLWH and 81% of PLWdH will be 
suppressed. In Washington State, we es mate 90% of 
PLWH are diagnosed and 90% of PLWdH are in care and 
79% of PLWdH are virally suppressed. In 2015, King 
County became the first urban county in the US to reach 
the WHO objec ve, with an es mated 92% of PLWH 
diagnosed, and 81% of PLWdH virally suppressed. These 
es mates were essen ally stable in 2016, with 93% of all 
PLWHA diagnosed and 82% virally suppressed.  
 
Local Goals Informed by the U.S. Na onal HIV/AIDS 
Strategy (NHAS) 
We have embraced the U.S. NHAS goals to: 1) reduce 
new HIV infec ons, 2) improve health care access and 
HIV-related health outcomes, and 3) reduce HIV-related 
dispari es. Key preven on interven ons designed to 
achieve these goals include: HIV tes ng, ensuring that 
PLWdH receive medical care and are successfully treated  
with an retrovirals (ART), promo ng access and use of 
condoms and pre-exposure prophylaxis (PrEP) in people 
at high-risk for HIV infec on, and suppor ng syringe 
exchange.  

New Report Design 
We have redesigned the 2017 Epidemiology Report to 
increase our focus on evalua ng preven on 
interven ons and our area’s success mee ng HIV 
preven on and care objec ves. More specifically, our 
goal is to inform readers about what our community, 
including local and state health departments, is doing to 
help prevent HIV, its sequelae, and dispari es related to 
HIV. As a result, this issue has fewer ar cles summarizing 
specific projects or surveys. Instead, we have gathered 
informa on and data on each theme (such as condom 
and PrEP use) from across mul ple projects to address 
the monitoring and implementa on of preven on 
efforts. As part of this redesign, we also hope to make 
the individual components of the report more accessible 
online, thus each sec on was wri en so that it could 
stand alone outside of the full report. However, we 
recognize that one downside of this reorganiza on is 
that some informa on is repeated across sec ons. We 
welcome any feedback that could help us con nue to 
improve the report. 
 
New Methods for Defining Prevalent and Incident Cases 
As of late 2016, Washington State has followed the lead 
of New York and other jurisdic ons in excluding 
individuals who are lost to follow up from the count of 
prevalent HIV cases. We have defined individuals with no 
reported laboratory test results for 10 or more years as 
lost, thus excluding them from prevalent case counts. 
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Similarly, to be er describe incident cases in King 
County, we have increased use of supplementary data 
from partner services and other sources to exclude 
individuals who report being first diagnosed with HIV in 
other countries, other states, or more than six months 
prior to an ini al HIV diagnosis in King County.  
 
 

The Epidemiology of HIV/AIDS in 
King County and WA State  
NNew HIV Diagnoses 
In 2016, 440 persons with HIV infec on were diagnosed 
in WA, including 219 persons (50%) diagnosed in King 
County. When unconfirmed earlier diagnoses are 
excluded, there were 382 new HIV infec ons among WA 
residents, including 180 (47%) in King County. The 
number of new HIV diagnoses in King County residents is 
at its lowest level since 1998. The rate of HIV diagnoses is 
decreasing overall, including decreased rates among 
each major HIV risk category. Between 2007 and 2016, 
the HIV diagnosis rate per 100,000 residents declined 
from 8 to 6 per 100,000 in WA (25% decline) and from 15 
to 9 in King County (40% decline).  
 
HIV Prevalence  
At the end of 2016 there were an es mated 6,798 King 
County residents and 12,395 WA residents with 
diagnosed HIV infec on. Approximately 0.32% of King 
County residents and 0.17% of WA residents have been 
diagnosed with HIV. King County is home to 29% of the 
WA popula on, but 55% of persons diagnosed with HIV. 
 
Gender 
The vast majority of PLWdH in King County and WA are 
men or were assigned male at birth. In King County, 
approximately 87% of PLWdH are men, 12% are women, 
and 1% are transgender persons. 
 
Men Who Have Sex with Men (MSM) 
HIV in King County and WA primarily affects MSM. MSM 
comprise more than three quarters of all PLWdH in King 
County and more than two-thirds of all PLWdH in WA. In 
King County we es mate that 11% of MSM have been 
diagnosed with HIV. Diagnosis rates among MSM 
declined from 606 to 320 per 100,00 between 2007  
and 2016. The rate of new HIV diagnoses has declined 
steadily among White MSM since 2010 and has remained 
rela vely stable among Black MSM since 2011.    

Race 
HIV dispropor onately affects Black individuals. In WA 
4% of residents are Black, but 16% of persons diagnosed 
with HIV are Black. In King County, these respec ve 
es mates are 7% and 19%. The dispropor onate impact 
of HIV on Black persons reflects both an elevated risk of 
HIV among U.S.-born Blacks and a higher prevalence of 
HIV among foreign-born Black residents in the state. In 
King County, 42% of Black individuals with HIV infec on 
are foreign-born (primarily born in sub-Saharan Africa) 
and 58% are U.S.-born. About 0.7% of U.S.-born Blacks 
and 1.3% of African-born individuals have been 
diagnosed with HIV. 
 
Ethnicity  
HIV dispropor onately affects Hispanic and La no 
individuals. In King County, 10% of residents are Hispanic 
or La no, but 12% of persons diagnosed with HIV are 
Hispanic or La no. In WA, these es mates are both 13%. 
 
Na vity 
HIV dispropor onately affects persons born outside of 
the U.S. In King County, approximately 22% of residents 
were born outside of the U.S., while 38% of newly 
reported HIV diagnoses and 29% of new diagnoses 
(excluding unconfirmed diagnoses from out of state or 
out of country) in 2016 were among foreign-born 
persons. Among 701 women with no history of injec on 
drug use living with diagnosed HIV in King County, 399 
(57%) –including 71% of Black women– occurred in 
women born outside the U.S. 
 
Age 
Most people living with HIV in WA are middle-aged; 63% 
of people living with diagnosed HIV are age 45 or older. 
The majority of middle-aged people with HIV acquired 
and were diagnosed with HIV much earlier in their lives. 
Between 2012 and 2016, 26% of new HIV diagnoses were 
among persons age 45 or older. 
 
Injec on Drug Use 
A small propor on of new HIV diagnoses are among 
persons who inject drugs (PWID). In King County in 2016, 
6% of new HIV diagnoses (11 cases) were among PWID 
who did not report other HIV exposures, and an 
addi onal 7% were among MSM who also reported 
injec on drug use.   
 
HIV remains a rela vely rare infec on in King County 
among U.S.-born residents other than MSM and PWID. 

HIV/AIDS Epidemiology Report 2017           page 2 



The es mated prevalence of diagnosed HIV infec on 
among people outside of these defined exposure groups 
is 0.03% among Whites and Asians, 0.22% among Blacks, 
and 0.02% among Hispanics/La nos. 
 
 

Snapshots 
HHIV Transmission Monitoring and Preven on Ac vi es in 
King County 
HIV Tes ng: The number of MSM, the popula on most 
affected by HIV, receiving publicly funded HIV tes ng in 
King County con nues to increase. Between 2007 and 
2016 the number of publicly funded HIV tests among 
MSM increased from 4,647 to 7,015 (51% increase). A 
high level of tes ng among King County residents has 
resulted in our es mate of a low “undiagnosed frac on”, 
as we es mate 7% of PLWH have not yet been 
diagnosed with HIV in our 2016 HIV care con nuum. 
 
PrEP Use: Use of PrEP, par cularly among MSM at high 
risk for HIV infec on, con nues to increase. We es mate 
that approximately 15% of all MSM are currently using 
PrEP, including approximately 37% of MSM repor ng 
behaviors that put them at higher risk for HIV. 
 
Safer Sex: Individuals can reduce the risk of HIV 
transmission by consistent condom use, as well as by 
making decisions about sexual behavior based on their 
own and their partners’ PrEP use, HIV status, and viral 
suppression due to HIV medica on use. Most (83%) HIV-
uninfected sexually ac ve MSM in King County have 
used at least one strategy to reduce their risk of HIV 
acquisi on in the past year. For example, in the 2017 
Pride survey, 39% of sexually ac ve HIV-nega ve MSM 
reported always using condoms and an equal propor on 
(39%) reported only having sex with other HIV-nega ve 
partners.  
 
Harm Reduc on for People Who Inject Drugs (PWID): 
PHSKC and its partners exchanged over 7 million syringes 
in 2016. Addi onally, we have promoted the use of 
buprenorphine for opioid users with the January 2017 
launch of “Bupe Pathways” which has enrolled over 100 
individuals in this low barrier treatment program located 
at the downtown needle exchange.  
 
HIV Care Promo on and Monitoring Ac vi es 
HIV Care: Early linkage and reten on in HIV care are 
associated with be er health outcomes. In 2016, an 

es mated 83% of all people with a new HIV diagnosis in 
Washington State were linked to HIV care within 1 
month of their diagnosis, and the vast majority of all HIV-
diagnosed persons remained in care (90%). 
 
Viral Suppression: In 2016, an es mated 82% of people in 
King County with diagnosed HIV infec on were virally 
suppressed. Among individuals diagnosed with HIV in 
2014-2016, half were virally suppressed within four 
months of diagnosis. This represents an important 
accelera on in the ins tu on of effec ve treatment. 
Among persons diagnosed 2005-2007, 50% viral 
suppression was not achieved un l 2 years following 
diagnosis - approximately six mes longer than at 
present. 
 
Homelessness:: We es mate that 11% of King County 
residents diagnosed with HIV were homeless in the past 
year. Homelessness among PLWH is a cri cal problem in 
King County, and an important barrier to ensuring that 
all HIV-infected persons successfully receive life-saving 
HIV treatment. 
 
HIV/AIDS Mortality: The age and repor ng lag adjusted 
mortality rates among people living with HIV in King 
County declined 20% between 2007 and 2016, but have 
been roughly stable for 5 years. 
 
HIV-Related Dispari es Monitoring in King County 
Addressing dispari es in HIV outcomes is a public health 
priority. The risk of HIV infec on in King County is higher 
among Black and La no MSM than among White MSM, 
and among U.S.-born Blacks compared to Whites. That 
said, rates of new HIV diagnoses have fallen for all major 
groups of MSM by race/ethnicity over the past 10 years 
(2007 – 2016): 49% overall, 45% for Blacks, and 43% for 
La nos (rela ve to 57% among Whites). Also, among 
persons with diagnosed HIV infec on, the propor on 
that are virally suppressed is lower among transgender 
persons (76%), U.S. born Blacks (76%), and persons who 
inject drugs (78%) than among all persons with HIV 
(82%). While racial dispari es in new HIV diagnoses and 
viral suppression persist in King County, there have been 
some decreases in dispari es for some high priority 
groups. For example, the absolute risk difference for an 
HIV diagnosis in Black MSM rela ve to White MSM 
decreased by 138 diagnoses per 100,000 between 2007 
and 2016 and the absolute risk difference decreased by 
298 per 100,000 for La no MSM rela ve to White MSM. 
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PHSKC HIV/STD Program HIV Goals and Evaluation Metrics   
2017 Dashboard 

   G                    K  C  D , -  
HIV T , C   
F ,  P  N  WA S  K  C . 201414 2015 2016 C  T  

New HIV diagnoses, rate ↓25% ↓ 50% ↓25%12 11.0/100,000 10.0/100,000 8.6/100,000 On pace to meet goal 

HIV tes ng               

Know HIV status2 90% -- 95% 92% 92% 93% On pace to meet goal 

Late diagnosis3 -- -- <20% 24% 23% 24% Goal not met 

Recent HIV test4 MSM -- -- 75% 66% 70% 68% Goal not met 

PrEP use, high-risk MSM5 -- -- 50% 9% 26% (2016) ~37% (2017) On pace to meet goal 

Safer sex6 HIV neg. MSM -- -- 85% 78% (2015) 84% (2016) 83% (2017) On pace to meet goal 

        
HIV C , M ,  

 M               

HIV care               

Linked to care8 in 1 mo 85% -- 90% 88% 93% 87% Goal met16 

Linked to care8 in 3 mo -- -- 95%13 92% 96% 96% Goal met 

In HIV care9 90% 90% 95% 89% 90% 91% On pace to meet goal 

Viral suppression 80% 80% 90% 79% 81% 82% Goal met16 

Homelessness10 <5% -- <5% 14% 12% 11% Goal not met 

HIV/AIDS mortality11 ↓33% ↓25% 
 

↓33% 
(0.8/100) 

1.2/100 1.2/100 1.1/10015 Goal not met 

        
D :  
V  S               

White Non-Hisp PLWDH 

-- 

Reduce 
absolute 

difference 
by 50% 

No 
difference 
between 
groups 

81% 84% 83% 

On pace  
to meet  

goal  

Black Non-Hisp PLWDH 72% 75% 79% 

Hispanic/La no PLWDH 75% 76% 80% 

Transgender PLWDH 71% 75% 76% 

People who inject drugs 
PLWDH 78% 76% 78% 

Abbrevia ons: PrEP, pre-exposure prophylaxis for HIV; PLWDH, people living with diagnosed HIV; MSM, men who have sex with men. 
Technical notes on following page.  
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Technical Notes to Dashboard  
1All 2020 goals use 2014 as the baseline;  
2Based partly on an es ma on method developed by the University of Washington (see Undiagnosed Frac on Es ma on sec on of HIV Tes ng and 
Case Finding ar cle);  
3AIDS within 1 year of HIV diagnosis (see HIV Tes ng and Case Finding ar cle in this report);  
4Among MSM with new HIV diagnoses, last HIV test within prior 2 years (see HIV Tes ng and Case Finding ar cle);  
5In King County, “high-risk MSM” are defined as HIV-uninfected MSM with any: methamphetamine/popper use, 10+ sex partners, non-concordant 
condomless anal sex, bacterial STI diagnosis in the past year. The 2017 es mate of PrEP use among high-risk MSM is an average across mul ple 
contemporaneous surveys including Pride (35%), a WA State internet survey of MSM (37%), STD clinic pa ents (37%), and preliminary NHBS data 
(39%); 
6Defined as sexually ac ve HIV-uninfected MSM who reported any of the following risk reduc on strategies: PrEP use, serosor ng, seroposi oning, 
only having sex with HIV-nega ve partners on PrEP, only having sex with HIV-posi ve partners who were undetectable, consistent condom use with 
all partners, or used a condom with partners who had a posi ve or unknown HIV status. Es mate is restricted to sexually ac ve MSM, which 
includes men who reported ≥1 anal sex partner in the past year and excludes men who checked separate boxes indica ng either no sex in the past 
12 months or “did not have sex” as a risk reduc on strategy (Pride data);  
7Among HIV-infected persons with diagnosed HIV infec ons (see NHAS ar cle);  
8Among person with a new HIV diagnosis (see NHAS ar cle);  
9In King County, defined as 1+ HIV care visit in a calendar year (see NHAS ar cle);  
10From Medical Monitoring Project (MMP), which is an annual cross-sec onal survey conducted among people with diagnosed HIV. Facility-based 
sampling was used in 2014, which resulted in a sample limited to people receiving HIV care. In 2015-16, surveillance-based sampling was used, 
enhancing the representa on of people less engaged in care. “Homelessness” was defined as living on the street, in a car, or in a single-room 
occupancy hotel in the 12 months preceding the MMP interview. The 2014 es mated prevalence of homelessness was weighted to account for 
probability of selec on and non-response; survey weights have not yet been released for 2015 and 2016 MMP data; 
11Age- and lag-adjusted mortality rates per 100 people living with HIV/AIDS (see NHAS ar cle);  
12The King County 2020 goal for a 25% reduc on in the rate of new HIV diagnosis was established prior to End AIDS Washington, which has a goal of 
a 50% reduc on for the same measure. The King County goal was based on data from 2008 to 2014 (19% decline in rate of new HIV diagnoses) and 
assumes an accelerated rate of decline in new HIV diagnoses with approximately 25% of new HIV cases imported from outside the U.S.; 
13The original King County goal of 85% was increased to 95% due to early achievement of this objec ve; 
14Some 2014 es mates differ from previously published es mates due to enhanced methods and data cleaning efforts; 
152016 mortality data are es mated to be 50% complete; 
16 Na onal/state goal met; local goal not yet met. 
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HIV/AIDS DATA IN  
WASHINGTON STATE  



TTable 1. Linkage to Care and Late HIV Diagnosis among New HIV Diagnoses, by Demographic and Risk Characteris cs, 
WA State, 2016  

   N  HIV D   L  HIV D *  I  L   HIV C ** 
   .  % R   .  %  .  % 

T            
 440 100% 6.1  111 25%  365 83%  

            
G  C            
Male  341 78% 10.0  84 25%  280 82% 
Female  95 22% 2.3  25 26%  82 86% 
Transgender male 0 0% n/a  n/a n/a  n/a n/a 
Transgender female 4 1% n/a  n/a n/a  n/a n/a 

            
C  A  ( )           
< 13  3 1% 0.3  n/a n/a  n/a n/a 
13-24  73 17% 6.5  5 7%  57 78% 
25-34  136 31% 14.1  29 21%  115 85% 
35-44  98 22% 11.3  27 28%  84 86% 
45-54  73 17% 8.0  31 42%  55 75% 
55-64  44 10% 4.9  13 30%  38 86% 
65+  13 3% 1.2  5 38%  13 100% 

            
R /            
American Indian / Alaska Na ve  10 2% 12.0  5 50%  7 70% 
Asian  36 8% 6.8  13 36%  34 94% 
Black  91 21% 37.3  26 29%  70 77% 

Foreign-bornα 47 11% n/a  16 34%  41 87% 

U.S.-bornα  33 8% n/a  7 21%  22 67% 
Hispanic  71 16% 8.0  19 27%  62 87% 

Foreign-bornα 40 9% n/a  14 35%  37 93% 

U.S.-bornα  21 5% n/a  2 10%  16 76% 
Na ve Hawaiian / Pacific Islander  4 1% 8.3  n/a n/a  n/a n/a 
White  211 48% 4.3  44 21%  174 82% 
Mul ple race  17 4% 5.7  2 12%  15 88% 

            
M   E            
MSM  225 51% n/a  46 20%  193 86% 
IDU  29 7% n/a  9 31%  23 79% 
MSM/IDU  26 6% n/a  6 23%  17 65% 
Heterosexual  45 10% n/a  8 18%  38 84% 
Blood/pediatric  6 1% n/a  n/a n/a  n/a n/a 
No iden fied risk  109 25% n/a  42 39%  88 81% 

Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017  
*Late HIV diagnoses = AIDS diagnoses within 12 months of HIV diagnoses  
** Ini al linkage to care = at least one CD4 or viral load result within 30 days of HIV diagnoses  
α Country of origin data are missing for approximately 10% of newly diagnosed cases.  
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TTable 2. Linkage to Care and Late HIV Diagnosis among New HIV Diagnoses, by County of Residence at HIV Diagnosis,  
WA State, 2016 

Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017  
* Late HIV diagnoses = AIDS diagnoses within 12 months of HIV diagnoses  
** Ini al linkage to care = at least one CD4 or viral load result within 30 days of HIV diagnoses  

C   R   N  HIV D   L  HIV D *  I  L   HIV C ** 
   .  % R   .  %  .  % 

ADAMS CO.  0 0% 0.0  n/a n/a  n/a n/a 
ASOTIN CO.  0 0% 0.0  n/a n/a  n/a n/a 
BENTON CO.  5 1% n/a  n/a n/a  n/a n/a 
BENTON-FRANKLIN HD 10 2% n/a  3 30%  5 50% 
CHELAN CO.  6 1% n/a  n/a n/a  n/a n/a 
CHELAN-DOUGLAS HD 6 1% n/a  n/a n/a  n/a n/a 
CLALLAM CO.  3 1% n/a  n/a n/a  n/a n/a 
CLARK CO.  24 5% 4.8  5 21%  19 79% 
COLUMBIA CO.  0 0% 0.0  n/a n/a  n/a n/a 
COWLITZ CO.  2 0% n/a  n/a n/a  n/a n/a 
DOUGLAS CO.  0 0% 0.0  n/a n/a  n/a n/a 
FERRY CO.  1 0% n/a  n/a n/a  n/a n/a 
FRANKLIN CO.  5 1% n/a  n/a n/a  n/a n/a 
GARFIELD CO.  0 0% 0.0  n/a n/a  n/a n/a 
GRANT CO.  0 0% 0.0  n/a n/a  n/a n/a 
GRAYS HARBOR CO.  1 0% n/a  n/a n/a  n/a n/a 
ISLAND CO.  2 0% n/a  n/a n/a  n/a n/a 
JEFFERSON CO.  2 0% n/a  n/a n/a  n/a n/a 
KING CO.  219 50% 10.3  50 23%  193 88% 
KITSAP CO.  8 2% n/a  n/a n/a  n/a n/a 
KITTITAS CO.  1 0% n/a  n/a n/a  n/a n/a 
KLICKITAT CO.  0 0% 0.0  n/a n/a  n/a n/a 
LEWIS CO.  0 0% 0.0  n/a n/a  n/a n/a 
LINCOLN CO.  0 0% n/a  n/a n/a  n/a n/a 
MASON CO.  5 1% n/a  n/a n/a  n/a n/a 
NE TRI-COUNTY HD  1 0% n/a  n/a n/a  n/a n/a 
OKANOGAN CO.  1 0% n/a  n/a n/a  n/a n/a 
PACIFIC CO.  0 0% 0.0  n/a n/a  n/a n/a 
PEND OREILLE CO.  0 0% n/a  n/a n/a  n/a n/a 
PIERCE CO.  49 11% 5.7  15 31%  35 71% 
SAN JUAN CO.  0 0% 0.0  n/a n/a  n/a n/a 
SKAGIT CO.  9 2% n/a  n/a n/a  n/a n/a 
SKAMANIA CO.  0 0% 0.0  n/a n/a  n/a n/a 
SNOHOMISH CO.  49 11% 6.2  14 29%  41 84% 
SPOKANE CO.  23 5% 4.7  8 35%  20 87% 
STEVENS CO.  0 0% 0.0  n/a n/a  n/a n/a 
THURSTON CO.  11 3% n/a  2 18%  7 64% 
WAHKIAKUM CO.  0 0% 0.0  n/a n/a  n/a n/a 
WALLA WALLA CO.  1 0% n/a  n/a n/a  n/a n/a 
WHATCOM CO.  2 0% n/a  n/a n/a  n/a n/a 
WHITMAN CO.  0 0% 0.0  n/a n/a  n/a n/a 
YAKIMA CO.  11 3% n/a  3 27%  9 82% 
TOTAL  440 100% 6.1  111 25%  365 83% 
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TTable 3. Case Counts and Trends among New HIV Diagnoses, by Demographic and Risk Characteris cs,  
WA State, 2011-2016  

Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017. 
*Country of origin data are missing for approximately 10% of newly diagnosed cases.  
 

           -  

   . . . . . .  
 

. 
. 
. %  

T                          
   493 509 455 444 458 440  2306 461 100% 6.7 
              

G  C                          
Male  419 417 379 365 380 341  1882 376 82% 11.0 
Female  68 87 72 75 73 95  402 80 17% 2.3 
Transgender male 0 0 1 1 0 0  2 0 0% n/a 
Transgender female 6 5 3 3 5 4  20 4 1% n/a 

              
A   HIV D  ( )                   
< 13  6 8 8 3 4 3  26 5 1% 0.5 
13-24  68 80 73 67 72 73  365 73 16% 6.6 
25-34  146 158 131 137 166 136  728 146 32% 15.2 
35-44  126 131 130 108 102 98  569 114 25% 12.7 
45-54  91 89 84 92 75 73  413 83 18% 8.7 
55-64  44 41 26 25 33 44  169 34 7% 3.8 
65+  12 2 3 12 6 13  36 7 2% 0.7 

              
R /                          
American Indian / Alaska Na ve   4 5 4 6 5 10  30 6 1% 6.8 
Asian  24 30 24 38 35 36  163 33 7% 6.3 
Black  89 95 88 95 92 91  461 92 20% 38.0 

Foreign-born* 40 50 45 50 39 47  231 46 10% n/a 
U.S.-born*  46 40 36 37 43 33  189 38 8% n/a 

Hispanic  77 64 78 61 85 71  359 72 16% 8.5 
Foreign-born* 43 35 43 40 50 40  208 42 9% n/a 
U.S.-born*  26 17 23 14 20 21  95 19 4% n/a 

Na ve Hawaiian / Pacific Islander  5 7 5 5 4 4  25 5 1% 12.7 
White  280 284 243 228 225 211  1191 238 52% 4.8 
Mul ple race  14 24 13 11 12 17  77 15 3% 5.1 

              
M   E                        
MSM  297 282 266 251 272 225  1296 259 56% n/a 
IDU  30 22 20 22 36 29  129 26 6% n/a 
MSM/IDU  47 42 33 29 22 26  152 30 7% n/a 
Heterosexual  39 40 36 34 36 45  191 38 8% n/a 
Blood/pediatric  6 3 4 3 4 6  20 4 1% n/a 
No iden fied risk  74 120 96 105 88 109  518 104 22% n/a 
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FFigure 1. Washington State HIV Diagnoses, AIDS Diagnoses, Deaths and People Living with Diagnosed HIV/AIDS Rates,  
2003-2016 
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1. Prevalent cases exclude individuals with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of 
out-of-state residence or death and no reported laboratory test results for at least 18 months.  

2. Due to repor ng delays of 18 months or longer, 2016 death rates are likely highly incomplete and thus not presented.  



TTable 4. Case Counts and Trends among New HIV Diagnoses, by County of Residence at HIV Diagnosis,  
WA State, 2011-2016  

NOTE: Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017 
Rates are per 100,000 residents 

C   R          -  
  . . . . . .   . . . % R  

ADAMS CO.  1 0 0 0 1 0  1 0 0% n/a 
ASOTIN CO.  1 0 1 0 1 0  2 0 0% n/a 
BENTON CO.  12 5 7 8 1 5  26 5 1% 2.7 
BENTON-FRANKLIN HD 13 7 7 9 6 10  39 8 2% 2.9 
CHELAN CO.  4 3 3 4 5 6  21 4 1% 5.6 
CHELAN-DOUGLAS HD 5 3 5 4 8 6  26 5 1% 4.6 
CLALLAM CO.  3 4 3 1 4 3  15 3 1% 4.1 
CLARK CO.  28 26 25 23 20 24  118 24 5% 5.3 
COLUMBIA CO.  0 0 0 0 0 0  0 0 0% n/a 
COWLITZ CO.  3 5 1 5 2 2  15 3 1% 2.9 
DOUGLAS CO.  1 0 2 0 3 0  5 1 0% n/a 
FERRY CO.  0 0 0 1 0 1  2 0 0% n/a 
FRANKLIN CO.  1 2 0 1 5 5  13 3 1% 3.0 
GARFIELD CO.  0 0 0 0 0 0  0 0 0% n/a 
GRANT CO.  3 3 0 0 0 0  3 1 0% n/a 
GRAYS HARBOR CO. 4 7 1 3 4 1  16 3 1% 4.4 
ISLAND CO.  1 3 3 2 1 2  11 2 0% n/a 
JEFFERSON CO.  0 1 1 2 1 2  7 1 0% n/a 
KING CO.  270 286 252 272 234 219  1263 253 55% 12.7 
KITSAP CO.  6 11 7 6 10 8  42 8 2% 3.4 
KITTITAS CO.  0 0 2 1 1 1  5 1 0% n/a 
KLICKITAT CO.  0 1 0 0 0 0  1 0 0% n/a 
LEWIS CO.  5 1 1 1 1 0  4 1 0% n/a 
LINCOLN CO.  0 0 0 0 0 0  0 0 0% 0.0 
MASON CO.  7 9 3 1 5 5  23 5 1% 7.4 
NE TRI-COUNTY HD 1 0 2 1 1 1  5 1 0% 1.5 
OKANOGAN CO.  1 3 0 0 0 1  4 1 0% n/a 
PACIFIC CO.  0 2 0 1 0 0  3 1 0% n/a 
PEND OREILLE CO.  0 0 0 0 1 0  1 0 0% n/a 
PIERCE CO.  56 51 59 44 67 49  270 54 12% 6.6 
SAN JUAN CO.  0 0 2 0 0 0  2 0 0% n/a 
SKAGIT CO.  5 4 9 5 1 9  28 6 1% 4.7 
SKAMANIA CO.  0 0 0 1 1 0  2 0 0% n/a 
SNOHOMISH CO.  33 39 28 35 40 49  191 38 8% 5.1 
SPOKANE CO.  24 25 21 6 24 23  99 20 4% 4.1 
STEVENS CO.  1 0 2 0 0 0  2 0 0% n/a 
THURSTON CO.  7 4 8 5 8 11  36 7 2% 2.7 
WAHKIAKUM CO.  0 0 0 1 0 0  1 0 0% n/a 
WALLA WALLA CO.  0 3 0 0 0 1  4 1 0% n/a 
WHATCOM CO.  7 4 8 5 9 2  28 6 1% 2.8 
WHITMAN CO.  1 0 0 1 2 0  3 1 0% n/a 
YAKIMA CO.  8 7 6 9 6 11  39 8 2% 3.1 
TOTAL   493 509 455 444 458 440   2306 461 100% 6.7 
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TTable 5. Engagement in Care and Viral Load Suppression among People Living with Diagnosed HIV Infec on, by 
Demographic and Risk Characteris cs, WA State, 2016  

Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017. Prevalent cases exclude individuals with 
no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-state residence or death and no reported 
laboratory test results for at least 18 months.  
* Engaged in care = at least one reported CD4 or VL result within calendar year  
** Suppressed viral load = last reported viral load result in calendar year was < 200 copies/mL  
α Country of origin data are missing for approximately 10% of newly diagnosed cases.  

  P  L   D  HIV I   E   C *  S  V  L ** 
   .  % R   .  %  .  % 

T            

   12395 100% 172.6  11106 90%  9807 79% 

G  C                   
Male  10489 85% 295.3  9398 90%  8335 79% 
Female  1807 15% 50.5  1620 90%  1405 78% 
Transgender male 6 0% n/a  n/a n/a  n/a n/a 
Transgender female 93 1% n/a  83 89%  63 68% 

            

C  A  ( )                  

< 13  42 0% 3.6  39 0%  39 93% 
13-24  286 2% 25.8  260 2%  198 69% 
25-34  1592 13% 160.2  1396 11%  1153 72% 
35-44  2531 20% 274.8  2204 18%  1926 76% 
45-54  4225 34% 443.6  3784 31%  3392 80% 
55-64  2810 23% 296.8  2585 21%  2372 84% 
65+  909 7% 84.8  838 7%  727 80% 

            
R /                   
American Indian / Alaska Na ve  147 1% 163.2  131 89%  109 74% 
Asian  448 4% 78.0  389 87%  354 79% 
Black  1966 16% 755.4  1750 89%  1501 76% 

Foreign-bornα 739 6% n/a  672 91%  629 85% 
U.S.-bornα  1142 9% n/a  1009 88%  814 71% 

Hispanic  1582 13% 173.1  1400 88%  1235 78% 
Foreign-bornα 815 7% n/a  713 87%  646 79% 
U.S.-bornα  626 5% n/a  562 90%  486 78% 

Na ve Hawaiian / Pacific Islander  61 0% 135.2  53 87%  41 67% 
White  7597 61% 152.0  6832 90%  6099 80% 
Mul ple race  594 5% 192.4  544 92%  468 79% 

            
M   E                   
MSM  7676 62% n/a  6972 91%  6229 81% 
IDU  763 6% n/a  670 88%  539 71% 
MSM/IDU  1116 9% n/a  1015 91%  854 77% 
Heterosexual  1482 12% n/a  1312 89%  1173 79% 
Blood/pediatric  163 1% n/a  152 93%  132 81% 
No iden fied risk  1195 10% n/a  1030 86%  880 74% 
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TTable 6. Engagement in Care and Viral Load Suppression among People Living with Diagnosed HIV Infec on, by  
County of Residence, WA State, 2016  

Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017. Prevalent cases exclude individuals 
with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-state residence or death and no 
reported laboratory test results for at least 18 months.  
* Engaged in care = at least one reported CD4 or VL result within calendar year  
** Suppressed viral load = last reported viral load result in calendar year was < 200 copies/mL  

C   R   E   C *  
S  V  

L ** 
P  L   D  HIV  

I ,  
  .  % R   .  %  .  % 

ADAMS CO.  12 0% 61.5  12 100%  9 75% 
ASOTIN CO.  21 0% 94.8  18 86%  16 76% 
BENTON CO.  109 1% 56.2  96 88%  86 79% 
BENTON-FRANKLIN HD 173 1% 62.0  154 89%  136 79% 
CHELAN CO.  55 0% 73.8  47 85%  41 75% 
CHELAN-DOUGLAS HD 71 1% 60.9  60 85%  51 72% 
CLALLAM CO.  70 1% 94.0  64 91%  51 73% 
CLARK CO.  606 5% 131.0  515 85%  438 72% 
COLUMBIA CO.  8 0% n/a  n/a n/a  n/a n/a 
COWLITZ CO.  109 1% 105.9  95 87%  77 71% 
DOUGLAS CO.  16 0% 39.3  13 81%  10 63% 
FERRY CO.  2 0% n/a  n/a n/a  n/a n/a 
FRANKLIN CO.  64 1% 72.2  58 91%  50 78% 
GARFIELD CO.  3 0% n/a  n/a n/a  n/a n/a 
GRANT CO.  39 0% 41.2  34 87%  30 77% 
GRAYS HARBOR CO. 76 1% 103.0  67 88%  60 79% 
ISLAND CO.  77 1% 92.9  68 88%  59 77% 
JEFFERSON CO.  38 0% 122.2  31 82%  25 66% 
KING CO.  6798 55% 323.6  6155 91%  5579 82% 
KITSAP CO.  283 2% 107.4  250 88%  217 77% 
KITTITAS CO.  25 0% 57.2  23 92%  20 80% 
KLICKITAT CO.  11 0% 56.4  9 82%  9 82% 
LEWIS CO.  54 0% 70.2  49 91%  41 76% 
LINCOLN CO.  8 0% n/a  n/a n/a  n/a n/a 
MASON CO.  65 1% 102.7  56 86%  49 75% 
NE TRI-COUNTY HD 33 0% 50.7  29 88%  28 85% 
OKANOGAN CO.  22 0% 52.7  17 77%  12 55% 
PACIFIC CO.  28 0% 136.9  22 79%  17 61% 
PEND OREILLE CO.  11 0% n/a  9 82%  9 82% 
PIERCE CO.  1324 11% 156.2  1159 88%  970 73% 
SAN JUAN CO.  21 0% 128.7  20 95%  17 81% 
SKAGIT CO.  93 1% 76.1  79 85%  60 65% 
SKAMANIA CO.  5 0% n/a  n/a n/a  n/a n/a 
SNOHOMISH CO.  1018 8% 132.0  933 92%  837 82% 
SPOKANE CO.  560 5% 113.7  480 86%  401 72% 
STEVENS CO.  20 0% 43.1  18 90%  17 85% 
THURSTON CO.  265 2% 97.2  243 92%  205 77% 
WAHKIAKUM CO.  4 0% n/a  n/a n/a  n/a n/a 
WALLA WALLA CO.  51 0% 85.6  46 90%  42 82% 
WHATCOM CO.  176 1% 82.3  155 88%  112 64% 
WHITMAN CO.  22 0% 45.9  18 82%  17 77% 
YAKIMA CO.  226 2% 90.5  219 97%  197 87% 
TOTAL  12395 100% 172.6  11106 90%  9807 79% 
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TTable 7. People Living with Diagnosed HIV Infec on, by Current Gender*, Race/Ethnicity, and HIV Exposure Category, 
WA State, 2016  

Abbrevia ons: IDU, injec ng drug use; MSM, men who have sex with men. 
Table based on HIV surveillance data reported to the WA State Department of Health as of June 30, 2017. Prevalent cases exclude individuals 
with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-state residence or death and no 
reported laboratory test results for at least 18 months. 
* Due to the small number of transgender male cases (n=6), further stra fica on is not possible. 

      
W  

  
B  

  
H  

  
A  

  
O         

C   
G  

E   
C    N . %   N . %   N . %   N . %   N . % 

M  
 

                
MSM  5,285 77%  643 51%  979 72%  256 70%  451 68% 
IDU 296 4%  87 7%  50 4%  9 2%  35 5% 
MSM and IDU  780 11%  90 7%  112 8%  9 2%  103 16% 
Heterosexual Contact  113 2%  144 11%  62 5%  13 4%  29 4% 
Pediatric  14 0%  28 2%  4 0%  2 1%  4 1% 
Transfusion/Hemophiliac 28 0%  3 0%  2 0%  0 0%  2 0% 
No Iden fied Risk  331 5%  262 21%  146 11%  77 21%  40 6% 
Total  6,847 100%  1,257 100%  1,355 100%  366 100%  664 100% 
                                

F  
 

                
Injec ng Drug Use (IDU) 180 26%  45 6%  20 10%  2 3%  35 28% 
Heterosexual Contact  427 61%  424 61%  139 70%  51 65%  78 62% 
Pediatric  15 2%  40 6%  6 3%  2 3%  0 0% 
Transfusion/Hemophiliac 4 1%  6 1%  1 1%  2 3%  0 0% 
No Iden fied Risk  79 11%  182 26%  34 17%  22 28%  13 10% 
Total  705 100%  697 100%  200 100%  79 100%  126 100% 
                                

F  
(T )  

                
Male sex partner  25 61%  11 92%  17 63%  2 67%  7 70% 
Male sex partner and IDU 11 27%  1 8%  7 26%  1 33%  2 20% 
Other  2 5%  0 0%  2 7%  0 0%  0 0% 
No Iden fied Risk  3 7%  0 0%  1 4%  0 0%  1 10% 
Total  41 100%  12 100%  27 100%  3 100%  10 100% 
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FFigure 2: 2016 Washington State Care Con nuum (data reported through June 30, 2017) 

-Based on HIV Surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
-Ever diagnosed (prevalent cases) exclude individuals with no reported laboratory test results for 10 + years, as well as those with 
preliminary evidence of out-of-state residence or death and no reported laboratory test results for at least 18 months. 
-Linked to care is defined as report of an HIV related test (CD4 or viral load) within 30 days of diagnosis. 
-Engaged in care designates laboratory evidence of at least one HIV care visit in 2016. 
-Suppressed viral load indicates the last viral load test result in 2016 was < 200 copies mL. 
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HIV/AIDS DATA IN  
KING COUNTY 



TTable 8. People Living with HIV as of December 31, 2016 by Residence Status, King County  

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017.  Prevalent cases exclude individuals 
with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-state residence or death and no 
reported laboratory test results for at least 18 months.  
*OOJ = Out of jurisdic on. 

 
A  C   
HIV D   

OOJ*   
,   

K  C .  

K  C .   
,   

K  C .  

O -    
K  .    

   
 N . %  N . %  N . %  N . % 

T             
 6,798 100%   4,824 100%   1,974 100%   2,920 100% 
            
G  C                        
Male 5,944 87%  4,184 87%  1,760 89%  2,628 90% 
Female 796 12%  602 12%  194 10%  273 9% 
Transgender 58 1%   38 1%   20 1%   19 1% 
            
C  A                        
< 13 17 <1%  14 <1%  3 <1%  2 <1% 
13 - 24 126 2%  101 2%  25 1%  46 2% 
25 - 34 883 13%  565 12%  318 16%  266 9% 
35 - 44 1,454 21%  959 20%  495 25%  571 20% 
45 - 54 2,313 34%  1,637 34%  676 34%  1,100 38% 
55+ 2,005 29%   1,548 32%   457 23%   935 32% 
            
R   H  O                        
White 3,992 59%  2,859 59%  1,133 57%  1,862 64% 
Black 1,263 19%  875 18%  388 20%  470 16% 

U.S.-Born Black 712 10%  446 9%  266 13%  265 9% 
Foreign-Born Black 512 8%  406 8%  106 5%  190 7% 

Hispanic (all races) 845 12%  572 12%  273 14%  353 12% 
U.S.-Born Hispanic 352 5%  210 4%  142 7%  145 5% 
Foreign-Born Hispanic 442 7%  330 7%  112 6%  186 6% 

Asian 305 4%  249 5%  56 3%  76 3% 
Na ve Hawaiian / Pacific Islander 24 <1%  17 <1%  7 <1%  4 <1% 
American Indian / Alaska Na ve 52 1%  40 1%  12 1%  33 1% 
Mul ple Race 317 5%   212 4%   105 5%   122 4% 
            
E  C   S  A   B           
Assigned Male Only:            

Male / Male Sex (MSM) 4,598 68%  3,280 68%  1,318 67%  2,034 70% 
Injec ng Drug Use (IDU) 187 3%  119 2%  68 3%  70 2% 
MSM and IDU 601 9%  356 7%  245 12%  294 10% 
Heterosexual Contact 176 3%  126 3%  50 3%  71 2% 
Pediatric 22 0%  15 <1%  7 0%  2 <1% 
Transfusion / Hemophiliac 14 <1%  10 <1%  4 0%  5 <1% 
No Iden fied Risk 401 6%  316 7%  85 4%  169 6% 

Assigned Female Only:            
Injec ng Drug Use 98 1%  68 1%  30 2%  40 1% 
Heterosexual Contact 480 7%  360 7%  120 6%  166 6% 
Pediatric 29 0%  20 0%  9 0%  7 0% 
Transfusion / Hemophiliac 8 0%  6 0%  2 0%  5 0% 
No Iden fied Risk 184 3%   148 3%   36 2%   57 2% 
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TTable 9. New HIV Cases, King County, 2011-2016  

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
*Late HIV diagnoses based on new HIV cases diagnosed between 2011 and 2015. 
Rates are per 100,000 residents. 

 N  D  C   HIV D   
L  HIV  

D  
Y   HIV        -   - * 

 N . N . N . N . N . N . N . % R  % 
T            
 272 286 252 272 234 219 1,263 100% 12.5 26% 
           
G  C                     
Male 237 234 213 229 201 178 1055 84% 20.9 25% 
Female 33 48 38 39 31 39 195 15% 3.8 33% 
Transgender 2 4 1 4 2 2 13 1% --- 15% 
           
A   HIV D                     
< 13 3 4 3 0 2 0 9 1% 0.6 <1% 
13 - 24 42 42 32 42 33 39 188 15% 12.8 13% 
25 - 34 86 97 72 89 81 75 414 33% 24.8 21% 
35 - 44 67 81 81 61 56 50 329 26% 21.9 28% 
45 - 54 48 42 47 54 41 27 211 17% 14.7 39% 
55+ 26 20 17 26 21 28 112 9% 4.5 43% 
           
R   H  O                     
White 150 163 130 127 107 88 615 49% 9.7 24% 
Black 55 57 53 68 59 55 292 23% 46.3 30% 

U.S.-Born Black 25 25 21 29 29 21 125 10% --- 22% 
Foreign-Born Black 30 32 31 37 25 32 157 12% --- 38% 

Hispanic (all races) 44 32 40 31 39 43 185 15% 19.0 24% 
U.S.-Born Hispanic 19 7 12 8 11 17 55 4% --- 12% 
Foreign-Born Hispanic 23 21 28 21 25 23 118 9% --- 30% 

Asian 16 18 15 33 25 22 113 9% 7.2 31% 
Na ve Hawaiian / Pacific Islander 2 1 3 2 1 0 7 1% 8.7 67% 
American Indian / Alaska Na ve 0 0 3 5 0 2 10 1% 15.1 63% 
Mul ple Race 5 15 8 6 3 9 41 3% 9.2 22% 
           
E  C   S  A   B                  
Assigned Male Only:           

Male / Male Sex (MSM) 177 174 161 171 152 126 784 62% --- 22% 
Injec ng Drug Use (IDU) 6 6 4 4 6 8 28 2% --- 46% 
MSM and IDU 28 27 17 16 7 15 82 6% --- 16% 
Heterosexual Contact 2 3 3 3 4 6 19 2% --- 47% 
Pediatric 3 1 2 0 1 1 5 <1% --- 14% 
Transfusion / Hemophiliac 0 0 0 0 0 0 0 0% --- --- 
No Iden fied Risk 23 27 27 38 33 24 149 12% --- 44% 

Assigned Female Only:           
Injec ng Drug Use 4 6 1 4 2 3 16 1% --- 24% 
Heterosexual Contact 13 17 14 7 11 9 58 5% --- 40% 
Pediatric 1 2 0 1 1 1 5 <1% --- 20% 
Transfusion / Hemophiliac 0 0 0 0 0 0 0 0% --- --- 
No Iden fied Risk 15 23 23 28 17 26 117 9% --- 31% 
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FFigure 3. King County HIV Diagnoses, AIDS Diagnoses, Deaths and People Living with Diagnosed HIV/AIDS  
Rates, 2003-2016 

1Prevalent cases exclude individuals with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of 
out-of-state residence or death and no reported laboratory test results for at least 18 months. 
2HIV diagnosis rates in this figure exclude individuals with self-reported earlier diagnoses out of jurisdic on or 6 months or more prior to a 
confirmed HIV diagnosis. 
3Due to repor ng delays of 18 months or longer, the 2016 death rate is likely highly incomplete and thus not presented.  
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TTable 10. AIDS Cases and Cumula ve Deaths, King County  

 R  AIDS C  C  AIDS C  C  D * 
 -  -  -  
 N . % R  N . % N . % 

Total        
 560 100% 5.5 8,946 100% 5,238 100% 
        
Gender Category               
Male 449 80% 8.9 8,195 92% 4,944 94% 
Female 105 19% 2.1 711 8% 283 5% 
Transgender 6 1% --- 40 <1% 11 <1% 
        
Age at AIDS Diagnosis      A   D  
< 13 0 0% 0.0 14 <1% 7 <1% 
13 - 24 26 5% 1.8 287 3% 38 1% 
25 - 34 136 24% 8.1 3,044 34% 1,144 22% 
35 - 44 147 26% 9.8 3,537 40% 2,099 40% 
45 - 54 169 30% 11.8 1,541 17% 1,223 23% 
55+ 82 15% 3.3 523 6% 727 14% 
        
Race and Hispanic Origin        
White 253 45% 4.0 6,244 70% 4,100 78% 
Black 154 28% 24.4 1,255 14% 562 11% 
Hispanic (all races) 76 14% 7.8 776 9% 301 6% 
Asian 41 7% 2.6 213 2% 68 1% 
Na ve Hawaiian / Pacific Islander 4 1% 5.0 25 <1% 10 <1% 
American Indian / Alaska Na ve 6 1% 9.1 105 1% 64 1% 
Mul ple Race 26 5% 5.8 328 4% 133 3% 
        
Exposure Category by Sex Assigned at Birth      
Assigned Male Only:        

Male / Male Sex (MSM) 297 53% --- 6,223 70% 3,785 72% 
Injec ng Drug Use (IDU) 21 4% --- 371 4% 262 5% 
MSM and IDU 47 8% --- 946 11% 603 12% 
Heterosexual Contact 11 2% --- 190 2% 56 1% 
Pediatric 0 0% --- 7 <1% 4 <1% 
Transfusion / Hemophiliac 0 0% --- 65 1% 55 1% 
No Iden fied Risk 79 14% --- 433 5% 189 4% 

Assigned Female Only:        
Injec ng Drug Use 13 2% --- 166 2% 111 2% 
Heterosexual Contact 44 8% --- 424 5% 136 3% 
Pediatric 2 <1% --- 11 <1% 4 <1% 
Transfusion / Hemophiliac 0 0% --- 23 <1% 18 <1% 
No Iden fied Risk 46 8% --- 87 1% 15 <1% 

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
*Includes 295 cases with an HIV-only Diagnosis and 4,943 AIDS Cases. 3,812/5,238 (72.8%) deaths had HIV listed as an underlying condi on. 
Rates are per 100,000 residents. 
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TTable 11. People Living with HIV Disease as of December 31, 2016, King County  

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
Rates are per 100,000 residents. 
Prevalent cases exclude individuals with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-state 
residence or death and no reported laboratory test results for at least 18 months. 

 HIV (  AIDS)  S   (AIDS)  A  C   HIV D  
 N . % R   N . % R   N . % R  

T             
 3,276 100% 162.0   3,522 100% 174.1   6,798 100% 336.1 
            
G  C                        
Male 2,882 88% 285.5  3,062 87% 303.4  5,944 87% 588.9 
Female 367 11% 36.2  429 12% 42.3  796 12% 78.5 
Transgender 27 1% ---   31 1% ---   58 1% --- 
            
C  A             
< 13 16 <1% 5.1  1 <1% 0.3  17 <1% 5.5 
13 – 24 111 3% 37.7  15 <1% 5.1  126 2% 42.8 
25 – 34 638 19% 190.8  245 7% 73.3  883 13% 264.1 
35 – 44 855 26% 284.1  599 17% 199.0  1,454 21% 483.1 
45 – 54 960 29% 334.2  1,353 38% 471.0  2,313 34% 805.3 
55+ 696 21% 140.8   1,309 37% 264.8   2,005 29% 405.5 
            
R   H  O             
White 1,993 61% 156.9  1,999 57% 157.3  3,992 59% 314.2 
Black 563 17% 446.2  700 20% 554.8  1,263 19% 1001.0 

U.S.-Born Black 318 10% ---  394 11% ---  712 10% --- 
Foreign-Born Black 218 7% ---  294 8% ---  512 8% --- 

Hispanic (all races) 416 13% 214.0  429 12% 220.6  845 12% 434.6 
U.S.-Born Hispanic 187 6% ---  165 5% ---  352 5% --- 
Foreign-Born Hispanic 203 6% ---  239 7% ---  442 7% --- 

Asian 148 5% 47.3  157 4% 50.1  305 4% 97.4 
Na ve Hawaiian / Pacific Islander 8 <1% 49.8  16 <1% 99.5  24 <1% 149.3 
American Indian / Alaska Na ve 20 1% 151.1  32 1% 241.7  52 1% 392.8 
Mul ple Race 128 4% 143.6   189 5% 212.0   317 5% 355.6 
            
E  C   A  S   B           
Assigned Male Only:            

Male / Male Sex (MSM) 2,376 73% ---  2,222 63% ---  4,598 68% --- 
Injec ng Drug Use (IDU) 61 2% ---  126 4% ---  187 3% --- 
MSM and IDU 238 7% ---  363 10% ---  601 9% --- 
Heterosexual Contact 53 2% ---  123 3% ---  176 3% --- 
Pediatric 16 <1% ---  6 <1% ---  22 <1% --- 
Transfusion / Hemophiliac 4 <1% ---  10 <1% ---  14 <1% --- 
No Iden fied Risk 159 5% ---  242 7% ---  401 6% --- 

Assigned Female Only:            
Injec ng Drug Use 36 1% ---  62 2% ---  98 1% --- 
Heterosexual Contact 204 6% ---  276 8% ---  480 7% --- 
Pediatric 21 1% ---  8 <1% ---  29 <1% --- 
Transfusion / Hemophiliac 2 <1% ---  6 <1% ---  8 <1% --- 
No Iden fied Risk 106 3% ---   78 2% ---   184 3% --- 
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TTable 12. Living HIV Cases* by Exposure Category, Sex Assigned at Birth and Race/Ethnicity as of December 31, 2016, 
King County  

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
Prevalent cases exclude individuals with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-state 
residence or death and no reported laboratory test results for at least 18 months. 
*Table excludes 24 Na ve Hawaiian and Pacific Islander cases due to small numbers. Also excluded are 317 cases reported as belonging to more 
than one racial or ethnic group. 

 W   B   H   A   
A  I  / 

A  N  
E  C  %  N . %  N . %  N . %  N . % N .   
               
A  M                              
Male / Male Sex (MSM) 3,108 82%  443 53%  605 79%  189 71%  23 62% 

U.S.-Born 2,867 76%   397 48%   270 35%   51 27%   20 54% 

Foreign-Born 98 3%   29 3%   295 38%   121 45%   0 0% 
Injec ng Drug Use (IDU) 94 2%  55 7%  19 2%  7 3%  5 14% 
MSM and IDU 411 11%  59 7%  64 8%  9 3%  7 19% 
Heterosexual Contact 41 1%  95 11%  25 3%  7 3%  0 0% 

U.S.-Born 35 1%   26 3%   3 <1%   0 0%   0 0% 

Foreign-Born 5 <1%   68 8%   21 3%   7 3%   0 0% 
Pediatric 5 <1%  13 2%  1 <1%  1 <1%  0 0% 
Transfusion / Hemophiliac 12 <1%  2 <1%  0 0%  0 0%  0 0% 
No Iden fied Risk 111 3%  166 20%  53 7%  53 20%  2 5% 
Total  3,782 100%   833 100%   767 100%   266 100%   37 100% 

               
A  F                              
Injec ng Drug Use (IDU) 54 26%  26 6%  4 5%  1 3%  6 40% 
Heterosexual Contact 122 58%  257 60%  55 71%  21 54%  7 47% 

U.S.-Born 109 52%   84 20%   12 15%   2 5%   6 40% 
Foreign-Born 8 4%   169 39%   42 54%   18 46%   1 7% 

Pediatric 5 2%  22 5%  1 1%  1 3%  0 0% 
Transfusion / Hemophiliac 1 <1%  6 1%  0 0%  1 3%  0 0% 
No Iden fied Risk 28 13%  119 28%  18 23%  15 38%  2 13% 
Total  210 100%   430 100%   78 100%   39 100%   15 100% 
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TTable 13. HIV among Men Who Have Sex with Men (MSM) and All HIV Cases, King County  

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
Prevalent cases exclude individuals with no reported laboratory test results for 10 + years, as well as those with preliminary evidence 
of out-of-state residence or death and no reported laboratory test results for at least 18 months. 
 

 N  HIV D  ( - )  MSM HIV C  P  
L   K  C   

     MMSM HIV C  A  HIV C   
 NN . % N . %  N . % 

T         

 866 100% 1,263 100%  5,199 100% 

        

R   H  O               
White 511 59% 615 49%  3,519 68% 
Black 105 12% 292 23%  502 10% 
Hispanic (all races) 139 16% 185 15%  669 13% 
Asian 62 7% 113 9%  198 4% 
Na ve Hawaiian / Pacific Islander 7 1% 7 1%  19 <1% 
American Indian / Alaska Na ve 7 1% 10 1%  30 1% 
Other/Unknown 35 4% 41 3%  262 5% 

        

I  D  U               
Yes 82 9% 126 10%  601 12% 
No 213 25% 300 24%  2,483 48% 
Unknown 571 66% 837 66%  2,115 41% 

        

A   HIV D           A      

< 13 0 0% 9 1%  0 0% 
13 - 24 160 18% 188 15%  82 2% 
25 - 34 302 35% 414 33%  706 14% 
35 - 44 220 25% 329 26%  1,060 20% 
45 - 54 129 15% 211 17%  1,802 35% 
55+ 55 6% 112 9%   1,549 30% 

        

F -  S               
U.S.-born 618 71% 750 59%  4,359 84% 
Foreign-born 176 20% 421 33%  593 11% 
Unknown 72 8% 92 7%   247 5% 
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TTable 14. HIV Among People Who Iden fy as Transgender* and All HIV Cases, King County  

All HIV/AIDS surveillance data reported to the Washington State Department of Health as of June 30, 2017. 
Prevalent cases exclude individuals with no reported laboratory test results for 10 + years, as well as those with preliminary evidence of out-of-
state residence or death and no reported laboratory test results for at least 18 months. 
*Iden fica on of people who describe themselves as Transgender relies on review of informa on in medical records and/or self-disclosure during 
partner services interviews, gender iden ty has been collected on the HIV/AIDS Case report in Washington since late 2004. Data presented here 
are a poten al undercount. 
** For those cases reported that iden fied as transgender, 92% of HIV cases diagnosed 2007-2016 and 97% of persons presumed to be living in 
King County at the end of 2016 were assigned male at birth. 

 N  HIV D  ( - )  T  HIV C  
P  L   K  C  

      T  HIV C  A  HIV C   
 N . % N . %  N . % 
T **        

 26 100% 2,786 100%  58 100% 

        

R   H  O               
White 14 54% 1,473 53%  27 47% 
Black 2 8% 574 21%  8 14% 
Hispanic (all races) 7 27% 423 15%  16 28% 
Other/Unknown 3 12% 316 11%  7 12% 

        

I  D  U               
Yes 7 27% 297 11%  16 28% 
No 7 27% 1,187 43%  24 41% 
Unknown 12 46% 1,302 47%  18 31% 

        

A   HIV D           A      

< 13 0 0% 19 1%  0 0% 
13 - 24 5 19% 408 15%  1 2% 
25 - 34 9 35% 883 32%  14 24% 
35 - 44 7 27% 746 27%  11 19% 
45 - 54 5 19% 489 18%  20 34% 
55+ 0 0% 241 9%   12 21% 
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TTable 15. Characteris cs and HIV Prevalence - Sea le Area Na onal HIV Behavioral Surveillance, 2014-20161  

1 The Na onal HIV Behavioral Surveillance System (NHBS) is a Centers for Disease Control and Preven on funded survey of popula ons at elevated 
risk for HIV infec ons. Key popula ons are surveyed in a three-year cycle and include MSM, PWID, and heterosexuals at increased risk for 
heterosexually acquired HIV (HET). In 2016, the Sea le HET cycle focused on women who exchanged sex for money or drugs. The target sample size 
each year is 500 par cipants.  
2 By self-report  
3 Women are only asked for number of male sex partners. Transgender par cipants are not asked.  
4 Of those who reported injec ng drugs in the last 12 months.  
5 Mostly heroin+meth for PWID and MSM. Not specified for WES.  

  
   

W      
(WES) 

P      
(PWID) 

M        
(MSM) 

T  N 296 535 503 
HIV+ 3% (10/296) 5% (26/533) 17% (81/479) 
MSM/PWID HIV+ n/a 22% (13/59) 48% (15/31) 
HIV+    20% (2/10) 15% (4/26) 7% (6/81) 
       
  Total % HIV+ Total % HIV+ Total % HIV+ 
A  ( )             
18-29 9% 4% 24% 2% 33% 8% 
30-39 26% 5% 23% 9% 28% 18% 
40-49 36% 3% 23% 6% 20% 23% 
50+ 30% 2% 29% 4% 20% 23% 
       
G  C              
Male n/a - 64% 6% 100% 17% 
Female 100% 3% 36% 3% n/a - 
Transgender excluded - <1% 0% excluded - 
       
R /              
White, non-Hispanic 47% 3% 66% 5% 62% 18% 
Black, non-Hispanic 20% 3% 9% 6% 8% 13% 
Hispanic 11% 6% 9% 4% 17% 13% 
Other race, non-Hispanic 5% 0% 4% 0% 5% 18% 
Mul racial, non-Hispanic 17% 4% 12% 8% 8% 27% 

 
P    
Number of sex partners3       

0 <1% 0% 18% 3% n/a - 
1 3% 11% 32% 4% 18% 13% 
2 to 4 22% 2% 34% 5% 30% 18% 
5 to 9 18% 2% 8% 0% 22% 8% 
10+ 57% 4% 9% 15% 31% 25% 

Male-male sex n/a - 11% 22% 100% 17% 
STD diagnosis 10% 0% 5% 15% 17% 32% 
Popper use n/a - n/a - 33% 26% 
Meth use (non-injec on) 53% 3% 60% 5% 15% 44% 
Meth injec on (any) 29% 1% 65% 6% 5% 54% 
Injec on drug use 66% 4% 100% 5% 6% 48% 
Drug most frequently injected4             

Heroin 64% 5% 67% 3% 30% 25% 
Speedball 9% 0% 7% 3% 0% 0% 
Cocaine 1% 0% <1% 0% 0% 0% 
Meth 15% 0% 19% 10% 70% 63% 
Other drug5 10% 5% 6% 9% n/a - 

Recep ve needle sharing4 49% 1% 38% 3% 23% 57% 
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Monitoring the Goals of 
the National Strategy for 
HIV/AIDS and the King 
County HIV Care 
Cascade 

Introduction 
The U.S. Na onal HIV/AIDS Strategy (NHAS)1 has three major 
goals: 1) reducing new HIV infec ons; 2) increasing access to 
care and improving health outcomes; and 3) reducing HIV-
related dispari es. In this sec on we address each of these 
outcomes, focusing on the HIV care con nuum, the 
sequen al steps from HIV diagnosis to linkage to care, 
engagement in care, and viral suppression. In recent years, 
the con nuum has become an important conceptual and 
visual framework for iden fying aspects of HIV preven on 
and care that require improvement. As shown in FFigure 1, an 
es mated 76% of persons living with HIV/AIDS (PLWHA) in 
King County – and 82% of diagnosed individuals - were virally 
suppressed in 2016. Viral suppression is defined here to 
mean a viral load of <200 copies/mL. Each step in the 
con nuum is associated with a ri on. We es mate 7% of 
PLWHA are undiagnosed, and an addi onal 17% are 
diagnosed but are either en rely out of medical care or have 
received at least minimal care but are not adequately 
treated (i.e. have not achieved viral suppression).  

 
Goal One: Reducing New Infections 
New HIV Diagnoses 
In recent years, King County has invested substan al 
resources in improving the quality of its surveillance data. As 
part of this, we sought to be er define which newly 

SUMMARY 

HIV diagnoses are decreasing. In 2016, 180 King 
County residents were diagnosed with HIV, the 
lowest number of new diagnoses in 21 years.  

More than 80% of King County residents with 
diagnosed with HIV infec on were virally 
suppressed in 2016.  

Dispari es in new diagnoses and in viral 
suppression persist. The incidence of new HIV 
diagnoses is higher among men who have sex 
with men (MSM) than among people who use 
injec on drugs (PWID) and those with other 
risk factors, and also higher among Black 
heterosexuals (both U.S. born and foreign 
born) than among White heterosexuals. Also, 
levels of viral suppression are lower among 
people who use injec on drugs (PWID), and 
among U.S. born Blacks rela ve to Whites and 
people with other HIV risks in King County.  
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FFigure 1: 2016 King County HIV Care Cascade (Data Reported Through June 30, 2017) 
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E   
  HIV/AIDSa 

D    
  K  C b 

L     
 c 

O     
 d 

V  
e 

Number of 
people 

7310 6798 172/180 6156 5575 

aPercent undiagnosed was calculated as 7% for King County2, based on a publicly available R back calcula on package (h ps://github.com/
hivbackcalc/package1.0/wiki). Es mated people living with HIV/AIDS is calculated by dividing “diagnosed and presumed living in King County” 
residents by .93. 
bDiagnosed cases are those presumed living in King County during 2016. Individuals with no contact for ten or more years were presumed to have 
relocated or died. Others with unconfirmed reloca ons (iden fied, for example by online Internet database searches, but not confirmed by the new 
jurisdic on or another secondary source) and no laboratory results reported for > 18 months were also excluded. 
cLinked to care in 2016 is not a subset of earlier data (hence different color in the graph) and is based on the percent diagnosed in 2016 with a CD4 
or viral load test within 3 months of diagnosis. The percent linked in the figure, 90%, is the percent of diagnosed cases in 2016 who linked (96%) 
mul plied by 93% to account for undiagnosed cases. One month linkage to care occurred for 87% of PLWdH. 
dOne or more care visit was based on one or more reported laboratory result (CD4, viral load, genotype). 
eViral suppression is defined as the most recent viral load test result in 2016 less than 200 copies. 

reported cases of HIV are truly new diagnoses. In this 
sec on we exclude newly reported HIV cases from 
calcula ons of incident diagnoses if the person reported 
to surveillance told PHSKC inves gators that they were 
previously diagnosed with HIV infec on, even if 
surveillance staff could not confirm the prior diagnosis or 
if that diagnosis occurred outside of the US. For 2016, 
this new procedures reduced the number of new 
diagnoses from 219 cases (the number counted by CDC) 
to 180 new HIV diagnoses. Applying this approach to all 
newly reported cases over the past decade (2007 
through 2016) excluded 13% of all cases previously 

classified as new diagnoses (range 8-18% cases per year). 
Figure 2a presents trends in the new HIV diagnosis rate 
(number of HIV cases per 100,000 King County residents) 
in 2007-2016. Over the ten-year period, the rate of HIV 
diagnoses overall declined by 44% (X2

trend p<0.001). This 
decline was evident both among men (46% decline; 
X2

trend p<0.001) and among women (31% decline; X2
trend 

p=0.003), who comprise a rela vely small propor on of 
cases.  
 
 
 



FFigure 2a: Rate of New HIV Diagnoses, Overall and for Men and Women (According to Sex Assigned at Birth) per 100,000 
Popula on per Year, 2007 through 2016, King County 

HIV diagnosis rates also declined by risk categories 
(Figure 2b). For these calcula ons, 5.7% of people as-
signed male sex at birth over are 14 years of age were 
assumed to be MSM and 1.4% of King County residents 
above 14 years of age were PWID. HIV diagnoses de-
clined by 49% among MSM, 42% among PWID, and 38% 
among heterosexuals (including individuals with un-

known HIV risk) (all three decreases p<0.001 by X2
trend). 

Among heterosexuals, HIV diagnosis rates declined in all 
major categories defined by race/ethnicity and na vity 
(Figure 2c), with the largest percent declines among U.S. 
born Blacks (67%) and foreign-born Blacks (54%).  
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Figure 2b: Rate of New HIV Diagnoses, for Men who Have Sex with Men (MSM), People Who Use Injec on Drugs (PWID) 
and Heterosexuals* per 100,000 Popula on per Year, 2007 through 2016, King County 

* Heterosexuals include individuals with unknown HIV risk. 



FFigure 2c: Rate of new HIV Diagnoses by Race/Ethnicity and Na vity per 100,000 Popula on per Year, 2007 Through 2016, 
King County 

* Heterosexuals include individuals with unknown HIV risk. 
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Goal Two: Increase Access to Care 
and Improve Health Outcomes 
for All People Living with HIV 
Ini al Linkage to Care 
A high propor on of people newly diagnosed with HIV 
link to care within one or three months of diagnosis. For 
the past three years, more than 90% of all persons with 
newly diagnosed HIV infec on have linked to HIV care 
within 3 months of diagnosis, defined as a reported CD4 
count or viral load within three months of diagnosis. In 
2016, 96% of people diagnosed with HIV in King County 
in 2016 linked to a care facility within three months. 
Rates of linkage to care within one month were also high 
(87% or greater) over the past three years, with 88% of 
individuals linking to care within one month of diagnosis 
in 2016. 
 
Time to Viral Suppression 
Over the past decade, the me between HIV diagnosis 
and an retroviral treatment ini a on and viral 
suppression has shortened considerably. In the Figure 

below ((Figure 4), the drama c decrease in me to  
suppression is shown with a series of “survival curves”. 
These curves show the percent of people with HIV in 
three year intervals, 1999 to 2016, who remain without 
viral suppression at each me period, in months from 
diagnosis to either suppression or censoring (which can 
be death, reloca on, or being censored as of the last 
reported laboratory value received by HIV surveillance). 
Viral suppression is based on an ini al viral load < 200 
copies/mL. At me of diagnosis ( me 0) essen ally 100% 
are not suppressed. For people diagnosed with HIV in 
2005 through 2007, half were virally suppressed in about 
2 years. For individuals diagnosed with HIV in 2014 
through 2016, half were virally suppressed in about four 
months, 75% were suppressed within 7 months and 82% 
were suppressed within one year. These data were 
examined in September of 2017, so individuals diagnosed 
in the last four months of 2016 have not yet been 
observed for a full year, and the percent suppressed 
within one year may increase. 



FFigure 4: Differences in Time to Viral Suppression by Year of HIV Diagnosis, King County, 1999 – 2016  
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Engagement with HIV Care 
Ninety-one percent of all persons with diagnosed HIV 
infec on in King County were engaged with care as 
evidenced by at least one laboratory test reported to 
PHSKC. Figure 5 shows that engagement with care and 
viral suppression (viral load < 200) increased with age 
among adult PLWHA. Engagement was also higher 

among children less than 13 years of age rela ve to 
teenagers and those in their 20’s. Note that any poten al 
associa ons between age and both engagement in care 
and viral suppression may be partly due to the length of 

me it has been since an HIV diagnosis, rather than the 
age of the individual. 

0 

Figure 5: Percent with Any Visit and Undetectable Viral Load by Age in 2016, King County 

CD4 Count and Viral Load (Figures 6a and 6b) 
The CD4 lymphocyte count is a measure indica ng the 
strength of a pa ent’s immune system. A normal CD4 
count is about 1,000 cells/mm3 (range 500-1500 cells/
mm3), and individuals with a CD4 count under 200 are 
considered severely immunosuppressed and are defined 
as having AIDS. In 2016, CD4 values were available for 
78% and viral load test values available for 88% of 
diagnosed cases presumed living locally.  

Of PLWHA for whom laboratory data were available, 60% 
had a CD4 count over 500 cells/mm3, and only 7% had a 
CD4 count under 200 cells/mm3 (Figure 6a) In 2016, 88% 
PLWHA with laboratory data available had an 
undetectable viral load, and an addi onal 4% had a 
suppressed but detectable viral load, under 200 copies 
(Figure 6b), making a total of 92% with viral suppression 
(viral load < 200). 



FFigure 6a: Most Recent CD4+ T-lymphocyte Counts 
2016, King County (Based on 5,330 People with CD4 
Tests Reported) 

Figure 6b: Most Recent Plasma Viral Load 2016, King 
County (Based on 6,798 people with Viral Load Tests 
Reported) 
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Factors Associated with Not Being Virally Suppressed  
or in HIV Care  
We used a mul variate model to inves gate the factors 
associated with (1) being viremic (viral load greater than 
200 copies per mL), (2) not being in care in 2016 or both 
of these outcomes. Not being in care was defined by 
having no viral load, CD4, or other lab test (such as a 
genotype assay) reported in 2016 among people 
diagnosed in 2015 and earlier. A mul variate model 
teases out the individual associa ons of mul ple factors 
(predictors) with an outcome a er “adjus ng” for all the 
factors in the model. This type of model allows one to 
iden fy factors that are associated with an outcome a er 
accoun ng for the impact of the other factors in the 
model. The results are expressed as rela ve risks (RR) 
with 95% confidence intervals (CI). A RR es mates the 
risk of having the outcome rela ve to a reference group. 

RR’s below one suggest people with the factor are at 
lower risk of the outcome. RR’s above one suggest 
people with the factor are at higher risk of the outcome. 
A RR equal to one suggest there is neither a higher nor a 
lower risk of the outcome. In addi on to all of the other 
factors listed in TTable 2, we also adjusted for year of HIV 
diagnosis. Unless otherwise specified, the RR for each 
category is rela ve to all other people not in that 
category. For age, the reference category is people age 
50 years and greater. Sta s cal significance is indicated 
with bold type and was determined by 95% CI which do 
not include the value of 1.0. PWID, U.S.-born Blacks, and 
individuals aged 20 to 49 years were at elevated risk for 
being out of care or not being virologically suppressed. 
This finding highlights the dispari es that characterize 
the local HIV epidemic.  

Table 2: Factors Associated With (1) Not Being in Care in 2016 or (2) Not Having a Suppressed HIV Viral Load  
(<200 Copies Per Ml), King County HIV Surveillance Data Reported As Of 6/30/2017+ 

F  
P  O   C    

N  S  
A   

R  R * ( % CI) 
Total 
People who inject drugs 

18% 
22% 

  
1.16 

  
(1.00 - 1.33) 

Men who have sex with men 16% 0.64 (0.55 – 0.74) 
Foreign-born La no 19% 1.02 (0.83 – 1.25) 
US-born La no 19% 1.07 (0.86 – 1.32) 
Foreign-born Black 15% 0.70 (0.55 – 0.89) 
US-born Black 24% 1.35 (1.18 – 1.54) 
Assigned female at birth 19% 0.77 (0.63 – 0.93) 
Assigned male at birth 17% 1.0 Reference category 
Less than 20 years of age 14% 1.01 (0.40 – 2.51) 
20 – 29 years 22% 1.57 (1.23 – 2.01) 
30 – 39 years 23% 1.50 (1.29 - 1.76) 
40 – 49 years 19% 1.27 (1.11 - 1.45) 
Age 50+ years 15% 1.0 Reference category 

+ Analysis includes 5,421 persons in care and 1,159 persons who were not engaged with care or who were viremic (6,580 total). Excludes 
individuals diagnosed with recent HIV diagnoses (in 2016). 
* Adjusted for all of the other variables in the Table plus year of HIV diagnosis. 
Bold type designates sta s cally significantly increased or decreased risk of being out of care or non-suppressed. 
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Mortality 
Mortality rates among PLWHA have declined over the 
last 10 years. As shown in FFigure 10, age and lag adjusted 
mortality among PLWHA in King County has declined 20% 
between 2007 and 2016 (death ascertainment for 2016 
was es mated to be 50% complete, with completeness 
increasing through 2008 [99% complete] and 2007 [100% 
complete]). Mortality rates in 2009 may have been 
ar ficially higher due to an inves ga on of HIV deaths 
conducted for individuals who died that year. Despite the 

long-term decline in the age-adjustment mortality rate 
seen in the figure, this rate has now been stable for more 
than five years, although the slowing in the decrease in 
death rates may be, at least partly due to over-
adjustment for repor ng lag. The absence of further 
progress on this cri cal metric in the face of rising levels 
of viral suppression highlights the need to be er 
understand the causes of death in persons dying with HIV 
in King County and develop new approaches to 
improving their health. 

Figure 10: Death Rates 2007-2016 among King County Residents Diagnosed With HIV: (1) Unadjusted and (2) Adjusted for 
Changes in Age Distribu on and Lags in Death Repor ng. 

Goal #3: Reduce Health-Related 
Disparities 
Dispari es in HIV Prevalence by Race/Ethnicity,  
Na vity, and HIV Risk 
To es mate HIV prevalence among MSM, we assumed 
that 5.7% of males age 15+ years across all races/
ethnici es were MSM.3 Using this assump on, Black 
MSM were 48% more likely, La no MSM were 33% more 
likely, and Asian MSM were 76% less likely to have an HIV 
diagnosis rela ve to White MSM ((Figure 11a). (Please see 
the MSM fact sheet in this issue for comparisons of 
incident diagnoses by race/ethnicity among MSM.) HIV 
infec on remains rela vely rare among women and 
heterosexual men who don’t inject drugs , with fewer 
than 3 in 1,000 persons in all groups other than foreign-
born-Blacks having diagnosed HIV infec on ((Figure 11b). 
However, this prevalence varies markedly by race/
ethnicity. In this figure, Whites and Asians are combined 

as the percent with diagnosed HIV was iden cal (0.03%). 
Based on U.S. Census data, approximately 27% of Blacks 
and 38% of La nos in King County are foreign born. 
Excluding MSM and persons who inject drugs (PWID), we 
es mate that 1.4% of foreign-born Blacks and 0.2% of 
foreign-born La nos in King County have diagnosed HIV 
infec on. In 2016, 31% of all new HIV diagnoses in King 
County occurred in persons born outside of the US, 
including 8% of diagnoses in Whites, 41% of diagnoses in 
Blacks, 54% of diagnoses La nos, and 87% of diagnoses 
among Asian/Pacific Islanders (data not shown). 
Excluding cases occurring in MSM and PWID, the 
prevalence of diagnosed HIV infec on is 8.3 mes higher 
among US-born African Americans rela ve to Whites. 
Among PWID, HIV prevalence varies markedly by MSM 
status and methamphetamine use ((Figure 11c). 
Depending on methamphetamine usage, MSM were 
three to 14 mes as likely to have HIV infec on rela ve 
to other PWID. 
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Figure 11: HIV Diagnosis Prevalence Among MSM (Men Who Have Sex with Men) by Race/Ethnicity in 2016, non-MSM/
PWID (People Who Inject Drugs) by Race/Ethnicity and Na vity in 2016, and among PWID by MSM and Methamphetamine 
use in 2015, King County 

Figure 11a: Es mated Percent of MSM** with an HIV 
Diagnosis by Race 

Figure 11b: Percent of non-MSM, non-PWID with an HIV 
Diagnosis 

Figure 11c: HIV Seroprevalence Among People Who Inject Drugs  
from Sea le Area Na onal HIV Behavioral Surveillance, 2015 

Notes for Figures 11a-c 
MSM = Men who have sex with men; PWID = People who 
use injec on drugs 
**MSM are es mated at 5.7% of King County 2015 male 
residents age 15 years and greater 

***Foreign-born Blacks are es mated at 27% of Black/
African/African-American residents; foreign-born La nos 
are 38% of La no residents  



DDispari es in HIV Care Con nuum Measures by Race/
Ethnicity, Na vity, and HIV Risk 
Table 3 presents HIV care con nuum data among 
diagnosed persons with HIV stra fied by gender, race/
ethnicity, na vity and HIV risk (among MSM, PWID and 
heterosexuals). (Please note that the percentages below 
which are limited to people diagnosed with HIV, differ 
from FFigure 1 in this sec on, which include all persons 
living with HIV, diagnosed and undiagnosed.) Virologic 
suppression is 73% or greater for all subgroups defined 
by HIV risk, race/ethnicity or na vity. However, 
suppression is approximately 8% lower among U.S. born 
Blacks than among Whites and 11% lower among PWID 
than among MSM (absolute differences). These 
dispari es merit concerted efforts to ensure that all 
PLWHA receive the medical care they need. At the same 

me, it is worth no ng that levels of viral suppression in 
King County, including among Blacks and PWID, are very 
much higher than for the U.S. as a whole1. 

 
Table 4 presents informa on on the characteris cs of 
persons living with HIV in King County who are not virally 
suppressed. An es mated 1,222 King County residents 
have been diagnosed with HIV infec on, but are not 
suppressed. A total of 588 (48%) of these persons saw a 
medical provider at least once in 2016. Of the remaining 
634, 480 (76%) had a laboratory result reported in 2015 
or the first half of 2017, 50 (8%) had a last laboratory 
result reported in 2014, and the remaining 104 (16%) 
have had no reported laboratory results since 2013 
(these individuals have a high likelihood of reloca on out 
of King County). While Black MSM are more likely to be 
unsuppressed (24% ) rela ve to 16% of White MSM, over 
half of unsuppressed persons are White and other (non-
Black, non-La no) MSM. 
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TTable 3: HIV Care Metrics, Including Linkage to Care, Being in Medical Care and Viral Suppression for Selected Groups Living 
With HIV Infec on, King County Washington 2016. 

      P       HIV (PLWDH)  
 K  C    : 

  
P    

 HIV  
 (PLWDH) (N) 

N   
  

L    
    

  (  
 ) 

   
  

   
 PLWDH 

   
    

 <  
)  PLWDH 

T  6,798 180 96% 91% 82% 
 
G  C  
Assigned male at birth 5,999 153 97% 91% 82% 
Assigned female at birth 799 27 93% 90% 81% 
Transgender2 58 73 100% 93% 76% 
      
R , E   N  
White 3,992 80 98% 91% 83% 
Black 1263 34 88% 91% 79% 
  Foreign-born  554 14  93% 91% 85% 
  US-born  925 20 85% 92% 75% 
La no 845 38 100% 90% 80% 
  Foreign born  459 19 100% 90% 81% 
  US-born  386 19 100% 90% 80% 
Asian 305 17 100% 85% 79% 
Pacific Islander3 24 33 100% 100% 96% 
Na ve American3 52 63 83% 92% 87% 
      
HIV R  F  
Men who have sex with     
     men (MSM) 

4,602 112 98% 91% 84% 

People who inject drugs  
     (PWID) 

286 11 100% 90% 73% 

MSM-PWID 601 13 85% 93% 79% 
Heterosexual 656 9 89% 89% 81% 
      
O  F  
Foreign Born 1,382 53 98% 90% 83% 
Meth use prior to  
     diagnosis, first   
     collected in 2009 

314 28 93% 91% 77% 

 
R /E  A  MSM 
White MSM 3,519 61 97% 91% 84% 
Black MSM 502 13 85% 92% 76% 
La no MSM 669 30 100% 92% 82% 

1 “Linked” is based on percent of cases diagnosed in 2016 linking to care based on CD4 or viral load tests within 3 months of diagnosis. The numbers 
of newly diagnosed Na ve Americans, Pacific Islanders, and transgender individuals diagnosed with HIV 2014-2016 were small (< 7) and the % 
linking to care should be in interpreted with cau on. 
2 Transgender category, for prevalent cases, includes transgender women (97%) and transgender men (3%); for incident diagnoses, all were 
transgender women. 
3Due to small numbers diagnosed in 2016 alone; recent diagnoses include 2014 and 2015. 
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TTable 4: Number and Characteris cs of Diagnosed Persons Living with HIV in King County Who are Not Virally Suppressed 

* Includes individuals without a reported viral load as well as viral loads > = 200 copies / mL. 
MSM = men who have sex with men; PWID = people who use injec on drugs. 

  
L    

HIV  K  C  

N    
    

* 

  

G  N . N . (%  ,  %) 
%  , 

 % 
T  6,798 1,222 (18%) 100% 

T  MSM 5,199 878 (17%) 76% 

  Black MSM   502 118 (24%) 10% 

  La no MSM   669 119 (18%) 10% 

  White MSM   3,519 554 (16%) 45% 

  Other MSM   509 87 (17%) 7% 

P      (PWID) 886 199 (22%) 16% 

F -  B  (FBB) 513 76 (15%) 6% 

O   (  FBB, PWID) 419 91 (22%) 7% 

Contributed by Ma hew Golden, Julia Hood, Sara Glick, and Susan Buskin 
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EVALUATION OF PUBLIC HEALTH-
SEATTLE & KING COUNT Y  

HIV/STD PROGRAM HIV 
PREVENTION EFFORTS  



HIV Testing and Case 
Finding 

Background 
HIV tes ng is a cornerstone of HIV preven on and plays a 
cri cal role in advancing both of Public Health’s two primary 
HIV-related objec ves: aver ng the morbidity and mortality 
associated with HIV infec on, and preven ng HIV 
transmission. Tes ng prevents HIV-related morbidity and 
mortality by iden fying infected persons, the first step in 
their accessing life-saving medical care. It also prevents HIV 
transmission as most persons who learn they are HIV 
posi ve change their behavior to prevent transmission to 
partners, and ini ate an retroviral therapy which renders 
them noninfec ous.1-4 The goal of tes ng is to ensure that 
persons who acquire HIV infec on are diagnosed as soon as 
possible following infec on. With the advent of HIV pre-
exposure prophylaxis (PrEP), tes ng also plays an important 
role in linking persons at high risk for HIV to PrEP. Working in 
collabora on with medical providers and community-based 
organiza ons, Public Health Sea le & King County (PHSKC) 
and the WA State Department of Health (WSDOH) seek to  
promote widespread HIV tes ng as part of rou ne medical 
care, and directly fund HIV tes ng for persons at high-risk for 
infec on. WA State HIV Tes ng Guidelines are shown in 
TTable 1. Men who have sex with men can also determine their 
recommended HIV tes ng frequency using a calculator at 
h p://www.findyourfrequency.com/.  
 
 

SUMMARY 

An es mated 93% of People Living with HIV in 
King County have been diagnosed.  

HIV tes ng is reaching MSM in King County, 
with 53% of those newly diagnosed with HIV 
repor ng a nega ve test in the prior year, and 
68% repor ng a nega ve test in the prior 2 
years. 

Public Health funded 13,276 tests in 2016, and 
diagnosed 39% of all newly iden fied cases in 
King County. 

Despite the success of tes ng, 24% of persons 
with newly diagnosed HIV infec on were 
concurrently diagnosed with AIDS, sugges ng 
that they had longstanding infec ons.  This was 
par cularly common among HIV-infected 
heterosexuals born outside of the US. 
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HIV CASE-FINDING 
GOALS 2016 2020 Goal 

Know HIV status 93% ≥95% 

Late HIV diagnosis  24% <20% 

Recent HIV tes ng in MSM  68% >75%  
Eliminate dispari es by 
race/ethnicity in recent HIV 
tes ng in MSM 

White: 70% 
Black: 71% 
La no: 69% 

No  
Dispari es 

*Among new HIV diagnoses; tested in prior 2 years. 



Monitoring the Success of  
HIV Case Finding at the  
Population-Level 
Public Health monitors the success of HIV case-finding at 
the popula on level, primarily using data collected as 
part of inves ga ons of persons with newly diagnosed 
HIV infec on. Key metrics for monitoring case-finding 
programs relate to the goal of ensuring that HIV-infected 
persons are diagnosed as soon as possible following 
infec on. With that in mind, Public Health monitors the 
percent of people living with HIV (PLWH) who know their 
HIV status (or the inverse, the undiagnosed frac on of 
infec ons), the propor on of persons diagnosed with HIV 
who have never previously HIV tested, the HIV inter-test 
interval ( me from last HIV nega ve test to HIV 
diagnosis), the propor on of persons with newly 
diagnosed HIV-infec on who are concurrently diagnosed 
with HIV and AIDS, and the measures of CD4 lymphocyte 
counts at me of HIV diagnosis. (AIDS is a clinical and 
laboratory diagnosis related to advanced 
immunosuppression typically observed in persons with 
long-standing HIV infec on, though approximately 9% of 
persons with HIV develop AIDS in the first year following 
infec on. The CD4 lymphocyte count declines over me 
in persons with HIV, and is another measure of longer 
standing infec on.) 
 
UUndiagnosed Frac on Es ma on 
PHSKC collaborated with researchers at the University of 
Washington (UW) to develop a method that uses data on 
cases’ HIV tes ng history to es mate the propor on of 
HIV-infected persons who are unaware of their status 
(i.e. the undiagnosed frac on). In 2015 and 2016, we 
es mate that 8% and 7% of King County PLWH were 
undiagnosed. The undiagnosed frac on for MSM was 
previously es mated at 6% (ranging from 6 to 11%) 
based on data from 2006 to 2012.6 The most current 
es mate of the undiagnosed frac on for MSM in 2016 is 
4% (ranging from 4% to 8%). 
 
HIV Tes ng History in Persons with Newly Diagnosed HIV, 
HIV Inter-test Interval and Absence of Prior HIV Tes ng 
The HIV intertest interval (ITI) is the me between a 
person’s last HIV nega ve test and first HIV posi ve test. 
Decreasing the ITI among persons with newly diagnosed 
HIV infec on minimizes the amount of me infected 
persons go without treatment and may be unknowingly 
exposing others to HIV. Because recommenda ons for 

frequent tes ng primarily affect MSM, monitoring 
focuses primarily on that group. Since 2010, at least 89% 
of MSM diagnosed with HIV have had a known tes ng 
history (either repor ng a date of a last nega ve test, or 
they stated their ini al diagnos c test was their first HIV 
test). The median ITI remained rela vely stable (between 
7 and 11.5 months) for MSM diagnosed with HIV 
between 2009 and 2016 ((Figure 1). Three quarters of 
MSM had ITI of 20 months or less in 2016 (excluding 
those who never tested or with an unknown HIV tes ng 
history), and 32%, 54% and 68% reported tes ng HIV 
nega ve in the 6, 12 and 24 months prior to their HIV 
diagnosis. Throughout this period, 8.5% (ranging from 6% 
to 10%) of MSM reported never tes ng nega ve for HIV 
prior to an ini al HIV diagnosis ((Figure 2). King County’s 
goal is to assure that all MSM diagnosed with HIV have 
tested HIV nega ve in the 24 months prior to diagnosis, 
and that no MSM over the age of 18 tests HIV posi ve at 
the me of their first HIV test. 
 
 
Table 1: PHSKC & WSDOH HIV Screening Guidelines 
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A  WA S  R  
Test at least once between the ages of 18 and 645 
Test concurrent with any diagnosis of gonorrhea or syphilis 
Pregnant women 
 
M       (MSM)   

     * 
Indica ons for tes ng every 3 months (any of below risks)*: 

Diagnosis of a bacterial sexually transmi ed infec on (STI) 
(e.g. early syphilis, gonorrhea, chlamydia) 

Use of methamphetamine or poppers (amyl nitrate) 
>10 sex partners (anal or oral) 
Condomless anal intercourse with an HIV+ partner or 

partner of unknown status 
Ongoing use of HIV pre-exposure prophylaxis 

MSM and transgender persons who have sex with men 
without the above risks should HIV test annually 
 
P    * 
Annual HIV tes ng 
*Persons should also be tested for syphilis and for 
gonorrhea and chlamydia at all exposed anatomical sites 
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Figure 1: Median and Inter-quar le Range (IQR) of Intertest Intervals (Months Between Last Nega ve and First Posi ve 
Test) of Newly HIV Diagnosed MSM; King County 2007-2016 

Figure 2. Percent of MSM Without an HIV Test Before an HIV Diagnosis, Tested Within Two Years or More than Two Years 
of HIV Diagnosis; King County, 2007-2016 



AAIDS at Time of HIV Diagnosis 
As shown in FFigure 4, the percentage of individuals with 
newly diagnosed HIV infec on diagnosed with AIDS 
within six months of, 12 months of, or concurrent with 
first tes ng HIV posi ve declined between 2008 and 
2014 and has since been fairly stable. In 2015 (the most 
recent year with a full year of follow-up available), 23% 
of all persons diagnosed with HIV, including 17% of MSM, 
27% of PWID and 25% of heterosexuals were diagnosed 
with AIDS within 1 year of HIV diagnosis. The median CD4 
count at me of HIV diagnosis has been roughly stable 

since 2007, between 351 and 414 ((Figure 5) among  
individuals with a CD4 count within half a year of their 
HIV diagnosis. CD4 data demonstrate the converse of 
late HIV diagnosis, with roughly three-quarters of 
individuals being diagnosed with HIV before experiencing 
severe immunosuppression (CD4+ T lymphocyte less 
than 200 /microL). However inter quar le ranges indicate 
roughly half of people with a new HIV diagnosis have 
some degree of immunosuppresssion with CD4 counts 
between 200 and 500.  
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Figure 3 presents HIV tes ng summaries from the three 
most recent years of the Na onal HIV Behavioral 
Surveillance system, including MSM, PWID, and women 

who exchange sex (WES). Of the three risk groups, MSM 
were most likely to have had a recent HIV test, and least 
likely to have never had an HIV test previously.  

Figure 3. HIV Tes ng History (Time Since Last HIV Test) among Men Who Have Sex with Men (MSM, 2014), People Who 
Inject Drugs (PWID, 2015), and Women Who Exchange Sex for Drugs or Money (WES, 2016) from the Sea le Area Na onal 
HIV Behavioral Surveillance System 



Individuals outside known HIV risk groups (MSM, 
PWID), are less likely to have had a prior nega ve 
HIV test  (Table 2). Among the 92 non-MSM, non-
PWID diagnosed with HIV infec on in 2015-16, 50% 

had never previously HIV tested. Over one third 
(41%) of non-MSM, non-PWID diagnosed with HIV 
were foreign born.  
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Figure 4: Late HIV Diagnoses, as Defined by AIDS Diagnosis Concurrently, Within Six Months, or Within One Year of HIV 
Diagnosis; King County, 2007-2016 

Figure 5: Median and Inter-Quar le Range (IQR) of First CD4 Counts among People Newly Diagnosed with HIV; King County, 
2007-2016 



PPlace of HIV Diagnosis and Reason for HIV Tes ng 
Figure 6 presents informa on on the facili es where 
persons with newly diagnosed HIV infec on were 
diagnosed. Inclusion is limited to individuals diagnosed 
with HIV in 2015 or 2016 with an HIV diagnosis at a local 
facility (n = 370), excluding diagnoses made out of state, 
or among individuals self-repor ng earlier diagnoses.  
 
Sources of HIV tes ng were diverse, with 32% of all new 
diagnoses occurring in outpa ent se ngs; this group 
included 68 different diagnosing sites, none of which 
diagnosed more than 14 cases. The Public Health – 

Sea le & King County STD clinic was the largest single 
diagnosing site for HIV infec on, diagnosing 17% of all 
new infec ons in 2015 and 2016. The second largest 
diagnosing facility was Gay City with 11% of 2015-2016 
King County diagnoses. (Gay City is included with the 18% 
of diagnoses occurring at MSM and HIV specialty sites, a 
category that also includes medical prac ces that 
primarily serve MSM). Overall 39% of new diagnoses 
were diagnosed at facili es receiving public health 
funding for HIV tes ng. Inpa ent and ER facili es made 
11% and 4% of the HIV diagnoses in King County during 
these two years. 
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Table 2. Key HIV Tes ng Metrics Among Individuals Newly Diagnosed with HIV Infec on in 2015 and 2016,  
King County, WA*,** 

  NN  
P  
HIV T  

M  ITI 
(IQR) 

P  
   
 Y  

P  
   

P    

M  CD  C  
 D  (IQR)

*** 

AIDS   
  HIV 

D  
All (N=385) 18% 12 (5, 28) 43% 59% 368 (197, 517) 24% 
MSM (N=274) 10% 10 (4, 20) 52% 69% 379 (244,538) 22% 

White MSM (N=146) 9% 10 (5, 19) 56% 70%   410 (268,577) 17% 
Black MSM (N=35) 6% 7 (4, 20) 55% 71%   338 (236, 540) 23% 
La no MSM (N=58) 7% 10 (4, 25) 52% 69%   376 (270, 520) 17% 
Other MSM (N=35) 16% 16 (6, 38) 34% 62%   373 (220, 497) 17% 

Transgender persons (N=19)* 13% 7 (5, 13) 60% 73% 419 (256, 522) 26% 
PWID (N=39) 13% 8 (3, 19) 60% 73% 496 (157, 655) 21% 
All non-MSM, non-PWID
(N=92) 

50% 30 (17, 58) 9% 22% 233 (127, 430) 41% 

U.S. Born heterosexuals  
(non-PWID, N=46)** 

21% 30 (10, 56) 23% 33% 387 (199, 583) 26% 

Foreign-born heterosexuals 
(N=38)** 

58% 60 (36, 98) 3% 6% 230 (147, 346) 50% 

* Due to small numbers 2015-2016 (N=4), the me interval was expanded to 2010 – 2016 for transgender individuals; all transgender persons 
diagnosed in the 7-year period (N=19) were transgender women. 
** Due to small numbers 2015-2016 (N=9 for US-born, N=8 for foreign born), the me interval was expanded to 2010 – 2016 for heterosexuals; 
heterosexuals exclude PWID. 
***CD4 at diagnosis are limited to those within a 3 month (93 day) window (note percent with CD4 < 200 can be higher than percent with AIDS 
within one year due to missing CD4s in this window). 

Figure 6. HIV Diagnosis Facility, 2015-2016, King County (n=370)  



TTable 3 presents data on why pa ents were tested when 
they were diagnosed with HIV. Ideally, persons with HIV 
would be diagnosed because of a regular pa ern of 
tes ng they ini ate themselves, as part of rou ne 
medical care, because of symptoms of acute HIV (very 
early infec on) or through partner no fica on. Persons 
diagnosed because of symptoms of HIV/AIDS represent a 
failure of the medical system to diagnose persons with 

HIV before they become ill. Among persons receiving 
partner services in 2016, only 13% presented with 
symptoms related to HIV or AIDS. Most were tested 
because of tes ng they ini ated themselves, because of 
tes ng recommended by a medical provider, or 
symptoms or partner no fica on related to a sexually 
transmi ed infec on (STI). 
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Table 3. Reason for HIV Tes ng in 2016, King County ,WA 

  N (%) 

Pa ent ini ated regular or risk-based tes ng 35 24 
Medical provider ini ated tes ng (rou ne tes ng or tes ng occurring 
 in the absence of symptoms a ributable to HIV) 37 25 
HIV partner no fica on* 13 9 
Symptoms of STI or STI partner no fica on** 14 10 
Symptoms of acute HIV infec on 15 10 
Symptoms of HIV/AIDS 19 13 
Prenatal tes ng 5 3 
Other 8 5 

Total 146 100 

*Partner no fica on includes both partners no fied by PHSKC staff and persons who tested a er a partner no fied them that they had 
tested posi ve for HIV or an STD. 
**STI, sexually transmi ed infec on 

Public Health HIV Testing and 
Case Finding Activities 
HIV tes ng loca ons are prominently posted on the 
Public Health web site (h p://www.kingcounty.gov/
depts/health/communicable-diseases/hiv-std/pa ents/
tes ng.aspx) and include the STD Clinic at Harborview 
which is a walk-in clinic open 5 days a week (and un l 
7:30pm one day per week). The STD clinic provides care 
on sliding fee scale and no one is turned away due to an 
inability to pay.  
 
Publicly Funded HIV tes ng 
The WSDOH and PHSKC fund HIV tes ng, primarily for 
persons at higher risk for HIV infec on, at the PHSKC STD 
clinic and through several community-based 
organiza ons. FFigures 7a and 7b show trends in the 

number of HIV tests performed and numbers of people 
tested using public health funds between 2007 and 2016. 
Over that decade, the total number of tests performed 
declined 2%, while the number of tests performed 
among MSM increased by 51%. This change reflects a 
concerted effort to focus HIV tes ng resources on the 
popula on at greatest risk for HIV infec on, MSM. 
 
Between 2007 and 2016, the percentage of MSM tes ng 
HIV posi ve at publicly funded tes ng sites declined from 
2.5% to 0.7% ((Figure 8), while overall test posi vity 
remained stable at approximately 0.2%. This decline 
occurred concurrent with a drop in the rate of new HIV 
diagnoses and supports the conclusion that HIV 
incidence among MSM in King County is declining. 
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Figure 7a: Publicly Funded HIV Tes ng in King County; 2007-2016 

Figure 7b: Publicly Funded HIV Tes ng in King County Among Men Who Have Sex with Men (MSM); 2007-2016 



Conclusions 
HIV tes ng in King County has been extremely successful, 
reflec ng the combined efforts of medical providers, 
community-based organiza ons, communi es affected 
by HIV, and Public Health. An es mated 93% of HIV 
infected persons have been diagnosed. Most persons 
diagnosed with HIV tested because they sought tes ng 
themselves, or because of proac ve efforts by their sex 
partners, medical providers, or Public Health. Among  
 

 
MSM diagnosed with HIV in 2016, 68% had tested HIV 
nega ve in the prior 2 years. Despite these successes, 
24% of persons diagnosed with HIV have a concurrent 
AIDS diagnosis, with the greatest risk of late diagnosis 
seen among foreign born heterosexuals. This finding 
highlights the need for sustained, focused efforts to test 
persons at high risk, while expanding HIV tes ng as part 
of rou ne medical care, par cularly among persons from 
countries where HIV is highly prevalent. 
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Figure 8: Posi vity Rate of non-MSM and MSM Tes ng at Publicly Funded HIV Tes ng Sites, Excluding People with Prior 
Posi ve Results; King County, 2007-2016 

Contributed by Ma hew Golden, Richard Lechtenberg, and Susan Buskin 
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Pre-Exposure 
Prophylaxis (PrEP)  

Monitoring PrEP Use 
Since the first licensure of an retroviral therapy for PrEP in 
2012, PrEP use has rapidly expanded in King County. Public 
Health uses mul ple methods to monitor PrEP use among 
MSM in King County, including two general surveys of MSM: 
Sea le PRIDE and an Internet survey (The Washington HIV 
Preven on Project). Addi onal data on PrEP use in samples 
of higher risk MSM come from: the Na onal HIV Behavioral 
Surveillance (or NHBS, where only preliminary interim 
results are available for 2017), clinical records at the 
Harborview STD Clinic, and from individuals with diagnosed 
sexually transmi ed infec ons (STI) receiving Public Health 
partner services. Also, Public Health has conducted a PrEP 
provider survey for the past 4 years, which allows local 
epidemiologists to es mate the extent of PrEP use among 
local MSM. Finally, data on PrEP use among clients enrolled 
in the Washington State PrEP drug assistance program (PrEP 
DAP) are available from a 2017 survey. 
 
The annual Sea le PRIDE survey has been collec ng data on 
PrEP knowledge and use since 2009. Survey eligibility 
requires self-iden fica on as a MSM and Washington State 
residence. In 2017, there were 439 self-reported HIV-
uninfected MSM respondents, of whom 118 (27%) were 
classified as high risk of HIV based on any of these 
behaviors/diagnoses in the past year: 10 or more anal sex 
partners, meth or popper use, condomless anal sex with a 
posi ve or status unknown partner, or an STI diagnosis 

SSUMMARY 

More than one in five local men who have sex 
with men (MSM) have ever used PrEP . 

More than one in three MSM at high risk of HIV 
are currently using PrEP. 

Washington State Department of Health makes 
PrEP affordable with a PrEP Drug Assistance 
Program (PrEP DAP). 

Public Health – Sea le & King County (PHSKC) 
promotes PrEP in several ways, including 
integra ng PrEP referral into partner services, 
providing PrEP at the STD clinic, and 
maintaining a map of PrEP providers. 
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P EP G    G  
Current PrEP use,  
high-risk MSM ~36% ≥ 50% 

 



(syphilis, gonorrhea, or chlamydia). Demographic 
characteris cs are stra fied by PrEP use in TTable 1.  
Figure 2 illustrates how awareness of PrEP grew rapidly 

and is nearly universal among higher risk MSM; similarly 
use of PrEP has rapidly expanded with over one-third of 
the higher risk MSM repor ng ever-use. 
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Table 1. Demographic Characteris cs of 2017 Sea le Pride Men who have Sex with Men (MSM) A endees (Excluding Self-
Reported HIV-posi ve MSM) 

  C  T  P EP D  P EP U  N  T  P EP 
O  ( = )* 17.1% 3.8% 79.2% 
    
R  L        
 Lower risk (n=309) 10.4% 2.9% 86.7% 
 High risk** (n=118) 34.8% 5.9% 59.3% 
    
R /E        
 White (n=313) 16.3% 4.8% 78.9% 
 Black (n=29) 20.7% 0% 79.3% 
 Hispanic (n=68) 17.7% 2.9% 79.4% 
    
A  G        
 14-29 (n=191) 12.0% 3.7% 84.3% 
 30-49 (n=169) 24.3% 4.7% 71.0% 
 50-72 (n=65) 13.9% 1.5% 84.6% 

*Excludes one individual not answering ques on on PrEP use.  
** High risk in past year = 10 or more anal sex partners, or meth or popper use, or condomless anal sex with a posi ve or 
status unknown partner, or an STD diagnosis (syphilis, gonorrhea, or chlamydia [N=4 with chlamydia as only criteria]).  

Figure 1. Trends in PrEP Awareness and Use Over Time; Sea le Pride Men Who Have Sex with Men A endees 2009-2017 



The Washington HIV Preven on Project, an Internet 
survey, was administered to men and transgender 
women from January 1 to February 28, 2017. It was 
completed by 603 residents of King, Pierce, and 
Snohomish Coun es who reported ever having had oral 
or anal sex with a man. In addi on to having had sex with 
men, eligibility criteria included being at least 16 years of 
age, male sex at birth, never having tested posi ve for 
HIV, residence in Washington State, and comple ng the 
survey from a computer, tablet, or mobile device with an 
IP (Internet Protocol) address based in the United States. 

Findings included that 23% of par cipants had ever used 
PrEP and 19% were current users. Among those at higher 
risk of HIV infec on (46% of the sample), 42% reported 
ever having used PrEP, and 37% reported current use. 
For comparison with Pride par cipants, the percent of 
respondents who reported never, current, or past use of 
PrEP by demographic and behavioral characteris cs are 
presented in TTable 2. PrEP use varied significantly by risk 
level (Pearson X2 p<0.001) and age group (p<0.001), but 
not by race (p=0.636). 
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Table 2. Demographic Characteris cs of 2017 Men Who Have Sex with Men (MSM) Who Par cipated in the Washington 
HIV Preven on Project Online Survey and Reported Living in King, Pierce, or Snohomish County  

  C  T  P EP D  P EP U  N  T  P EP 

O  ( = )* 19.1% 3.5% 77.4% 
    
R  L        
 Lower risk (n=280) 6.1% 1.8% 92.1% 
 High risk** (n=238) 37.0% 4.6% 58.4% 
    
R /E        
 White (n=406) 20.9% 3.2% 75.9% 
 Black (n=27) 14.8% 3.7% 81.5% 
 Hispanic (n=94) 14.9% 5.3% 79.8% 
 Other (n=70) 14.3% 2.9% 82.9% 
    
A  G  – O        
 14-29 (n=241) 16.2% 2.9% 80.9% 
 30-49 (n=247) 26.3% 2.4% 71.3% 
 50-72 (n=115) 9.6% 7.0% 83.5% 

The Na onal HIV Behavioral Surveillance (NHBS) 
interviews MSM every third year. As of this wri ng, 
interim PrEP related data were available for 233 self-
reported HIV-uninfected MSM par cipa ng in the 2017 
survey. MSM data were also available for 2014. In 2014, 
5% of HIV-uninfected par cipants had used PrEP in the 
past year, 61% of those who had never used PrEP might 
be willing to take PrEP, and 67% had heard of PrEP 
previously. In 2017, 35% of MSM had used PrEP in the 
past year, including 30% con nuing PrEP use at the me 

of the survey and 5% who had discon nued PrEP. Among 
higher risk MSM (defined as above), 39% were current 
PrEP users, compared to 11% of lower risk MSM.  
 
PrEP usage among STD Clinic pa ents has been captured 
by a self-completed survey (aka KIOSK) at each visit. The 
percent of HIV-uninfected pa ents from 2013 through 
2016 whom had ever used PrEP is presented in Figure 2. 
In 2016, 37% of higher risk and 27% of overall STD Clinic 
pa ents had used PrEP at any me in the past. 

Excluding self-reported HIV-posi ve MSM;  MSM are men who reported ever having had sex with men  
*Excludes one individual not answering ques on on PrEP use. ** High risk in past year = 10 or more anal sex partners, or meth 
or popper use, or condomless anal sex with a posi ve or status unknown partner, or an STD diagnosis (syphilis, gonorrhea, or 



The 2017 King County PrEP Provider Survey was sent to 
230 medical providers and roughly two-thirds 
par cipated. A er adjustment for non-response, we 
es mated that 6,289 MSM in King County were 
prescribed PrEP. Using an es mate of 5.7% of King 
County males being MSM, and a er excluding prevalent 
HIV cases, we es mated that 14% of HIV-uninfected and 
undiagnosed MSM were prescribed PrEP in 2017. 
 
The 2017 PrEP DAP Client Survey was mailed to all PrEP 
DAP clients in February 2017, including past par cipants. 
It was completed by 264 people, for a response rate of 
26%. Eighty-five percent were currently taking PrEP and 
59% were enrolled in PrEP DAP at the me they 
completed the survey. Adherence to PrEP was high, with 
92% repor ng they took it on the day they completed 
the survey and 65% repor ng no missed doses in the last 
30 days. Findings related to costs include that 98% were 
insured and 75% were enrolled in a pa ent assistance 
program in addi on to PrEP DAP. Fi y-six percent 
reported no monthly costs to take PrEP, and of those 
that had monthly out-of-pocket expenses, the mean was 
$74 per month. Cost appeared to s ll be a barrier to 
PrEP, with 14% repor ng they discon nued PrEP because 
they couldn’t afford it or they lost their health insurance.  
 
 

PrEP in the Public Health—Seattle 
& King County STD Clinic  
The PHSKC STD clinic began offering PrEP in October 
2014. Clinicians and other staff at the clinic rou nely 
discuss PrEP with all MSM and transgender persons who 
have sex with men. Per the 2015 Washington 

Department of Health and PHSKC PrEP Implementa on 
Guidelines, the PHSKC STD clinic offers PrEP to individuals 
at high risk for HIV infec on. This includes: (1) persons in 
an ongoing sexual rela onship with an HIV-infected 
partner who is not on an retroviral therapy (ART) or is 
on ART but it not virally suppressed or who is within 6 
months of ini a on ART; and (2) MSM or transgender 
persons who have sex with men if they have any of the 
following risks in the past 12 months: diagnosis of rectal 
gonorrhea or early syphilis, methamphetamine or popper 
use, or history of providing sex for money or drugs. Due 
to local dispari es in HIV risk and concern that PrEP 
might not be equally accessible to all popula ons, 
star ng in 2017 the STD clinic began to offer to directly 
prescribe PrEP to all Black and La no MSM, including 
those who do not meet the criteria above. If pa ents are 
interested in PrEP but do need meet the above criteria, 
STD clinic staff offer to refer to other medical providers. 
 
The PrEP clinic is integrated into the STD clinic and all 
clinicians can prescribe PrEP. Field Services Staff (FSS) 
coordinate the PrEP program. The clinic offers same-day 
PrEP prescrip on and pa ents are asked to return to the 
clinic for follow-up at one month and therea er every 
three months. Each quarterly visit includes HIV/STI 
screening, behavioral data collec on, and check-in about 
adherence and side effects. Clinicians see pa ents at 
intake and every 6 months therea er. Appointment 
reminders, check-ins, and communica on between the 
pa ents and FSS is facilitated by two-way text messaging. 
FSS also assist pa ents in finding insurance and payment 
op ons, PrEP educa on and PrEP reten on.  
 
From October 2014 to December 2016, there were 348 
pa ents who completed an ini al intake for PrEP in the 
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Figure 2. Public Health—Sea le & King County STD Clinic (at Harborview) Pa ents’ Ever Use of PrEP from 2013 through 
2016 (restricted to HIV-uninfected pa ents) 



STD clinic (i.e. completed all clinical procedures for 
ini a ng PrEP), including 20 (6%) in 2014, 149 (43%) in 
2015, and 179 (51%) in 2016. Of all pa ents who 
completed an ini al PrEP intake, 334 (96%) were MSM. 
Compared to MSM diagnosed with HIV in King County 
2012-2015 (N=925), MSM evaluated for PrEP in the STD 
clinic were more likely to be Hispanic (24% of PrEP 
pa ents vs 15% of MSM diagnosed with HIV in King 
County; P<0.001) and aged 16-24 (26% vs 17% 
respec vely; P<0.001) but less likely to be Black, non-
Hispanic (8% vs 12% respec vely; P=0.05).1  
 
Of 334 MSM pa ents evaluated for PrEP, 52 (16%) never 
filled a PrEP prescrip on and 27 (8%) have moved or 
transferred care. The remaining 255 pa ents have been 
on PrEP for a median 12 months (interquar le range 6 
months to 18 months). A total of 174 (68%) were ac ve 
on PrEP as of December 2016.1  
 
Text messaging became available to PrEP pa ents in 
September 2015. Through December 2016, 218 (79.3%) 
of 275 PrEP pa ents who had filled a PrEP prescrip on 
opted in to the two-way text message program. 
Reten on in the PrEP clinic was higher for pa ents who 
opted-in to the text message program (76.2% retained) 
compared to those who did not opt in (52.6% retained) 
(P<0.001).2  
 
 

Promoting and Monitoring PrEP 
via STD Partner Services 
Partner services (PS) are an integral part of bacterial STD 
preven on, as they seek to ensure appropriate 
treatment for persons diagnosed with bacterial STDs and 
to elicit, no fy, test, and treat their partners with the end 
goal of decreasing STD transmission and associated 
morbidity. STD partner services also present an 
opportunity to provide popula on-based HIV preven on 
to persons at high risk, from PrEP referrals to HIV tes ng 
to ensuring engagement in HIV care. FSS at the 
Harborview STD Clinic a empt to provide partner 
services to all individuals with HIV, gonorrhea, and early 
syphilis diagnoses in King County, as well as a random 
sample of 5% of chlamydia cases.  
 
 
Since October 2014, FSS have assessed whether HIV-
uninfected MSM and transgender people are currently 

on PrEP as part of STD PS interviews. If pa ents are not 
on PrEP, FSS offer referrals to ini ate PrEP at the PHSKC 
STD Clinic or with community medical providers based on 
local criteria and pa ent preference. Pa ents are eligible 
for referral to the STD Clinic PrEP program if they meet 
criteria summarized above. In May 2017, a er an ini al 
evalua on indicated that Black and Hispanic/La no MSM 
with STDs were significantly less likely to be taking PrEP3, 
FSS began offering referrals to the STD Clinic program to 
these men as well in an effort to improve equitable 
access to PrEP.  
 
In 2016, medical providers reported 2,633 cases of early 
syphilis, gonorrhea, or chlamydial infec on among HIV-
uninfected MSM in King County. Overall, 667 (59%) of 
1,126 PS recipients were eligible to receive PrEP at the 
STD Clinic, of whom 642 (96%) had PrEP use assessed. Of 
those, 351 (53%) reported already using PrEP. Among 
291 MSM not currently on PrEP, 240 (82%) were offered 
a referral, of whom 143 (60%) accepted. Of the 70 who 
accepted referral to the STD Clinic, 46 (63%) a ended a 
first PrEP assessment visit at the Clinic within 3 months 
of their PS interview. Among PS recipients not eligible for 
PrEP at the STD Clinic, 31% were already using PrEP, and 
among the 137 not currently on PrEP who were offered 
referrals, 65 (47%) accepted referrals to community 
providers. 
 
STD PS can also be used to monitor PrEP use in among 
MSM with bacterial STDs in King County. The percent of 
cases repor ng already taking PrEP increased from 19% 
in 2014 to 54% in 2016 among early syphilis and rectal 
gonorrhea cases (p<0.0001), from 30% to 59% among 
other higher risk MSM (p=0.002), and 15% to 33% among 
lower risk MSM (p<0.0001). Because urethral gonorrhea 
is usually symptoma c, it provides an es mate of PrEP 
use that is not influenced by the frequent STI screening 
undertaken as part of PrEP related medical care. Among 
MSM with urethral gonorrhea, PrEP use increased from 
18% to 35% (p=0.0002). The percent of HIV uninfected 
pa ents diagnosed with an STI 2014-2016 who have ever 
used PrEP is shown in FFigure 3.  
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Figure 3. PrEP Usage (Ever) Among Individuals Diagnosed with a Bacterial STI in King County Comple ng a Partner Services 
Interview 2014-2016 

Summary of PrEP Monitoring Data, 2016-2017: In 
summary, the most recent local data on current use of 
PrEP among MSM are given in FFigure 4. This includes 
data from sources of primarily high-risk MSM including 

the STD Clinic, partner services, and NHBS. (Data from 
these 3 sources are excluded from our overall es mates.) 
We es mate that 14-19% of MSM overall and 35-58% of 
higher risk MSM are current PrEP users.  

Figure 4. Summary of Current use of PrEP from Six Sources: 2017 Sea le PRIDE Fes val (General MSM); 2017 Washington 
HIV Preven on Project (Internet) Survey (general MSM); 2016 STD Clinic Pa ent Surveys (Higher Risk MSM); 2016 Partner 
Services Data (Highest Risk MSM); 2017 Na onal HIV Behavioral Surveillance (NHBS) Preliminary Data (Higher Risk MSM); 
and the 2017 PrEP Provider Survey 



Public Health Activities to 
Promote Access to PrEP and Use 
of PrEP 
Public Health and the WA State Department of Health 
engage in a wide spectrum of ac vi es to increase PrEP 
use among persons at higher risk for HIV, including direct 
provision of PrEP to high risk persons, dissemina on of 
informa on, and financial assistance to make PrEP more 
accessible to lower income persons. 
 
PPrEP Resources on the Public Health Web Site, Including 
Fact Sheets, Provider List, and Map 
PHSKC maintains a web page with PrEP informa on and 
resources, available here: www.kingcounty.gov/prep. 

Included are facts about PrEP, a link to the “We are 1” 
quiz to help people decide if PrEP is right for them, 
informa on about paying for PrEP, and clinical guidelines 
for providers. Addi onally, on the web page is list of 
medical providers whom have stated they are willing to 
screen for, prescribe, and monitor pa ents for PrEP, as 
well as a searchable map of these medical providers 
(Figure 5). Similar lists and/or maps are available for 
Snohomish County, Washington State, and the na on. 
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Figure 5. PrEP Provider Map and Web Page Resources from Public Health – Sea le & King County Web Site 

PrEP Promo onal Ac vi es 
PHSKC is part of the tri-county “We Are 1” consor um of 
community health agencies and health departments who 
are working to improve the health and wellness of gay 
men, bi men, trans people and straight men who have 
sex with men in King, Pierce and Snohomish Coun es. In 

2015, the consor um launched its largest social 
marke ng campaign to raise awareness and promote 
PrEP among high risk men who have sex with men and 
trans individuals. In addi on to the “Is PrEP Right for 
YOU?” quiz men oned above, the campaign featured 
regional PrEP informa on and resources ((Figure 6). 



PPaying for PrEP 
The Washington State Department of Health has offered 
a PrEP Drug Assistance Program (PrEP DAP) since 2014. 
At peak enrollment and use (February – March 2016) 753 
Washington residents were enrolled in PrEP DAP and 501 
Washington residents were ac vely filling PrEP 
prescrip ons with assistance from PrEP DAP. In January 
of 2016, due to increasing costs, the PrEP DAP program 
shi ed to a payer of last resort model, helping uninsured 
recipients become insured and/or transferring some to 
all of the costs of PrEP to other payers. As of July 30, 
2017, enrollment includes 337 par cipants, and of these, 
269 (80%) are ac vely filling PrEP prescrip ons with PrEP 
DAP assistance. Gilead (manufacturer of TruvadaTM, 
currently the only drug approved for PrEP), has two drug 
assistance plans -- one each for pa ents with and 
without insurance. Addi onal assistance in paying for 
PrEP is possible through Washington State’s Medicaid 
expansion under the Affordable Care Act — increasing 
the number of insured residents, the Pa ent Access 
Network (PAN), and the Pa ent Advocate Founda on 
Copay Relief Program (PAFCRP). WA State Department of 
Health efforts to promote PrEP are increasingly focused 
on helping pa ents navigate the medical and drug 
assistance systems to improve access to PrEP. 
 

Successes 
Washington State and King County have robust systems 
of promo ng PrEP use and access, including the 
integra on of PrEP into STD medical care and partner 
services, and what we believe is the first state-funded 

PrEP drug assistance program in the na on. The area also 
has a robust surveillance system, data from which 
documents the rapid growth in PrEP use, par cularly 
among higher risk MSM, since 2014.  PHSKC has 
established a goal of having 50% of higher-risk MSM and 
transgender persons on PrEP by 2020, and is on pace to 
reach that goal. 
 

Challenges  
Based on Pride and Internet survey data, Public Health 
es mates that approximately 25% of MSM are at higher 
risk for HIV. As indicated above, King County is on pace to 
meet the goal of 50% PrEP use in this group. However, 
achieving that goal means that approximately 1,500 
addi onal high-risk persons ini ate PrEP. This will require 
ongoing and intensified effort to reach high risk men, link 
them to PrEP, and facilitate their sustained engagement 
with medical care. Also, there are a substan al number 
of MSM with an intermediate level of risk of HIV who 
might benefit from PrEP. We currently have limited data 
on the size of that popula on, but es mate that it may 
include approximately 40% of MSM. In the coming year 
Public Health, The WA State Department of Health, and 
community stakeholders will reevaluate goals related to 
PrEP use in intermediate risk MSM. FFigure 7 
demonstrates, with es mates informed by the projects 
summarized within this ar cle, the current distribu on of 
MSM between risk groups and the use of PrEP in 
different groups based on risk. 
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Figure 6: PrEP Promo onal Materials and Link to “Is PrEP Right for You?” Quiz on We are 1 Website.  



Although HIV diagnosis incidence con nues to fall, we 
have thus far not seen a steep sustained downward 
inflec on in HIV incidence that we can pinpoint as due to 
the increase in PrEP uptake. This may be due to 
increased screening related to PrEP, as some new HIV 
diagnoses are due to screening for PrEP. Ongoing 

adherence to PrEP may be an issue for some PrEP users. 
Other issues may be lack of perceived HIV risk, or not 
knowing enough about PrEP. In sum, we hope to further 
increase the already high levels of awareness, availability, 
adherence, and access to PrEP. 

HHIV/AIDS Epidemiology Report 2017           page 55 

Figure 7. Es mates of PrEP (Pre-Exposure Prophylaxis) use among Men Who Have Sex with Men (MSM) in King County, 
Washington State, USA  

Contributed by Chris ne Khosropour, Julia Hood, Darcy Rao, Dawn Spellman, David Katz, Chris na Thibault, Lori Delaney, 
Jsani Henry, Kelley Naismith, Sara Glick, and Susan Buskin 
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Condom Use  

Introduction 
When used correctly and consistently, condoms are a highly 
effec ve method of HIV preven on, with the added benefit 
of preven ng most sexually transmi ed infec ons (STI) and 
unwanted pregnancies.1-4 Although many persons at risk for 
HIV and other STIs do not use condoms every me they have 
sex, condom use remains very widespread, and are a central 
component of Public Health’s and the WA State Department 
of Health’s HIV/STI preven on strategy. 
 
 

Condom Use among Men Who 
Have Sex with Men (MSM) 
MSM are the popula on most impacted by HIV in King 
County and Washington State. Local data from the Pride 
survey from June 2017 provide some insight into condom 
use among MSM. The survey was administered anonymously 
to 491 Washington residents who iden fied as MSM at the 
annual Sea le Pride Parade. Overall, 37% of sexually ac ve 
respondents reported always using condoms, 33% 
some mes used condoms and 30% never used condoms. 
HIV nega ve and unknown status MSM were significantly 
more likely to report always using condoms rela ve to HIV-
infected par cipants (39% versus 24%; X2p value =0.045). 
Higher risk HIV nega ve/unknown status MSM (e.g. men 
who reported in the past year: serodiscordant condomless 

SSUMMARY 

Condoms are widely available, inexpensive, and 
prevent HIV, most sexually transmi ed 
infec ons (STIs), and unwanted pregnancies. 
Public Health –Sea le & King County (PHSKC) 
markets and distributes condoms for harm 
reduc on reasons. 

In 2016, Public Health distributed 462,245 male 
condoms, 2,000 internal condoms (previously 
called female condoms) and 45,500 packets of 
lube throughout King County. 

Pre-exposure prophylaxis (PrEP) users report 
decreased condom use, which may be 
associated with increases in non-HIV STIs. 
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anal sex, 10 or more anal sex partners, 
methamphetamine or popper use, or an STD diagnosis) 
reported always using condoms less frequently than their 
lower risk counterparts (30% versus 42%; X2p value 
=0.02; see FFigure 1), though even in this higher risk group 

most men (71%) used condoms at least some of the 
me. MSM who some mes used condoms most 

commonly reported using them with non-primary 
partners (63% of some mes-users) and partners they did 
not know well (53% of some mes-users). 
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Figure 1. Condom Use from 2017 Sea le Pride Men Who Have Sex with Men Survey 

* Higher risk MSM include those who reported in the past year: serodiscordant condomless anal sex, 10 or more 
anal sex partners, methamphetamine or popper use, or an STI diagnosis. 

Pride par cipants also were asked ques ons regarding 
things they might be willing to do to reduce their chance 
of ge ng an STI other than HIV, and 78% reported they 
would be willing to use condoms more o en. Of note, 
56% of Pride survey respondents reported they would 
use condoms more o en if free condoms were more 
easily available; 72% of MSM respondents under the age 
of 25 reported they would use condoms more if free 
condoms were more available. Nearly one third (31%) of 
Pride recipients reported that they had received free 
condoms in 2016. 
 
 

Condom Use among a General 
Population of Young People 
The Healthy Youth survey (HYS) is a school based survey 
administered in Washington State. HYS asks 8th, 10th, and 
12th graders about sexual debut and condom use the last 

me par cipants had sex. In King County in 2016, 5% of 
8th graders, 18% of 10th graders, and 44% of 12th graders 

had had sexual intercourse at any me in the past. For 
Washington State, 8% of 8th graders, 24% of 10th graders, 
and 49% of 12th graders were sexually experienced. Just 
over half had used condoms at last intercourse. Of the 
sexually ac ve King County par cipants, 51% of 8th 
graders, 55% of 10th graders, and 53% of 12th graders had 
used a condom at last intercourse. For Washington State 
the percents were 55%, 58%, and 53% respec vely for 
8th, 10th, and 12th graders.  
 
 

Impact of PrEP on Condom Use 
In February 2017, DOH staff mailed a survey to 1,006 
current and former PrEP Drug Assistance Program (PrEP 
DAP) par cipants with valid addresses. This was an effort 
to collect a variety of informa on about par cipants and 
their experiences with PrEP DAP, including changes in 
sexual behavior a er ini a ng PrEP. The survey had 264 
par cipants (26% par cipa on rate). Current PrEP use 
was reported by 85%, while 14% had discon nued PrEP, 



and 1% had never ini ated PrEP. A er star ng PrEP, 54% 
of par cipants decreased their condom use for anal sex; 
42% did not change their condom use, and the remaining 
4% increased their condom use. In the Pride survey 
summarized above, 74 PrEP users answered ques ons 
about behavioral changes since ini a ng PrEP. Of these, 
47% reported they were more likely to have condomless 
sex a er star ng PrEP.  
 
 

Distribution 
In 2016, Public Health distributed 462,245 external (or 
male) condoms, 2,000 internal condoms (previously 
some mes called women’s condoms, and can be used 
for vaginal or anal sex) and 45,500 packets of lube 
throughout King County. Forty-two percent were 
distributed through the preven on contractors, with the 
majority of those being distributed through Lifelong. 
Agencies serving people who use injec on drugs 
distributed 12% of the condoms. Condoms were also 
distributed as part of the We Are 1 campaign (about 
1.5% of condoms) and through a Public Health program 
which provides low cost condoms through vending 
machines in Sea le parks and recrea on centers (about 
2% of condoms). The rest of the condoms were 
distributed through 25 other groups including college 
LGBTQ centers, shelters, organiza ons serving youth, and 
other HIV service agencies. Addi onally, the We Are 1 
consor um, which includes PHSKC, distributed 6,500 
condom and lube packs in 2016, and 16,000 packs in 
June and July 2017. In the first 10 months of 2017, the 
Harborview STD clinic has distributed about 15,000 
condoms.  
 
 

Marketing 
In an effort to improve condom usage, the Public Health 
– Sea le & King County (PHSKC) HIV/STD Program is 

pilo ng new condom access and distribu on projects. 
One approach is an interac ve web page where anyone 
can go to learn where to get free condoms in King 
County and throughout Washington State. This will be a 
mobile-friendly web page that links to a map plo ed with 
free condom loca ons. Users will be able to tap on map 
loca ons to display the name of the site, its address, 
hours of opera on, and contact informa on. The map 
will be updated regularly to ensure that it remains 
accurate.  
 
A second new project is a condom and lube variety pack 
that will be given to clients at the PHSKC STD Clinic. The 
pack, known as “The Tool Kit”, features 17 varie es of 
condoms, 3 types of lube, informa on on the purpose of 
kit, guidelines on how to use the kit, instruc ons on how 
to correctly use a condom, and informa on on how to 
get more free condoms. The kit encourages folks to find 
the condom that fits the best and maximizes pleasure. 
The goal is the remove the percep on that all condoms 
are the same, are restric ve, and reduce pleasure in an 
effort to increase usage. 
 
 

Discussion and Implications 
Most MSM at significant risk for HIV/STI in King County 
country use condoms at least some of the me, over 
three-fourths of Pride survey par cipants state they 
would be willing to increase their condom use to prevent 
STIs, and over half would use condoms more if free 
condoms were easily available. Although local data 
suggest that roughly half of men decrease their condom 
use a er star ng PrEP, exis ng strongly demonstrate 
that condoms remain a cri cal component of HIV/STI 
preven on in MSM, and suggest the need to expand 
condom distribu on. With this objec ve in mind, PHSKC 
is developing new plans to improve and expand condom 
marke ng and distribu on. 
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Needle Exchange 
Program  

Background 
Needle exchange is a public health program for people who 
use drugs by injec on (PWID). It is an important component 
of a comprehensive set of programs designed to reduce the 
spread of HIV and other blood-borne infec ons among 
PWID, their families, and communi es. The Public Health – 
Sea le & King County (PHSKC) needle exchange program 
provides new, sterile syringes and clean injec on equipment 
in exchange for used, contaminated syringes. They also help 
interested drug users find drug treatment and health care. 
Other services include tes ng for HIV, hepa s, tuberculosis, 
and other infec ons to which drug users are prone; 
educa on and training on overdose preven on, including 
Naloxone distribu on; treatment readiness counseling and 
case management services; educa on about harms 
associated with drug use and how to minimize them; and 
safe disposal of contaminated equipment. PHSKC’s program 
began opera ng in 1989. Currently, PHSKC operates 
exchange programs in downtown Sea le, Capitol Hill, and 
South Sea le/South King County. Community-based 
agencies provide exchange services in other parts of the 
county. 
  
 
 
 
 

SUMMARY 

In 2016, PHSKC needle exchange program sites 
exchanged over 7 million syringes, its highest 
volume since its incep on in 1989. 

Bupe Pathways, an onsite low-barrier 
buprenorphine (opioid) treatment program 
launched in January 2017 and within the first 
six months has provided treatment to 100 
clients. 

Methamphetamine injec on and 
homelessness/unstable housing among people 
who use injec on drugs (PWID) is increasing. 

20% of PWID reported an opioid overdose in 
the past year (vs. 23% in 2015) and 62% 
possessed naloxone.  
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Number of Syringes Exchanged 
and Encounters  
In 2016, across all needle exchange sites within Sea le 
and King County, the program exchanged 7,161,085 
syringes. This included 3,365,942 syringes at a PHSKC 

needle exchange and 3,795,143 syringes at a community 
partner, People’s Harm Reduc on Alliance (PHRA). These 
syringes were distributed during 41,345 exchange 
encounters: 30,658 at a PHSKC needle exchange and 
10,687 at PHRA. As shown in FFigure 1, syringe exchange 
volume has increased substan ally over the past 10 
years. 
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Figure 1. Public Health – Sea le & King County (PHSKC) needle exchange volumes, 1989-2016 

HIV and HCV Tes ng 
In 2016, PHSKC provided quarterly (during the first half of 
2016) and then weekly (during the second half of 2016) 
HIV and hepa s C virus (HCV) tes ng at the downtown 
needle exchange site. Tes ng includes educa onal 
interac ons, linkage to care, and referral to other 
services. Tes ng services were provided to 47 syringe 
exchange clients in the first half of 2016, and 92 during 
the second half of the year. An addi onal 31 clients 
received non-tes ng services only. HCV/HIV test results 
were tracked star ng in the second half of the year. 
During that period, 23 clients received a posi ve 
an body test for HCV and 16 of those were a confirmed 
posi ve HCV results through RNA tes ng. There were no 
new HIV posi ve tests.  
 
 
Naloxone Distribu on 
Naloxone is an opioid-antagonist medica on used to 
reverse the effects of opioid overdose. PHSKC needle 
exchanges have been offering naloxone kits and training 
to clients since February 29, 2012. In 2016, 811 naloxone 
kits were distributed at PHSKC needle exchanges, and 
114 clients self-reported using a kit to reverse an opioid 
overdose. Data from the 2017 needle exchange survey of 
427 clients found that 62% of clients reported having a 

naloxone kit in the past three months, an increase from 
47% in 2015. Thirty percent of all clients reported using 
naloxone to reverse an overdose in the past three 
months. 
 
Social Work Services 
Social workers at the Downtown and Capitol Hill needle 
exchange sites provide referrals to treatment for 
substance use disorder (medica on assisted treatment, 
intensive outpa ent, and detox), as well as primary and 
mental health care. They also help people sign up for 
health insurance, provide resource informa on, and talk 
with people who are in crisis and offer support and 
encouragement. In 2016, social workers provided 
services to 1,170 unique clients, averaging 2.7 contacts 
per client (range=1-11 contacts).  
 
On-site Buprenorphine Treatment and Referrals to 
Medica on Assisted Treatment 
Bupe Pathways was launched in January 2017 and 
provides low barrier access to buprenorphine, a type of 
medica on-assisted treatment, for persons with opioid 
use disorder. PHSKC staff at the downtown exchange 
approach clients to gauge interest in the program, or 
clients can seek buprenorphine without staff referrals. 
Interested clients meet with a social worker followed by 



a nurse at the Downtown Public Health Clinic (co-located 
with the needle exchange). In consulta on with a 
prescribing physician, the nurse conducts a clinical 
assessment to develop a buprenorphine induc on and 
care plan tailored to each client. The ini al 
buprenorphine prescrip on is dispensed at the on-site 
pharmacy. Follow-up visits are scheduled with the Bupe 
Pathways nurse according to the clients’ care plan. When 
appropriate for the client, the Pathways Team 
coordinates to develop a plan to transi on the client to a 
community provider for ongoing buprenorphine 
management. 
 
Between January and June 30, 2017, 100 people had 
enrolled in Bupe Pathways, and 79 people had been 
placed on a waitlist for the program. Among Bupe 
Pathways clients, the median age is 39 years, 64% are 
male, 78% are non-Hispanic White, and nearly three-
quarters are homeless. More than one-third of enrolled 
pa ents have completed 10 or more visits, while one-
quarter of pa ents only completed a single visit. By June 
30th, 14 pa ents had successfully transferred 
buprenorphine-related care to another clinic.  

 
In addi on to Bupe Pathways, social workers provided 
referrals to 908 clients for other medica on assisted 
treatment for opioid use disorder including methadone, 
buprenorphine, and naltrexone.  
 
WWound Care Services 
In 2016, 747 clients at the downtown needle exchange 
were seen for wound care services provided by the 
Pioneer Square Medical Clinic. 
 
 

Results from the 2017 Needle 
Exchange Client Survey 
PHSKC conducts a biannual survey of needle exchange 
clients to monitor demographics, health, and behavior 
trends among PWID. In June 2017, PHSKC needle 
exchange staff surveyed 427 needle exchange clients. 
Results related to client demographics, injec on-related 
behaviors, health condi ons, overdose, and substance 
use treatment are included in TTable 1.  
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C  
N=  

% 
  

C  
N=  

% 
D      H  C ,      
 Age, mean 37 years    Abscess 44% 
 Female 33%    Skin or ssue infec on, e.g. celluli s, MRSA 31% 
 Non-White race 23%    Infected blood clot or blood infec on 11% 
 Homeless 43%    Endocardi s 3% 
 Unstably housed 26%    STI (not HIV or HCV) 5% 
 Jail or prison, past year 42%    HIV 6% 
     
I -  B ,      O ,      
 Primary drug      Self-reported opioid overdose 20% 
   Heroin or other opiate 64%    Had naloxone 62% 
   Methamphetamine 17%    Used naloxone 30% 
   Goo alls1 10%    Self-reported s mulant overamp/overdose 17% 
 Any heroin use 83%     
 Any methamphetamine use 75%   S  U  T    
 Any goo all1 use 52%    Currently in treatment 28% 
 Any syringe sharing 22%    Interest in reducing/stopping opioid use 78% 
 Any fentanyl use 13%    Interest in reducing/stopping s mulant use 62% 
 Any equipment sharing 46%     
 Femoral injec on 16%   I   S  I  F    
 Neck injec on 36%    Would use, daily 39% 
 Ever inject in public 62%    Would use, at least weekly 20% 
 Ever inject alone 79%    Would use, less than weekly 21% 
    Would never use 20% 

Table 1. Results from the 2017 Public Health – Sea le & King County Needle Exchange Client Survey  

 1Methamphetamine and heroin mixed together  



Discussion  
In an era of a na onal opioid crisis and local shi s in drug 
use pa erns and interven ons, the PHSKC needle 
exchange program con nues to expand and innovate to 
meet the unique needs of PWID. In 2016, the program 
reported its highest ever levels of syringe exchange and 
naloxone distribu on. Other elements of the program – 
e.g., social work services, wound care, treatment referral 
– also con nue to serve high volumes of pa ents. New 
HIV infec ons among PWID in King County remain 
rela vely rare. Data from a recent client survey, 
however, indicate con nued risk behaviors, high levels of 
morbidity for other health condi ons, and a desire for 
expanded treatment op ons. Specifically, drama c 
increases in methamphetamine use may pose a 
challenge for linking PWID to appropriate treatment 

services. The majority of opioid and s mulant users 
expressed an interest in reducing or stopping their use, 
demonstra ng a clear demand for expanded treatment 
services. The launch of a low-barrier buprenorphine 
program co-located within a needle exchange is an 
a empt to meet some of that need. This program may 
be one of the first of its kind in the United States, and 
quickly reached maximum capacity. Finally, even though 
HIV prevalence is low, the prevalence of hepa s C virus 
(HCV) is high (approximately 70%) among PWID. Yet 
rela vely few PWID have benefi ed from the current 
HCV treatments, which are highly effec ve.2 Expanding 
the needle exchange program to include HCV treatment 
– using a similar model as buprenorphine treatment – 
has the poten al to make a substan al impact on 
reducing morbidity and mortality among PWID. 
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Seroadaptive  
Behaviors 

Introduction 
Since at least the early 1990s, many men who have sex with 
men (MSM) have engaged in seroadap ve behaviors such as 
serosor ng (i.e., choosing partners based on a partner’s 
perceived HIV status) and seroposi oning (i.e., choosing an 
inser ve or recep ve anal sex role based on a partner’s 
perceived HIV status). HIV-uninfected men who report 
serosor ng and other seroadap ve behaviors have a lower 
risk of HIV acquisi on compared to men who engage in 
condomless anal sex with an HIV-infected or unknown-status 
partner.1-3 The Public Health – Sea le & King County (PHSKC) 
HIV/STD Program monitors trends in seroadap ve behaviors 
using data from community-based surveys, behavioral 
surveillance surveys, research studies, and the PHSKC STD 
clinic. The PHSKC HIV/STD program uses these data to 
evaluate the impact of PHSKC HIV/STD program ac vi es 
and to explain changes in popula on-level HIV/STI rates. This 
ar cle describes findings from three of these data sources. 
  
 

Methods 
PPHSKC STD Clinic 
The STD clinic collects sexual behavior from pa ents as part 
of rou ne clinical care using a computer-assisted self-
interview (CASI). We examined reported sexual behaviors 
during MSM’s first visit to the clinic in a calendar year. We 
defined serosor ng MSM as those who reported 

SUMMARY 

Men who have sex with men (MSM) employ a 
variety of seroadap ve behaviors to reduce 
their risk of acquiring or transmi ng HIV. 

Seroadap ve behaviors that incorporate 
factors other than partners’ HIV status (e.g., 
partners’ pre-exposure prophylaxis [PrEP] use) 
are becoming increasingly more common. 
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condomless anal intercourse (CAI) with HIV-concordant 
partners and who always used condoms with HIV-
discordant/unknown-status partners or who did not have 
sex with HIV-discordant/unknown-status partners. We 
defined men as having CAI with serodiscordant or 
unknown-status partners if they did not always use 
condoms with partners of different or unknown HIV 
status. 
 
SSeroadap ve Behaviors Study 
From 2013-2015 we enrolled PHSKC STD clinic MSM 
pa ents aged >18 who reported at least one male sex 
partner in the last 12 months in a cross-sec onal survey 
of seroadap ve behaviors.4 As part of the survey, we 
asked HIV-uninfected men to indicate which of 12 
strategies they employed in the last 12 months to reduce 
their risk of acquiring HIV. We examined the associa on 
between repor ng these behaviors and tes ng newly HIV 
posi ve. This survey was the basis for the survey 
ques on asked in the Sea le Pride Survey, described 
below. 
 
Sea le Pride Survey 
The Sea le Pride Survey is an annual survey administered 
to par cipants and spectators (who self-iden fy as MSM 
and reside in WA State) of the Sea le Pride Parade. As 
part of the annual Sea le Pride Survey in 2015, 2016, 
and 2017, trained interviewers asked MSM to indicate 
which behavioral strategies they used in the past 12 
months to reduce their risk of acquiring or transmi ng 
HIV.  
 
 

Results 
PHSKC STD Clinic 
Among 10,107 HIV-uninfected PHSKC STD clinic MSM 
pa ents, the percentage repor ng serosor ng increased 
from 25% in 2010 to 40% in 2016 and the percentage 
repor ng CAI with HIV-infected or unknown-status 
partners remained rela vely stable ((Figure 1). Among HIV
-infected MSM (N=1,675), we observed an increase in 
the percentage who reported CAI with HIV-uninfected or 
unknown-status partners and declines in the percentage 
who repor ng serosor ng.  
 
Seroadap ve Behaviors Study 
Of 3,336 HIV-uninfected MSM who par cipated in the 
study, 92% reported engaging in at least one behavioral 
strategy to reduce HIV risk and the median number of 

strategies in the past 12 months was 3 (interquar le 
range 2-4). The most commonly reported behavior was 
serosor ng (only having HIV-concordant partners), which 
was reported by 66% of MSM. MSM repor ng no 
seroadap ve strategy had a significantly higher HIV test 
posi vity (3.5%) compared to MSM who reported at least 
one strategy (1.3%; P=0.02).4 
 
Sea le Pride Survey 
Among HIV-uninfected MSM, the most commonly 
reported risk reduc on behavior was having sex only 
with HIV-concordant partners, which increased from 32% 
to 39% in 2015 to 2017 ((Figure 2). Repor ng PrEP use as 
an HIV preven on strategy increased from 9% to 20%. 
Among HIV-infected men, having sex with HIV-nega ve 
MSM only if they were on PrEP increased from 12% in 
2015 to 26% in 2017. Among HIV-uninfected and -
infected MSM, the percentage repor ng no seroadap ve 
behaviors declined.  
 
 

Discussion and Implications 
Among Sea le MSM, behavioral strategies to reduce HIV 
acquisi on and transmission are common and increasing, 
and may reduce one’s risk of HIV acquisi on. Condomless 
anal intercourse among HIV-infected MSM has increased 
since 2010 but nuanced seroadap ve behaviors 
incorpora ng factors other than a partner’s HIV status 
(e.g., only having sex with HIV-nega ve MSM on PrEP) 
are becoming increasingly more prevalent.  
 
Surveillance data on the MSM popula on’s sexual 
behavior demonstrates the diversity of strategies men 
employ to diminish their HIV/STI risk. HIV/STI tes ng and 
treatment, PrEP, and condoms are the centerpieces of 
Public Health’s efforts to control HIV/STI, but informed 
sexual decision-making is clearly an important part of 
how most men – indeed most people - manage their 
HIV/STI risk. This informed decision making highlights the 
need for persons at risk for HIV/STI to have access to 
accurate scien fic informa on, and for clear and candid 
discussions between sex partners and between medical 
providers and persons at risk for HIV/STI, about sexual 
behavior and risk mi ga on strategies. 
 
The PHSKC HIV/STD Program will con nue to monitor 
seroadap ve behaviors among MSM to be er 
understand these behaviors’ impact on HIV and STI rates. 
Our recent monitoring and evalua ng ac vi es – 
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including results from the seroadap ve behaviors study 
and Sea le Pride survey – have called into ques on the 
u lity of measuring condomless anal sex as a risk factor 
for HIV exclusive of other partner factors. To address 
this, the PHSKC STD clinic is modifying its clinical 

behavioral data collec on for MSM pa ents to 
addi onally ascertain details about MSM pa ents’ anal 
sex partners (e.g., if an HIV-nega ve partner was on 
PrEP).  
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Figure 1. Trends in Sexual Behaviors among Men Who Have Sex with Men (MSM) A ending the PHSKC STD Clinic, 2010 
to 2016 (N=11,782)* 

*HIV-uninfected MSM (N=10,107); HIV-infected MSM (N=1,675) 
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Figure 2. Behavioral Strategies Used by Men Who Have Sex with Men (MSM)* Par cipa ng in the Sea le Pride Survey 
to Reduce their Risk of Acquiring or Transmi ng HIV in the Past 12 Months, by Year of Survey** 

*Analysis limited to men who reported anal sex in the past 12 months 
**Ques on was “check all that apply”; thus, bars for each year sum to greater than 100 



EVALUATION OF PHSKC  
HIV/STD PROGRAM EFFO RTS  
TO IMPROVE THE HIV CARE  

CONTINUUM AND DECREASE 
MORBIDITY/MORTALITY  



Data to Care  

Background 
“Data to Care” (D2C) is a public health strategy that uses HIV 
surveillance data to iden fy diagnosed people living with HIV 
(PLWH or PLWDH) who are not engaged in HIV care in order 
to re-engage them in care. In Washington, as in most states, 
laboratories report the results of CD4 count and HIV RNA 
(viral load) tests to the health department. Public Health -- 
Sea le & King County (PHSKC) and the WA State 
Department of Health (DOH) use this informa on both to 
monitor the HIV care con nuum and to direct D2C 
interven ons. FFigure 1 shows the D2C programs described in 
this ar cle below the steps in the HIV care con nuum they 
address. 
 
The defini on of “poorly engaged in care” has evolved over 

me and varied between the programs summarized here. 
Generally, these efforts have focused on individuals who are 
not virally suppressed (viral load >200 copies/mL) or who 
appear to have a gap in HIV care of more than a year. The 
PHSKC D2C approach has also evolved substan ally and now 
includes a variety of means for iden fying individuals poorly 
engaged in care and a spectrum of interven ons matched to 
the intensity of an individual’s need for assistance engaging 
in care. As we con nue to improve and integrate the 
programs described here, we will integrate the data systems 
and improve the quality of our data accordingly. FFigure 2 
shows a conceptual diagram of how we plan to report on 
these efforts in future years.  

SUMMARY 

Data to care (D2C) ac vi es include a dynamic 
set of surveillance ac vi es aimed and 
promo ng care engagement and viral 
suppression among people living with HIV. 

Inves ga ons of individuals in sub-op mal care 
indicate many have relocated or return to care 
independently. 

Among D2C par cipants interviewed, reasons 
for gaps in care include depression, compe ng 
priori es, and financial issues.  
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L   C  G    G  
Linked to care within 1 
month of HIV diagnosis  87% ≥ 90% 

Evidence of HIV care 
each year  91% ≥ 95% 

Viral suppression  82% ≥ 90% 
*Among people living with diagnosed HIV 



TThe One-on-One Clinic and HIV Partner Services 
HIV field services staff (FSS) play a crucial role in 
achieving near complete linkage to care a er HIV 
diagnosis in King County. HIV FSS a empt to contact all 
newly diagnosed individuals and ensure that each person 
successfully links to HIV care (i.e., completes a first 
medical appointment). HIV FSS offer newly diagnosed 
individuals an appointment in the One-on-One clinic, 
which provides ini al HIV staging, individual medical 
counseling and orienta on to HIV care and treatment as 
well as assistance with partner no fica on and referrals 
to community services. This clinic allows all newly 
diagnosed PLWH to see a medical provider within a few 
days of a posi ve HIV test. It was started in the early 
years of the HIV epidemic (1989), and as standards of HIV 
medical care have evolved to priori ze early ini a on of 
an retrovirals (ART) in all individuals with HIV, PHSKC is 
working to integrate the One-on-One program into the 
process of ensuring access to HIV care and ART as soon 
as possible a er diagnosis.  
 
Between 2010-2016, 672 individuals a ended the One-
on-One clinic (mean=96; range 70-120/year). Of 219 King 
County residents diagnosed and reported in King County 
in 2016, 51 (23%) had a One-on-One visit. Seventy six 
percent of One-on-One clients received a CD4 or viral 
load test within one week, and 100% within 30 days of 
their ini al diagnosis, compared with 67% and 91% of 
other King County residents tes ng posi ve in 2016. 
 
Early Relinkage 
Even a er successful linkage to care, some individuals do 
not fully engage and fail to return for a second care visit. 
In August 2012, we began an “early relinkage” project to 
inves gate cases who appeared to have fallen out of care 
in the first year a er diagnosis (CD4 or viral load results 
reported a er diagnosis but none reported 6-12 months 
later). The HIV FSS who worked with the case-pa ent at 
the me of diagnosis inves gates the case, and if 

needed, contacts the individual to assist with HIV care re-
linkage.  
 
Through July 2017, a total of 207 individuals have been 
eligible for early relinkage, averaging 42 each year 
(range: 35-55; none in 2015 during a hiatus in the 
project). Nearly half were not located ((Table 1), and the 
majority of located individuals had either moved or were 
receiving care (o en with laboratory results obtained in 
the context of clinical trials, which are exempt from 
repor ng requirements).  
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Boxes represent steps in the care con nuum and arrows represent programs impac ng people at various stages of the con nuum.  

Figure 1. Overview of Public Health – Sea le & King County Linkage & Re-engagement Programs 

Figure 2. Plans for How Public Health – Sea le & King 
County (PHSKC) will Change Repor ng of the Status of 
People Living with Diagnosed HIV (PLWDH) Who are Virally 
Unsuppressed or Have a Gap in Care 
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Table 1. Disposi on of Early Relinkage Cases Inves ga ons  
Unable to locate 97 47% 
In care (including through a research protocol) 48 24% 
Moved out of the area 38 18% 
Out of care/ poorly engaged in care 21 10% 
Data Errors (not a true HIV case) 3 1% 
TOTAL  % 

Locating Out of Care (LOOC) – 
Statewide Data to Care Program 
The WA State DOH launched a statewide D2C project in 
2013, “Loca ng Out of Care Cases (LOOC)”. Using HIV 
surveillance data, DOH works with local health departments 
to iden fy, locate, and offer care re-engagement services to 
PLWH who do not appear to be receiving op mal HIV 
medical care (no CD4 or viral load result reported within a 
recent 15-month surveillance period). DOH works with 
state and local disease interven on specialists to 
inves gate LOOC cases. Since the LOOC project began, 
nearly 5,000 inves ga ons have been completed 
(n=4,733). Roughly a quarter (26%) were confirmed to be 
out of care within the 15-month surveillance period. 
Although very few cases (<5%) were completely 
disengaged from care, many exhibited evidence of sub-
op mal care such as inconsistent care visits and/or 
sustained viremia. Most out-of-care individuals (87%) 
resumed care without assistance a er the surveillance 
period ended. More than a third of cases (36%) had 
moved out of state, 3% were deceased, and ~10% could 
not be located.  
 
 

Care and ART Promotion  
Program (CAPP)  
The HIV Care and An retroviral Promo on Program 
(CAPP) began in King County in 2012 as a stand-alone D2C 
project using HIV surveillance data to iden fy PLWH who 
appear to be either out-of-care or poorly engaged in care. 
It evolved to become one part of the broader relinkage to 
care work of the PHSKC HIV care re-engagement team 
and integrated with the MAX Clinic. When the program 
began, cases were eligible based on mee ng one of two 
criteria: 1) no viral load or CD4 count in the past year; or 
2) a viral load >500 copies/mL and CD4 count <350 cells/
mm3 at the me of last report in the past year. With 
updated treatment guidelines, the CD4 count criterion 

was removed. PHSKC FSS contact medical providers to 
no fy them of their pa ents’ eligibility and a empt to 
contact eligible individuals to offer an individual interview 
to assess barriers to care and treatment (pa ents are 
reimbursed $50 for the ~45 minute interview). FSS assist 
pa ents with re-engaging in care using health systems 
naviga on, brief counseling, and referrals to case 
management and other services.  
 
PHSKC implemented the program with cluster 
randomiza on, in which all eligible cases were grouped by 
their medical provider and the order of medical providers 
was randomized. This facilitated a rigorous evalua on, 
which showed that CAPP did not improve the me to viral 
suppression compared to control condi ons (i.e. no 
health department interven on). Our primary conclusion 
from this evalua on was that working to relink pa ents to 
the same system that failed to engage them in the first 
place is not an effec ve strategy to improve the HIV care 
con nuum, which changed our approach to D2C 
ac vi es. 
 
At present, the HIV Care Re-engagement team receives 
referrals of clients who are poorly engaged in HIV care 
from a variety of sources including surveillance, providers, 
case managers, HIV/STD FSS, STD clinic and text alerts 
from local hospitals. FSS work with clients, providers, and 
case managers to determine what type of assistance is 
needed for re-engagement in care. This can vary from low
-intensity assistance (e.g. helping a pa ent make a clinic 
appointment) to medium-intensity assistance (e.g. the 
formal CAPP interview process described above) to high-
intensity assistance (MAX Clinic). Between 2012 and 
2016, 2,351 individuals were iden fied as CAPP-eligible. 
Most (54%) were iden fied by surveillance based on a 
viral load >500 (54%) or an apparent gap in care (41%); 
the remainder were iden fied through STD field services 
(3%) or other sources (3%). Overall 438 individuals were 
successfully contacted and agreed to be interviewed (19% 
of eligible cases). TTable 2 summarizes the barriers to care 
in this group. 
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Table 2. Factors most commonly reported by CAPP par cipants as barriers to care, 2012 – 2016 

B  P  
Depression or other mental health issues 51% 
Other responsibili es impact my ability to seek care 49% 
Lack of health insurance 39% 
Don’t want to think about being HIV posi ve 38% 
Frequently forget to a end appointments 35% 
Difficulty in making appointments that are convenient 31% 
Transporta on problems impac ng ability to a end appointments 30% 
Homelessness/lack of stable housing 30% 
Substance use (drugs/alcohol) 26% 

Promoting Engagement in HIV 
Care via STD Partner Services 
Because PLWH are at elevated risk for other STDs, STD 
partner services (PS) provide an opportunity to iden fy 
individuals who are inadequately engaged in HIV care 
and relink them to care. In May 2012, FSS in King County 
began rou nely assessing HIV care and ART status during 
PS interviews and either referring out-of-care persons to 
CAPP or directly providing relinkage assistance. 
 
In 2016, 796 PLWH were diagnosed with a total of 1,100 
bacterial STDs in King County. Among 414 PS recipients 
(37% of cases), 9 (2%) reported not having an HIV care 
provider and 18 (4%) were not taking ART. Among the 27 
repor ng having no provider or not taking ART, 
suppression increased from 11% in the year prior to 
interview to 52% in the subsequent 6 months 
(McNemar’s test p<0.001).  
 
In May 2016, program epidemiologists also began 
matching STD surveillance data with HIV laboratory 
surveillance in order to iden fy PLWH diagnosed with an 
STD who were virally unsuppressed. Through December 
2016, 117 STD cases were iden fied as being 
inadequately engaged in HIV care via this method (63 
with detectable viral loads and 54 with no viral loads) and 
referred to CAPP. This newer approach may be more 
efficient then seeking care status through a PS interview, 
or at minimum appears to be a useful addi on for finding 
PLWH who may benefit from more intensive care 
promo on ac vi es. 
 
 

Challenges 
The landscape of D2C interven ons has changed 
substan ally over the past few years. PHSKC was one of 
the first health departments to implement a D2C 
program, and CDC now requires all health departments 
to implement D2C interven ons. However, our 
experience with CAPP demonstrates that D2C programs 
that rely on lists derived from surveillance with no new 
interven on for providing HIV care will likely have 
minimal impact on the HIV care con nuum: many people 
who appear to be out of care are not actually out of care, 
health department staff cannot successfully contact 
many apparently out-of-care individuals, and relinking 
people to the same healthcare system that failed to 
engage them in the first place is ineffec ve. We are now 
implemen ng novel strategies that build upon our 
experience to date, including the MAX clinic and greater 
emphasis on iden fying out of care persons in medical 
se ngs and jail. 
 

Successes 
The D2C programs described above have substan ally 
improved the quality of our HIV surveillance data and the 
accuracy of our HIV care con nuum es mates by 
dis nguishing between PLWH who are no longer living in 
King County from those who are truly out-of-care. PHSKC 
conducted the only controlled evalua on of D2C to date, 
and is in the process of implemen ng several novel 
programs to build upon what we have learned and 
iden fy evidence-based interven ons to improve 
engagement in care and viral suppression among PLWH 
in King County. 

Contributed by Julie Dombrowski, Michelle Perry, Amy Benne , Mark Fleming, Jason Carr, and Susan Buskin 



Enhancing Data to Care 
with Venue-Based 
Interventions 

Background 
In Washington, as in many other states, laboratories are 
required to report the results of HIV RNA (viral load) and 
CD4 tests to the health department. The health department 
uses this informa on to monitor the HIV care con nuum and 
to improve the health of people living with HIV (PLWH). 
“Data to Care” (D2C) is a public health strategy that uses HIV 
surveillance data to iden fy individuals who may be poorly 
engaged in HIV care and offer them assistance with re-
engaging in care and treatment. The Center for Disease 
Control and Preven on (CDC) encourages (and will soon 
require) all health departments to implement D2C programs. 
To date, however, D2C programs have had limited impact on 
pa ent engagement in HIV care, in part because D2C 
outreach workers o en cannot successfully contact 
individuals who appear to be out of care. Many PLWH 
without recent laboratory reports have moved out of the 
area, and some who are out of care do not have stable 
contact informa on. Using data to iden fy out-of-care PLWH 
at the me of contact with the healthcare system or jail 
(“venue-based” D2C) could be a more effec ve way of 
iden fying people who might benefit from assistance re-
linking to HIV care. 
  
 
 
 

SUMMARY 

D2C efforts in King County are shi ing to focus 
on iden fying HIV-infected individuals who are 
sub-op mally engaged in medical care and 
working to re-engage them at the me they 
interact with the healthcare system, including 
emergency room visits, inpa ent hospital 
admissions, and the STD Clinic.  

We are working to expand this venue-based 
D2C approach to include people booked into 
jail. 
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Data 
To date, venue-based D2C in King County has focused on 
the Public Health – Sea le & King County STD Clinic, 
emergency rooms, and inpa ent hospitals. When a 
disease interven on specialist (DIS) on the HIV care 
relinkage team iden fies a person who is poorly engaged 
in HIV care, he or she talks with the individual to 
understand the pa ent’s percep on of HIV care and 
treatment, barriers to care, and interest in resources for 
support. The DIS work with PLWH to re-engage them in 
care using a combina on of health systems naviga on, 
brief counseling, referral to support services, and for 
some pa ents with extensive barriers to care, enrollment 
in the MAX Clinic (see related ar cle in this report). The 
DIS also work with HIV clinic staff, medical providers, and 
case managers to assist individuals with re-engaging in 
HIV care.  
 
The HIV relinkage team receives alerts from the STD 
Clinic, emergency rooms, and inpa ent hospitals based 
on informa on internal to each of those systems. In 
other words, genera ng these alerts does not involve 
data exchange with the HIV surveillance system. Pa ents 
with previously diagnosed HIV who seek care in the STD 
Clinic answer ques ons about their care engagement and 
an retroviral use in a computer-assisted self-interview or 
discussion with a clinician. The hospital alerts are 
generated when pa ents known to have HIV who appear 
to be poorly engaged in care (no viral load in the past 
year or a viral load >500 copies/mL at last check) are 
seen in the emergency room or admi ed to the hospital. 
If appropriate, the public health relinkage team contacts 
the pa ent while he or she is in the hospital to discuss 
HIV care engagement, and, for pa ents who are 

candidates for the MAX Clinic, works with the inpa ent 
team to coordinate at the me of hospital discharge. We 
are in the process of evalua ng this system to determine 
whether it improves HIV health outcomes. 
 
Many PLWH booked into jail are poorly engaged in care, 
and jail booking is a poten al occasion for HIV care re-
engagement. In King County in 2014, 202 people with 
previously diagnosed HIV infec on were booked into 
King County jails, about half (49%) of whom were virally 
suppressed at booking (compared to 72% among non-
incarcerated PLWH in King County).1 In the year a er 
release, only 62% achieved viral suppression. 
Coordina ng services and data exchange between 
service providers in the jail and the public health HIV 
relinkage team could enhance our efforts to improve the 
HIV care con nuum and health equity in King County. We 
are in the process of developing an automated 
informa on exchange with King County jails.  
 
 

Successes 
In the last 2 years, we have expanded our public health 
D2C efforts to be er reach pa ents who are out of HIV 
care at the me when they have contact with another 
system.  
  
 

Challenges 
We do not yet know whether this approach improves HIV 
health outcomes. As we work to expand venue-based 
interven ons, we need to evaluate their effec veness. 
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Antiretroviral  
Resistance 

Background 
Modern an retroviral therapy (ART) is highly effec ve at 
inhibi ng the replica on of HIV when taken consistently, 
slowing the progression of disease, and inhibi ng 
transmission to sexual and injec on drug-use partners.1 
However, acquired drug resistance can emerge in the 
presence of poor adherence, compromising the 
effec veness of ART. Addi onally, resistant virus can be 
transmi ed to others, limi ng treatment op ons from the 
very outset of infec on (i.e., transmi ed, or primary drug 
resistance). Genotypic tes ng is recommended at entry into 
care (or if ART is deferred, at ini a on of ART) to guide the 
selec on of ART, as well as for pa ents who remain viremic 
on ART.2 HIV genotypic sequences are reported to the health 
department by all local laboratories and have been used by 
Public Health—Sea le & King County (PHSKC) to monitor the 
prevalence of ART resistance. 
 
 

Data 
Genotypic sequences within a year of HIV diagnosis were 
reported to surveillance for 76% (n=1,861) of 2,437 King 
County residents newly-diagnosed with HIV (at any stage) 
between 2007 and 2016 (NOTE: the 2,437 excludes persons 
who reported having been previously diagnosed prior to 
moving to King County, whether or not this could be 
confirmed). This has varied over me, from a high of 86% in 

SSUMMARY 

Genotypic drug resistance surveillance provides 
useful informa on to be er understand 
pa erns in HIV drug resistance. 

Genotypic sequences are also useful to 
examine HIV clusters of public health 
significance. 
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2009 to a low of 67% in 2016. Data for this report were 
cut off at the end of June 2017, so not all cases 
diagnosed in 2016 have had a full year for genotypic 
tes ng to be conducted and reported. However, we 
typically see 97% of ini al genotypic sequences 
conducted within six months of diagnosis and repor ng 
generally occurs within one month of tes ng.  
 
PPrevalence of Primary Drug Resistance 
Among the 1,861 individuals with new HIV diagnoses and 

genotypic sequences, the prevalence of any level of 
transmi ed drug resistance was 25%; 17% of people had 
any high-level resistance (see technical notes below for 
defini on), and 2% had high-level resistance to mul ple 
classes of ART (mul -class drug resistance, or MDR; 
Figure 1). The ART class to which transmi ed drug 
resistance was most commonly iden fied was non-
nucleoside reverse transcriptase inhibitors (NNRTI; 20%), 
followed by nucleoside reverse transcriptase inhibitors 
(NRTI; 6%) and protease inhibitors (PI; 4%).  
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Figure 1. Primary Resistance by ART Drug Class and Level of Resistance, King County, 2007-2016 

Characteris cs of Persons with ART Resistance 
Primary resistance at any level and high-level resistance 
were most common among males ((Table 1). Among 
males, primary resistance was more common among 
younger people, with each decade of increasing age 
being associated with an average 11% reduc on in the 
risk of any resistance and 21% reduc on in the risk of any 
high-level resistance, regardless of race/ethnicity, risk 
group, and year of diagnosis (results of mul variable 
analyses not shown; see technical notes for details). This 
may stem from poorer adherence to ART by young HIV-
infected males, which could in turn translate into a 
higher prevalence of transmi ed drug resistance among 
the partners they infect who are also likely be similar in 
age. Consistent with this, younger age was found to be 

associated with being out of care or unsuppressed 
among persons living with HIV in King County in 2015.3 
Addi onally, adjus ng for sex, age, and risk group, high-
level resistance may be less common in newly-diagnosed 
La no and Asian & Pacific Islander males, as well as those 
without an iden fied HIV risk factor. MDR doesn’t appear 
to dispropor onately impact any par cular group, 
although its prevalence may be too low to detect 
differences between groups. 
 
Time to Viral Suppression among Persons with ART 
Resistance 
Among those diagnosed between 2013—the first full 
year since immediate ini a on of ART became 
recommended regardless of the stage of infec on of 



diagnosis—and 2015 that had genotypic tes ng within a 
year of diagnosis, the me taken to achieve viral 
suppression (viral load ≤ 200 copies/mL) did not differ 
among those with transmi ed drug resistance as 
compared to those without it. The median me to viral 
suppression was 111 days. This was true for any level of 
resistance and for high-level resistance and suggests 
appropriate selec on of ART regimens on the basis of the 
genotypic tes ng. 
 
 
RResistance to ART Used in Pre-Exposure Prophylaxis PrEP 
The combina on of emtricitabine and tenofovir (both 
NRTI class ARTs) is used for PrEP by HIV uninfected 
individuals to prevent HIV infec on. In April 2016, Public 
Health iden fied a PrEP-experienced person with newly 
diagnosed HIV infec on and resistance to both 
emtricitabine and tenofovir. This prompted PHSKC to 
examine the prevalence of such resistance as it could 
compromise PrEP’s efficacy.4 Viremic individuals (with 
viral load >1,000 copies/mL) with one or more genotypic 
test indica ng intermediate or high-level resistance to 
both components of PrEP were iden fied. Lists of such 
individuals were generated both in 2016 and then again 
in 2017 and provided to PHSKC’s Care and An retroviral 
Promo on Project (CAPP) team, which a empted to 
contact the individuals and assist them in accessing and 
adhering to HIV treatment. A total of 41 people have 
been inves gated, of these 16 (39%) had a suppressed 
viral load (< 200 copies/mL) for their most recently 
reported viral load as of June 2017. The remaining 
individuals are have been referred to a data to care 
outreach project and/or PHSKC’s MAX clinic, a walk-in 
clinic for persons with major barriers to HIV care (see 
ar cles on data to care and MAX elsewhere in this 
report). 
 

Other Clusters of NNRTI and Mul -class Drug Resistance 
(MDR)  
Earlier cluster inves ga ons have examined a small 
cluster of MDR HIV among nine methamphetamine-using 
men who have sex with men (MSM) as well as a large 
NNRTI-resistant cluster of 97 persons statewide, 72 of 
whom resided in King County. Only limited ongoing 
transmission has been detected in associa on with the 
la er cluster and no ongoing transmission has been 
detected in associa on with the former. 
 
 

Successes 
King County has been successful in capturing sequences 
for three quarters of newly diagnosed cases, as well as in 
conduc ng inves ga ons of genotypic sequence-
iden fied clusters of public health significance with the 
goal of preven ng further transmission. 
 
 

Challenges 
The Centers for Disease Control and Preven on (CDC) 
recently released a tool (called HIV-TRACE) to enable 
public health departments to iden fy clusters of 
gene cally-related HIV infec ons using reported 
genotypes.5 PHSKC and the WA State Department of 
Health will be working to iden fy the most appropriate 
and effec ve means to inves gate clusters of public 
health significance iden fied by HIV-TRACE and to 
intervene to halt ongoing transmission, especially of 
strains resistant to the components of PrEP and other 
ARTs.  
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Table 1: Prevalence of Drug Resistance by Demographic Factors and Risk Group, King County, 2007-2016 

  

  
N . 

% 
( ) 

%  A  
R  

( ) 

%  A  H
-L  R  

( ) 

%  M -C  
D  R  

( ) 
T  1,861 100% 25% 17% 2% 
      
Y   D           
2007 207 11% 23% 14% 3% 
2008 197 11% 22% 15% 4% 
2009 227 12% 28% 16% 3% 
2010 245 13% 22% 16% 1% 
2011 198 11% 23% 15% 1% 
2012 201 11% 28% 22% 2% 
2013 169 9% 26% 16% 0% 
2014 152 8% 34% 20% 3% 
2015 145 8% 23% 14% 1% 
2016 120 6% 28% 18% 3% 
      
S  A   B ,       
Male 1,650 89% 26% 18% 2% 
Female 211 11% 19% 9% 0% 
      
A   D ,       
<25 283 15% 32% 23% 1% 
25-34 601 32% 25% 19% 2% 
35-44 506 27% 26% 15% 2% 
45-54 326 18% 23% 13% 1% 
55+ 145 8% 16% 8% 3% 
      
R /E       
White 1,046 56% 27% 19% 2% 
Black 311 17% 21% 13% 2% 
La no3 309 17% 27% 15% 1% 
Asian and Pacific Islander 112 6% 18% 9% 1% 
American Indian / Alaska Na ve 16 1% 38% 13% 0% 
Mul ple Race 67 4% 22% 18% 0% 
      
Risk Group by Sex Assigned at Birth      
M  Male / Male Sex (MSM) 1,270 68% 28% 19% 2% 
 Injec ng Drug Use (IDU) 41 2% 27% 17% 2% 
 MSM and IDU 159 9% 27% 16% 1% 
 Heterosexual Contact 30 2% 7% 7% 0% 
 No Iden fied Risk 150 8% 17% 8% 2% 
       
F  Injec ng Drug Use (IDU) 26 1% 12% 8% 0% 
  Heterosexual Contact4 172 9% 20% 8% 0% 
  Other 4 0% 25% 25% 25% 
  No Iden fied Risk 9 0% 33% 22% 0% 

Note: Dose-response by age group was assessed using the Cochran-Armitage test for trend and all other bivariate associa ons were assessed 
using chi-squared tests or Fisher’s exact test, as appropriate.  
1 Associa on with presence of any resistance sta s cally significant at p < 0.05. 
2 Associa on with presence of any high-level resistance sta s cally significant at p < 0.05. 
3 All other racial/ethnic categories exclude La nos. 
4 Includes non-IDU females without a known risk factor but repor ng sex with males. 



TTechnical Notes 
Resistance was iden fied and characterized using 
Stanford University’s HIV Drug Resistance Database 
website, which analyzes HIV gene c sequences and 
iden fies muta ons associated with resistance to various 
ARTs.[6] Stanford provides ART-specific interpreta ons 
with values between 1 (fully suscep ble) and 5 (high 
level resistance), depending on specific muta ons found. 
For these analyses, scores of 4 or 5 were taken to 
cons tute high-level resistance. 
 
Bivariate associa ons with the prevalence of resistance 
were assessed using chi-squared tests (or Fisher’s exact 
test, as appropriate) and dose-response by age group 
was assessed using the Cochran-Armitage test for trend.  

 
Mul variable analyses were conducted for each sex 
separately to es mate adjusted prevalence ra os for 
primary resistance using log binomial regression. 
Variables examined included year of diagnosis (centered 
on 2012), age at diagnosis (by decade and centered on 
25), race (combining Asians and Pacific Islanders due to 
small numbers in the la er category and using Whites as 
the reference category), and risk group (using “MSM” 
and “Heterosexual contact” as the reference category for 
males and females, respec vely). 
 
Time to viral suppression was analyzed using survival/life 
table methods, with sta s cal significance assessed using 
log-rank tests. 
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Homelessness and 
Inadequate Housing  

Background 
The Sea le area has a housing crisis. On any given day, there 
are over 11,000 people in King, Island, and Snohomish 
coun es who are experiencing homelessness. It is well 
documented that housing status is a strong predictor of HIV 
health outcomes. In fact, researchers at the Centers for 
Disease Control and Preven on (CDC) have indicated that 
housing may improve the health of PLWH.1 
 
 

Data 
Es mates from the Medical Monitoring Project data for King 
County indicate that 11% of local PLWH who are in medical 
care have experienced homelessness in the past 12 months. 
For par cipants in Ryan White (RW) HIV Services funded 
programs, there is an even greater percentage (54%) who 
indicated they were in unstable housing (defined as living in 
an emergency shelter; a place not meant for human 
habita on; jail, prison, or a juvenile deten on facility; and/or 
hotel or motel paid for with an emergency shelter voucher) 
at any point in 2016.  
 
It is difficult to quan fy the exact number of PLWH who are 
experiencing homelessness. Homeless services programs 
require a client to self-report HIV status, and clients may not 
share their status due to s gma or because it seems 
immaterial to their housing situa on. HIV Surveillance data 

SSUMMARY 

The es mated propor on of people living with 
HIV (PLWH) who are homeless or unstably 
housed varies from 11% among all PLWH 
receiving medical care to 54% of lower income 
PLWH receiving Ryan White services. 

King County has ins tuted a new coordinated 
entry system to be er u lize scarce housing 
resources, including housing for PLWH. 

Data on the housing status of PLWH are 
inadequate and o en inconsistent. Efforts are 
underway to improve data quality and 
consistency on housing among PLWH. 
Improved data will help monitor and direct HIV 
housing efforts in the future. 
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H  G   *  G  
H   
PLWDH  11% < 5% 

*Data from the Medical Monitoring Project. 2015 is the 
most recent year for which weighted data are available. 



captures housing status only at me of diagnosis. The 
RW Program captures data on “unstably housed,” in lieu 
of using the HUD defini on of homeless, which further 
compounds the problem because it is not currently 
possible to separate those who are actually homeless 
from those who are unstably housed. 
  
 

Programs and Activites 
Coordinated Entry 
The demand for housing overwhelms homeless services 
systems across the country, including those located 
within the Sea le Transi onal Grant Area (King, Island, 
and Snohomish Coun es). The largest funder of 
homeless services, the US Department of Housing & 
Urban Development (HUD), requires that HUD-funded 
jurisdic ons priori ze housing for the most vulnerable 
persons and provide other, less intensive, resources for 
those who need less support. This is called Coordinated 
Entry (CE). 
 
Like most systems of care, housing is ‘siloed’ based on 
the popula ons served. While there are resources 
specifically designated for housing PLWH, these 
resources are inadequate to meet the needs of all PLWH 
experiencing homelessness. In response to the scale of 
the housing crisis, in 2016 Public Health – Sea le & King 
County’s RW Part A Program and the City of Sea le’s 
Housing Opportunity for Persons With AIDS (HOPWA) 
Program released a joint request for proposals (RFP), 
which combined these two funding sources. The HOPWA 
program pays for permanent housing-related ac vi es 
and RW pays for suppor ve services and temporary 
housing. This is the first me that the two programs 
issued a joint RFP to be er coordinate scarce resources.  
 
Each agency funded through this RFP agreed to 
par cipate in the CE program in the county in which they 
operate. Each county’s CE uses its own standardized 
assessment to determine a client’s needs and to connect 
them to housing supports and/or to housing resources. 
This shi  in how we conduct business allows the most 

vulnerable homeless PLWH to gain access to the larger 
homeless housing system. In turn, PLWH who are 
homeless but are not classified as “highly vulnerable” are 
referred by CE to HIV housing services. 
 
Jus ce-Involved PLWH 
A subpopula on of PLWH who have a difficult me 
accessing services through CE and tradi onal HIV housing 
services are those who are jus ce-involved. The RW Part 
A program is funding a pilot project with the Washington 
State Department of Correc ons (DOC). Currently, the 
DOC provides three months of housing support for 
qualifying ex-offenders. This pilot project pays for 
transi onal housing services for former inmates who are 
PLWH and either do not qualify for the DOC program or 
are unable to support themselves independently a er 
the three-month meframe. In this model, the DOC 
Medical Release Planner and the DOC Infec ous Disease 
Physician partner with community-based medical case 
management agencies to provide support for persons 
who are jus ce-involved. Par cipants enrolled in this 
program also have access to the full array of integrated 
services that DOC provides. Performance data will not be 
available un l a er the grant year ends, but we expect 
that a greater number of PLWH will gain access to 
housing. 
 
Improving Data Quality 
Public Health is ac vely working to improve data quality 
related to housing among PLWH. The RW Part A 
Program’s Quality Management Advisory Commi ee has 
elected to complete a three-phase effort to improve 
housing data quality and use. Phase one is clean-up of 
the exis ng housing data in the RW database by February 
2018. Phase two is to create a uniform housing 
assessment template with standardized defini ons for 
use with clients across all agencies, not just housing-
specific programs. And, phase three is to analyze 
collected data to iden fy dispari es in housing, housing 
access issues, and barriers to ge ng people stably 
housed. These findings will help in the development of 
interven ons for future implementa on. 
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Dental Care 

Background 
For twenty-four years, Public Health – Sea le & King County 
(PHSKC) has received federal Ryan White Part A (RWPA) 
funds to provide essen al health and support care services 
to low-income, under-insured HIV-infected individuals 
residing within the Sea le Transi onal Grant Area (TGA), 
currently composed of King, Snohomish, and Island coun es. 
These dollars, administered by the U. S. Department of 
Health and Human Services’ Health Resources and Services 
Administra on (HRSA), serve to promote client engagement 
and reten on in HIV care. Community Needs Assessment 
data, used by the Sea le TGA RWPA Planning Council, help 
to determine funding alloca ons based on demonstrated 
client needs. Oral Health Care has ranked as the second 
most needed service by RWPA-eligible clients for the last 
three years.  
 
In the past, the Sea le TGA RWPA Program iden fied and 
selected providers for par cipa on in its dental program 
through a compe ve bidding process. An increase in HRSA-
imposed repor ng requirements created administra ve 
burdens that lead to a decline in the pool of RWPA-funded 
oral health care providers par cipa ng in the program. In 
September 2014, the RWPA program adopted a new service 
delivery model that allowed an administering agency to 
perform all required RWPA administra ve func ons for 
par cipa ng dental providers. This model allowed dental 
providers to focus exclusively on the delivery of oral health 

SSUMMARY 

Ryan White Part A-eligible clients consistently 
have priori zed dental care as a much-needed 
health care service. 

For several years, increased repor ng 
requirements decreased the number of local 
dental providers who par cipated in the Ryan 
White Part A Dental Program, thus limi ng 
clients’ access to oral health care. 

In 2014, a new dental program model 
ins tuted by the Ryan White Part A Program 
drama cally increased clients’ access to oral 
health care and decreased unmet need for 
dental services. 
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care services. The new Sea le TGA RWPA Dental 
Program also expanded to include non-medical case 
management services to support clients as they engage/
re-engage and maneuver the oral health care system. 
 
 

Data 
Client service u liza on data in FFigure 1 show a four-fold 
increase in the number of clients served since the 
incep on of the modified Sea le TGA RWPA Dental 
Program. Performance for the first full year of opera on 
(2015) shows 617 more clients being served than in 2013 
and 665 more than in 2014. Of note: The data for 2013 
represents the 12-month period (of September 1, 2013 
to August 31, 2014) during which the Washington State 

Department of Health’s Early Interven on Program 
extended temporary dental coverage to TGA clients as  
the RWPA-funded dental program reorganized. Service 
u liza on data for 2014 includes only 6 months of 
services: September 1, 2014 – February 28, 2015. Data 
for proceeding years represent full fiscal years. 
 
The program has witnessed growth in the number of 
par cipa ng providers as well, from four providers in 
2014 to 21 in 2017 (see TTable 1).This distribu on of 
providers expands across the Sea le TGA, with the 
excep on of Island County, and includes an array of 
specialists (e.g., endodon cs, oral health surgeons) who 
serve clients with more challenging and extensive oral 
health histories and needs. 
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Figure 1. Ryan White Part A Dental Program, Sea le TGA, 2013 - 2016 

Table 1. Ryan White Part A Dental Program – Par cipa ng Dental Providers, Sea le TGA, 2014 – 2017  

F  Y   S  N   C  R  W  P  A D  P  

2014 4 

2015 14 

2016 20 

2017 21 



Success 
The benefits and successes of the RWPA Dental Program 
are numerous: 

Dental providers can focus on what they do best: 
providing oral health care services. 
Lessened administra ve burdens a ract more 
provider par cipants, including specialists (e.g., 
endodon sts). 
The distribu on of providers throughout the Sea le 
TGA increases accessibility to services for eligible 
clients. 
Increased service capacity allows for more clients to 
get served. 
Clients receive non-medical case management 
support to navigate the oral health care system and 
to engage in ongoing dental care. 

 
The Centers for Disease Control and Preven on’s 
Medical Monitoring Project health survey data for the 
Sea le TGA also endorses the success of the program. 
When compared to its 2014 data (June 2014 to April 
2015), data from its 2016 collec on cycle (June 2016 to 

April 2017) shows a 10.4 percentage point decrease in 
the number of HIV-posi ve clients who needed but could 
not get dental services: a reduc on from 31% to 20%. 
 
 

Challenges 
Ongoing program evalua ons to iden fy areas with 
demonstrated need for improvement will be performed 
to enhance program func onality and efficiencies. Be er 
monitoring and iden fica on of clients who fail to 
maintain service engagement is one program objec ve 
being explored to reduce the likelihood of clients falling 
out of care and to reengage those who are inconsistently 
adherent with their care. Understanding “no show” rates 
and developing interven on strategies to decrease them 
is another. Establishing a TGA-specific panel of dental 
experts to ensure the program’s dental fee schedule 
includes procedures that best support client needs and 
allow providers to follow best prac ces when trea ng 
clients is yet another area under development. All 
endeavors have the ul mate goals of improved client 
engagement and providing op mal oral health. 
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The MAX Clinic:  
HIV Care for People with 
Complex Medical and 
Social Needs 

Background 
The MAX Clinic (“maximum assistance” Clinic) is designed to 
engage the hardest-to-reach people living with HIV (PLWH): 
those with extensive psychosocial barriers to care who are 
not taking an retroviral therapy (ART) and are not well-
engaged in care despite intensive outreach. In general, the 
clinic only enrolls persons who are not virally suppressed.  
(Viral suppression refers to having an undetectable or very 
low [<200 copies/ml] level of virus in the blood, and is 
achieved when a pa ent consistently takes an retroviral 
therapy.) The clinic is a mul -component interven on that 
includes walk-in access to HIV/primary care visits, intensive 
case management, and incen ves for reten on in care and 
viral suppression.  The clinic is located in the Public Health – 
Sea le & King County (PHSKC) STD Clinic, and is operated in 
collabora on with the Madison Clinic at Harborview Medical 
Center with par al funding from the WA State Department 
of Health.  
  
 

Data 
During the first 2 years of opera on (January 2015-
December 2016) 95 pa ents enrolled in the MAX Clinic 
(completed at least one visit). Of these, 68 (72%) were male, 
22 (23%) were female and 5 (5%) were transgender or non-
binary. Most (51%, N=48) were referred to the clinic by a 
case manager or medical provider; 25 (26%) were iden fied 

SUMMARY 

A new clinic opened in 2015 and provides 
intensive support and easily accessible care to 
people living with HIV who have been poorly 
engaged in tradi onal HIV care. 

Among 95 people enrolled in the first 2 years of 
the clinic, 80% achieved viral suppression at 
least once.  

The MAX Clinic is expanding to assure that the 
most difficult to treat pa ents enjoy the health 
benefits of HIV medical care. 
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through health department outreach programs, 9 (9%) 
were referred by inpa ent medical providers, 7 (7%) 
were referred by peers or self-referred and 6 (6%) were 
iden fied through an automated alert from a health 
informa on exchange. As shown in TTable 1, most 
pa ents had complex medical and social barriers to care. 
Of the first 95 pa ents, 80% achieved viral suppression 
(HIV RNA <200 copies/mL) at least once by the end of 

2016. Stra fied by the length of me enrolled, the 
propor on of pa ents who achieved viral suppression at 
least once was as follows: 3 months (43%), 6 months 
(51%), 9 months (66%), 12 months (81%), and 18 months 
(90%). However, many pa ents face significant 
challenges maintaining viral suppression, and only 65% of 
pa ents were virally suppressed at the me of their last 
viral load measurement. 
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Table 1. Social and Medical Characteris cs of Pa ents Enrolled in the MAX Clinic, at the Time of Enrollment, January 
2015-December 2016 (N=95) 

C  N (%) 
Illicit substance use 72 (76%) 

Diagnosed psychiatric illness 68 (71%) 

Unstable housing 62 (65%) 

At least one of the above 90 (95%) 

Documented history of incarcera on 55 (58%) 

Most recent CD4 count prior to enrollment <200 cells/mm3 44 (46%) 

A total of 263 unique pa ents were referred to the MAX 
Clinic during the first two years of the clinic’s opera on. 
Of these, 93 (35%) were ineligible for enrollment, most 
commonly (N=53) because they were virally suppressed 
despite poor clinic visit a endance or were not taking 
ART but were well-engaged with their care providers. An 
addi onal 31 were assigned to a lower intensity or 
deferred decision (“watchful wai ng”) group. Of the 170 
individuals eligible for MAX enrollment, 22 (13%) did not 
enroll because they had moved (N=9), refused (N=8), 
were in prison (N=2), or had entered assisted living or 
died prior before enrollment (N=3). At the end of 2016, 
recruitment efforts were ongoing for 53 individuals who 
had been referred to and were eligible for the MAX 
Clinic. 
 
In order to understand pa ents’ perspec ves on the 
MAX Clinic, a research team conducted in-depth, 
individual qualita ve interviews with 25 pa ents. 
Par cipants expressed an apprecia on of how they were 
treated at the MAX Clinic and how the MAX team 
addressed social circumstances that would improve their 
quality of life. Par cipants par cularly appreciated the 
ability to have drop-in visits because their social and 
living situa ons made it difficult for them to keep 
appointments -- and food, in the form of snacks and meal 

vouchers, helped them be in an appropriate state of 
mind to focus on clinical issues during the visit.  A few 
quotes from clients illustra ng these themes are 
included below: 
 
“I think being here really just gave me an eye-opener and 
it just helped me in life….I’m grateful, forever grateful, to 
be here and for this program to be open for people like 
me, because I always used to tell every doctor, ‘You don’t 
understand, you don’t understand, you don’t understand. 
You can tell me all this and that, but you don’t 
understand because you’re not in my shoes to 
understand.’ But for me to have somebody that does 
understand, it helps.”  -- MAX client 
 
 
“When I don’t have an appointment to miss, it doesn’t 
put me off of coming back. Because I feel very flaky when 
I miss appointments. I feel like I’m not mee ng my 
standards and, I don’t know, I don’t want to face the 
music with that and go back in. I will avoid stuff that’s 
cri cal to my health because I’m embarrassed.”  -- MAX 
client 
 
 
 



“I’m very hungry a lot of the me. I’m homeless. I live in a 
tent and I don’t eat a lot some mes and I’m very hungry 
always and to be able to come here and get some snacks 
is nice. It just even helps with being able to be interviewed 
by a doctor and have everything firing cogni vely 
because your blood sugars are good. It’s just important to 
eat and it’s nice to be able to.”  -- MAX client 
  
  

Successes 
The MAX Clinic has successfully engaged a group of 
PLWH who have very complex medical and social needs 
and who were poorly engaged in HIV care prior to 
enrollment. Most of these pa ents are now virally 
suppressed.  Over the first few years of its opera on, the 
MAX Clinic evolved to include medical case managers 
and addi onal non-medical case managers who 
coordinate with community partners to provide care and 
social services to PLWH. 
 

Challenges 
Although the exact number of persons with HIV who 
might benefit from MAX Clinic care is not well-defined, 
there is clearly substan al unmet need for the sort of 
high-intensity services MAX provides.  We are in the 
process of growing the clinic.  At the same me, there 
are many pa ents who are virally suppressed but poorly 
engaged in care, many of whom could benefit from 
be er engagement. PHSKC, Harborview, and the WA 
State Department of Health are working together to 
develop a more diversified model of HIV care that be er 
matches levels of medical and social services to pa ent 
needs.  
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POPULATIONS OF SPECI AL 
INTEREST FACT SHEETS  



OOverview  
In King County, men who have sex with men (MSM) have been, and con nue 
to be, the most heavily impacted risk group in the HIV epidemic. In 2016, 
MSM accounted for 64% of all new HIV diagnoses in King County and 83% of 
all diagnoses where an exposure category was iden fied. There were 141 
new HIV diagnoses among MSM in 2016, which is the lowest number of new 
diagnoses among MSM since 1995. The 2016 rate of new diagnosis among 
MSM was 320 per 100,000 MSM, which is a 14% reduc on in the rate of new 
diagnoses among MSM since 2015 and a 47% reduc on in the rate of new 
diagnoses since 2007 ((Figure 1). Approximately one in 10 MSM in King 
County is living with HIV and an es mated 83% of HIV-infected MSM are 
virally suppressed (93% of those with one or more viral loads reported). 
 
Popula on Size: We es mate that 5.7% of men aged 15 years or older in King 
County are MSM, per the Centers for Disease Control and Preven on’s 
Behavioral Risk Factor Surveillance System Survey (King County data) from 

2013 and 2014 (Personal Communica on Lin Song, Assessment, Policy Development, and Evalua on PHSKC). We assume 
that the percentage of men who are MSM is rela vely consistent across age and racial/ethnic groups. 
 
HIV Epidemiology among Sub-Popula ons of 
MSM: In 2016, 59% of new HIV diagnoses among 
MSM occurred in individuals who were between 
20 and 34 years old, who account for only 30% of 
the es mated popula on of King County MSM 
(Figure 2). Nearly half of all new HIV diagnoses 
among MSM occurred among White MSM, who 
comprise 65% of the es mated MSM popula on 
in King County. Hispanic MSM and Black MSM 
account for 24% and 12% of all new HIV 
diagnoses, respec vely, but are only 9% and 6% of 
the es mated KC MSM popula on, respec vely 
(Figure 2). The rate of new HIV diagnosis among 
Hispanic MSM has increased 28% in the last five 
years, from 689 cases per 100,000 Hispanic MSM 
in 2012 to 879 cases per 100,000 Hispanic MSM in 
2016 ((Figure 1). The rate of new HIV diagnoses has 
declined steadily among White MSM since 2010 and 
has remained rela vely stable among Black MSM since 2011.  
 
Interven ons 
HIV Tes ng: Public Health – Sea le & King County (PHSKC) and Washington State Department of Health (WA DOH) fund 
HIV tes ng ac vi es, primarily for persons at higher risk of HIV infec on. Since 2007 the number of HIV tests performed 
among MSM increased by 51% and in 2016 there were 7,015 publicly-funded HIV tests performed for MSM in King 
County. HIV tes ng among MSM in King County is widespread and has been successful in minimizing the me from HIV 
infec on to diagnosis for most men. In 2016, the median me since last HIV nega ve test among newly diagnosed MSM 

K  P  

Men who have sex with men (MSM) 
account for 64% of all new HIV diagnoses 
in King County. 

Since 2007 the rate of new diagnoses 
among MSM has declined 47%.  

Hispanic MSM account for 9% of the 
es mated King County MSM popula on 
but account for 24% of all new diagnoses 
among MSM. 

83% of HIV-infected MSM are virally 
suppressed.  

Approximately 1 in 5 HIV-uninfected MSM 
in King County is currently using PrEP. 

P  M  E  
HIV      

Number of MSM prevalent cases 5,199 
Prevalence (%) 10.6% 
Percent of all HIV cases 83% 

HIV  (  )   
2016 incidence (# new diagnoses) 141 
2016 diagnosis incidence rate 320 cases per 100,000 
10-year trend (2007-2016) 47% decrease 

E    MSM   
K  C  ( ) 

49,229 (age 15+) 

V     
HIV+ MSM* 

83% of MSM are virally  
suppressed 

* Among all MSM with diagnosed HIV-infec on. Viral suppression defined as 
plasma HIV RNA < 200 copies/mL. Among those with ≥1 viral load reported in 
2016, 93% were virally suppressed. 
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was 8.8 months. HIV tes ng histories were known for 
86% of MSM diagnosed with HIV in King County in 2016, 
and, of these, 10% had never had a prior nega ve test. 
Of MSM with a nega ve HIV test prior to an HIV 
diagnosis, 58% had tested nega ve within one year of 
their HIV diagnosis.  PHSKC publishes HIV tes ng 
loca ons on the PHSKC website. The largest single source 
of new HIV diagnoses in King County is the PHSKC STD 
clinic at Harborview Medical Center, which provides walk
-in services five days per week. The STD clinic provides 
care on a sliding fee scale. 
 
PrEP: In 2016-2017, an es mated 14-19% of all HIV-
uninfected King County MSM and 35-58% of higher risk 
MSM currently use PrEP. PHSKC promotes PrEP for MSM 
in several ways, including providing PrEP referrals via STD 
partner services, providing PrEP at the PHSKC STD clinic, 
and maintaining (on the PHSKC website) a publicly 
available list of PrEP providers and a map of PrEP 
provider loca ons. In 2016, 240 MSM diagnosed with a 
bacterial STI (who did not report currently using PrEP) 
were referred to PrEP by the PHSKC partner services 
program. The PHSKC STD clinic ini ated 334 MSM 
pa ents on PrEP from October 2014 to December 2016 
and had 174 pa ents ac vely on PrEP as of December 
2016.  
 
Condom Distribu on: In 2016, PHSKC distributed 462,245 
condoms and 45,000 packets of lubricant. Forty-two 

percent of condoms were distributed through the HIV 
preven on contractors, most of whom focus much of 
their work on MSM. The 2017 Sea le Pride survey asked 
MSM par cipants where they usually got their condoms 
from. Half bought condoms themselves, 38% got free 
condoms, and 6% got condoms from their sexual 
partners. To increase condom distribu on, the PHSKC 
HIV/STD Program is now pilo ng new condom access and 
distribu on projects. One new project is a mobile-
enabled interac ve web page that allows users to 
iden fy loca ons in King County and Washington State 
where they can obtain free condoms. 
 
Behavioral Surveillance: The PHSKC HIV/STD Program 
monitors trends in seroadap ve behaviors using data 
from community-based surveys, behavioral surveillance 
surveys, research studies, and the PHSKC STD clinic. 
Findings from our recent behavioral monitoring and 
evalua on ac vi es, described elsewhere in this report, 
indicate that several newer behavioral strategies to 
prevent HIV infec on – such as only having sex with HIV-
nega ve MSM taking PrEP – are becoming increasingly 
common and may reduce one’s risk of HIV infec on. The 
PHSKC HIV/STD program uses these data to evaluate the 
impact of PHSKC HIV/STD program ac vi es and to 
explain changes in popula on-level HIV/STI rates.  
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Figure 1. Rate of New HIV Diagnoses among MSM, Overall and by Select Race/Ethnicity, King County, 2007-2016 
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Figure 2. Age and Race/Ethnicity Distribu on of New HIV Diagnoses Among MSM Compared to the Distribu on of all 
MSM, King County, 2016 

Contributed by Chris ne Khosropour  



PPopula on Characteris cs 
In King County, HIV diagnoses among people who inject drugs (PWID) and 
who do not report other risk factors are rela vely rare. Using surveillance 
data from the Public Health—Sea le & King County (PHSKC) HIV/STD 
program and our es mate of the PWID popula on size (see below), we 
es mate that the HIV prevalence among PWID who are not men who have 
sex with men (MSM) is approximately 1%, and approximately 15% among 
PWID who are MSM. Data from the 2015 Na onal HIV Behavioral 
Surveillance IDU survey found a slightly higher HIV prevalence of 3% among 
non-MSM PWID and 22% among PWID-MSM. The subset of PWID-MSM who 
inject methamphetamine have the highest HIV prevalence (40-45%). The 
prevalence of hepa s C among all PWID is high at approximately 60-70%. 
 
The 2017 survey of PHSKC needle exchange clients found that the average 
age of PWID was 37 years, 33% were female, and 23% reported a non-White 
race. The majority were homeless (43%) or unstably housed (26%), a 19% 
increase from the 2015 survey. Nearly two-thirds (64%) reported that their 
primary drug was heroin or another opioid. However, polydrug use was very 
common and methamphetamine use in par cular has increased substan ally 
since 2011 (see FFigure 1). One in five (22%) PWID reported sharing a syringe 
in the past 3 months, and 46% reported sharing any injec on equipment.  
 

Popula on Size: In 2014, the PHSKC HIV/STD 
Program es mated that there were approximately 
23,000 people in King County who had injected 
drugs in the past year based on the 2012 King 
County popula on. Applying these same 
calcula ons to 2016 popula on es mates, the 
number of PWID increased to approximately 
25,000. We es mate that 4,000 of these PWID are 
MSM (an increase from 3,000 es mated in 2014). 
Note that the es mates used to derive the overall 
PWID number come from 1993-2008 popula on-
based survey data. Given that other local 
indicators suggest that injec on drug use has 
likely increased since the mid-2000s, our King 
County figures probably underes mate the true 
popula on size. 
 
HIV Preven on and Care Interven ons 
Needle and Syringe Exchange Program (NSEP): NSEPs are effec ve interven ons for decreasing the risk of HIV 
transmission among PWID. The PHSKC NSEP is the second-longest running exchange program in the United States, and 
exchanged nearly 7 million syringes in 2016. Local research has shown that the rate of syringe sharing among PWID in 
King County has declined over me1, which aligns with declines in new HIV diagnoses in this popula on.  
 

K  P  

New HIV diagnoses among people who 
inject drugs (PWID) and do not report 
other risk factors are rela vely rare, with 
only 11 new diagnoses in 2016 among 
PWID who are not men who have sex 
with men (MSM).  

HIV prevalence is high (40-45%) among 
PWID who are MSM and inject 
methamphetamine. 

The majority (>70%) of HIV-infected PWID 
are virally suppressed. 

In 2016, the PHSKC Needle Exchange 
exchanged nearly 7 million syringes and 
launched an on-site buprenorphine 
treatment program.  

A survey of Needle Exchange clients 
found increasing rates of homelessness 
and methamphetamine use among PWID. 

* Among all PWID with diagnosed HIV-infec on. Viral suppression defined as 
plasma HIV RNA < 200 copies/mL. Among those with ≥1 viral load reported in 
2016, 87% of PWID (non-MSM) and 88% of PWID-MSM were virally suppressed. 
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P  M   -  -  
HIV        

Number of PWID prevalent cases 285 601 
Prevalence (%) 1-3% 15-22% 
Percent of all HIV cases 4% 9% 

HIV  (  )     
2016 incidence (# new diagnoses) 11 15 

2016 diagnosis incidence rate 
52 per 

100,000 
375 per 
100,000 

10 year trend (2007-2016) 
No sig.  
change 

~50%  
decrease 

E    PWID   
K  C  ( ) 

~21,000 ~4,000 

V    HIV+ PWID* 74% 79% 



HIV Tes ng and Viral Suppression:  HIV tes ng among 
PWID in the Sea le area declined over the past decade: 
in 2004, 64% of PWID reported an HIV test in the past 
year, compared with 47% in 2015.2 This decline reflects 
decreasing levels of HIV tes ng among non-MSM PWID. 
In part due to infrequent tes ng, a rela vely high 
propor on of HIV-infected non-MSM PWID are “late 
diagnoses” – 46% of male and 24% of female PWID – 
meaning that they were diagnosed with AIDS within a 
year of their HIV diagnosis. By contrast, only 16% of MSM
-PWID were late diagnoses. Fortunately, most HIV-
infected PWID are able to link to care and achieve viral 
suppression. In 2016, 74% of non-MSM PWID and 79% of 
PWID-MSM were virally suppressed. 
 
PrEP Guidelines: In 2015, PHSKC and WA DOH issued 
implementa on guidelines for HIV pre-exposure 
prophylaxis (PrEP).3 With respect to PWID, these 
guidelines state that health care providers should 
recommend PrEP ini a on to pa ents who are MSM or 

transgender persons who have sex with men 
and who have used methamphetamine in 
the past year (including injec on), and 
persons who have condomless sex with HIV 
serodiscordant partners who are not virally 
suppressed. Other PWID are encouraged to 
discuss ini a ng PrEP with their health care 
provider. 
MAX Clinic: The MAX Clinic is a walk-in HIV 
care clinic located within the PHSKC STD 
clinic at Harborview Medical Center. To be 
eligible for the MAX Clinic, pa ents must 
have had evidence of an inability to remain 
in tradi onal HIV care and have a detectable 
viral load at enrollment. The vast majority of 
pa ents have a substance use disorder, with 
most repor ng methamphetamine use. 
Among the first 50 pa ents to enroll, 68% 

were PWID. Overall, 80% of MAX pa ents achieved viral 
suppression at least once by the end of 2016, 
highligh ng the effec veness of this model for this 
popula on.  
 
Opioid Task Force Recommenda ons: In response to the 
opioid overdose crisis in King County, the King County 
Execu ve and Sea le mayor formed the Heroin and 
Prescrip on Opiate Addic on Task Force in early 2016.4 
Although the key objec ve was opioid overdose 
preven on, several of the recommended interven ons 
would also result in reducing HIV transmission risk by 
reducing the frequency of injec on and syringe sharing. 
These recommenda ons include the establishment of 
Community Health Engagement Loca ons (CHELs), also 
known as supervised injec on facili es, and the 
expansion of low-barrier, on-demand buprenorphine 
treatment. In response to the la er recommenda on, 
the PHSKC NSEP and Downtown Public Health partnered 
and began offering on-site buprenorphine in early 2017.  
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Figure 1. Drug Use Trends Among King County Syringe Exchange 
Clients, 2011-2017 

Contributed by Sara Glick and Kathryn Klein 
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OOverview 
In some parts of the world, people who exchange sex for money, drugs, or 
other goods are at increased risk for HIV. However, data from the United 
States are very limited. In 2016, Sea le was one of five sites to par cipate in 
the first cycle of the Centers for Disease Control and Preven on’s (CDC) 
Na onal HIV Behavioral Surveillance (NHBS) focused on women who 
exchange sex. This fact sheet includes data collected from this survey on 
women who exchange sex, along with data from the Public Health STD Clinic, 
Public Health Pride surveys on persons who exchange sex, and partner  

          services data. 
 
Popula on Size: The number of local residents who exchange sex is unknown. Although not popula on-based, one source 
of data is people who had a visit to the Sea le STD clinic (de-duplicated) between 2014 and 2016. Five percent of 
women (total number of women: 2,471) and 4% of men who have sex with men (total number of MSM: 4,973) reported 
receiving money or drugs for having sex in the last 12 
months. Three percent of MSM and 6% of men who 
did not report having sex with men (total number: 
4,593) among STD clinic pa ents reported giving 
money or drugs in exchange for sex. The STD clinic 
samples included mainly cisgender individuals. In 
the Trans Pride Survey 2015-2017, 10% of trans 
women and non-binary people assigned male at 
birth (AMAB) reported exchange sex.  
 
Popula on Characteris cs of Women Who 
Exchange Sex: The NHBS sample was recruited via 
respondent-driven sampling which resulted in a 
sample of women who are highly marginalized and 
primarily find clients outdoors. (Women who did 
not report exchange sex were also eligible to 
par cipate but not invited to recruit others.) Our 
forma ve research suggested that indoor sex 
workers comprise a significant propor on of 
women who exchange sex, but our sampling 
protocol failed to recruit many of these women. 
The majority (77%) of the women in the NHBS 
sample found clients on the street or another 
public place, 50% experienced homelessness in the 
past 12 months, and 66% injected drugs in the last 
12 months ((Table 1). While we do not know the 
primary modality of finding clients for women who 
reported exchange sex at the STD Clinic (e.g. outdoor or indoor), the sample is younger overall, with a much smaller 
(although s ll substan al) propor on repor ng injec ng drugs in the last 12 months. The samples were fairly similar with 
respect to race. The HIV prevalence was higher in the NHBS sample than the STD clinic sample (4% vs 1%). However, in 
both samples the HIV prevalence for women who exchange sex was the same or lower than the HIV prevalence among 

K  P  

Local surveys of women who exchange 
sex have found an HIV prevalence that is 
the same or lower than among women 
who did not report exchange sex. 

In most local data, HIV prevalence is 
higher among MSM who exchange sex 
than MSM overall.  

a NHBS (Na onal HIV Behavioral Surveillance) and STD Clinic samples are mainly 
focused on cisgender women and both include a few transgender (trans) women.  

b Data on housing status was only available for 59 visits from 2015-2016. 
c Women who find exchange sex clients on the street or in other public places. 
d Based on self-report plus new HIV diagnoses.  
e Among those who reported being HIV- or status unknown. 
f Based on self-report. 
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HIV/AIDS Fact Sheet 
 

People Who Exchange Sex  
in King County  

Table 1. Women in King County Who Receive Money or Drugs in 
Exchange for Sexa 

S  D  
 NHBS 

=  
-  STD  

C   =  
Median age 45 yrs 32 yrs 
Black/African American (non-Hisp) 20% 23% 
White (non-Hisp) 47% 53% 
Hispanic/La no 11% 11% 
Asian/Pac. Isl. (non-Hisp) 2% 4% 
Na ve Am./AK Indian (non-Hisp) 4% 2% 
Mul ple races (non-Hisp) 17% 4% 
Homeless in past 12 months 50% 37%b 
Injected drugs in past 12 months 66% 25% 
Find clients outdoorsc 77% unknown 
   
H    
HIV+d 4% 1% 
HIV test in last 12 monthse 45% 38% 
Bacterial STD in last 12 monthsf 10% 17% 
Bacterial STD test in last 12 months 49% unknown 



women who did not report exchange sex (6% [n=84] and 
1% [n=2,359] respec vely).  

HHIV Preven on and Care Interven ons for Women 
PrEP: Public Health – Sea le & King County (PHSKC) and 
WA Department of Health (DOH) PrEP Guidelines state 
that medical providers should recommend PrEP to 
people who exchange sex who are MSM or transgender 
persons who have sex with men, and  discuss ini a ng 
PrEP with “women who provide sex for money or drugs.” 
In the NHBS sample, only 15% of women who exchanged 
sex had heard of PrEP, 2% discussed it with a medical 
provider, and 1% took PrEP in the past 12 months.  

STD Clinic: The Public Health STD Clinic provides walk-in 
HIV/STD tes ng, contracep on, PrEP, and linkage to HIV 
care services. In the NHBS sample, 16% of women who 
exchange sex reported receiving general medical care at 
the STD Clinic in the last 12 months, and 22% of the 
women who reported screening for an STD one or more 

mes per year said that they regularly screen at the STD 
Clinic. The reason most frequently reported for choosing 
this tes ng venue was loca on (75%) followed by walk-in 
services (65%), quality of doctors and nurses (52%), and 
that staff were knowledgeable about women who 
exchange sex (48%).  

Syringe Exchange: While women who inject and exchange 
sex may be overrepresented in the NHBS sample, data 
suggested that the Needle Exchange is an important 
resource for many of the women. Half of the sample 
overall reported using some Public Health Needle 
Exchange services in the past 12 months, and 36% 
reported receiving medical care services at the Needle 
Exchange (including women who did not report 
injec on). Sixty-one percent of the whole sample and 
74% of women who injected in the last year said they 
would be interested in receiving more medical care 
services from the Needle Exchange if they expanded.  

Medical Care: Only 22% of women in the NHBS sample 
said that they had disclosed that they exchange sex to 
their medical provider, which may account for the low 
level of PrEP discussion with providers. Women in the 
NHBS survey were asked to choose their most pressing 
medical concern today, and mental health came in first 
(26%), followed by primary care (17%). Over half of the 
women reported not seeking medical care they needed. 
In the NHBS survey as well as in forma ve research, a 

significant por on of women said that judgment from 
healthcare providers about exchange sex and drug use, 
prevented them from seeking medical care they needed. 
This s gma za on may explain why many women 
iden fied the Needle Exchange as a desirable venue for 
medical care. There is an opportunity for Public Health 
services to con nue to build trust with women who 
exchange sex and improve their experience with public 
health services, including expanding services where 
women already seek care. 

Characteris cs of People Who Exchange Sex from Other 
PHSKC Data Sources
Table 2 includes data on HIV/STD prevalence and tes ng 
among people who exchange sex across several Public 
Health data sources that measure exchange sex. These 
data sources include the 2014 NHBS cycle with cis men 
who have sex with men (MSM) and 2014-2016 PHSKC 
STD Clinic data on MSM and men who are not MSM, 
which both ask about giving and receiving money in 
exchange for sex separately. Other data include the 2015 
-2017 Pride survey with cis MSM and the 2015-2017 
Trans Pride Survey, both of which only ask generally 
about having sex in exchange for money or drugs and do 
not dis nguish between giving and receiving.

The percent of people repor ng giving money or drugs in 
exchange for sex was rela vely similar among both NHBS 
and STD Clinic samples for MSM (3-4%) and slightly 
higher for non-MSM (6%). However, for those repor ng 
receiving money or drugs in exchange for sex, or where 
the direc on of the exchange was not specified, the 
frequencies varied across surveys: 4-8% for MSM and 
10% for trans women and people who are non-binary 
AMAB. In four of five of the MSM samples, HIV 
prevalence was higher among MSM who exchanged sex 
than among MSM overall. Partner services data on new 
HIV cases reported between 2014-2016 show that 37 of 
the 488 people interviewed (among 721 total new HIV 
cases) reported exchanging sex. Thirty-three (90%) were 
assigned male at birth, and of those cases, 24 (73%) were 
assigned MSM or MSM/IDU as the exposure category. 
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DDiscussion 
Across all popula ons of people who exchange sex in 
Public Health data sources, a high propor on had a 
bacterial STD in the last 12 months, which may in part be 
due to high rates of tes ng for STDs. In the NHBS sample 
of women who exchange sex, which was comprised 
largely of women who inject drugs, the HIV prevalence 
was similar to that of people who inject drugs (PWID) 
overall, while the STD Clinic sample of women who 
exchange sex had a lower HIV prevalence at 1%; both 
samples had li le difference in prevalence between 
women who exchange and those who do not. For most 
MSM samples the HIV prevalence was higher among 
those who exchange sex than the sample overall, with 

minimal differences for men who are not MSM and trans 
people. HIV tes ng rates were high across all 
popula ons. MSM who exchange sex are at high risk for 
HIV infec on. Addi onal efforts are needed to reach this 
vulnerable and socially marginalized popula on. 
Although cis-women who exchange sex are a very small 
part of the HIV epidemic in King County, WA, at least 
among the more marginalized popula ons for which 
Public Health has data, this popula on has other 
significant unmet healthcare needs, many of which 
overlap with the needs of PWID. Ongoing local efforts to 
improve medical and social services for PWID are an 
opportunity to improve care for a subset of persons who 
exchange sex. 
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P    

T  
W   

AMAB   
- a 

MSM b 
M  
-MSMb 

Exchange sex type 
Does not dis nguish between 

receiving or giving money/drugs 
Received money or drugs in 

exchange for sex 
Gave money or drugs 
in exchange for sex 

Data source 
2015-2017 

Trans Pride 
2015-2017 

Pride 
2014-2016 
STD Clinic 

2014 
NHBS 

2014-2016 
STD Clinic 

2014 
NHBS 

2014-2016 
STD Clinic 

Overall sample size 210 1324 4973 503 4973 503 4593 
HIV+ c % of overall sample (do and do not 
report exchange sex) 4% 11% 14% 17% 14% 17% 1% 

P     
Number (% of overall sample) repor ng 
exchange sex 22 (10%) 55 (4%) 187 (4%) 39 (8%) 141 (3%) 20 (4%) 282(6%) 

HIV+c 5% 33% 24% 21% 19% 15% 0% 

HIV test in last 12 mod, e 75% 85% 58% 69% 59% 65% 32% 

Bacterial STD in last 12 mof 14% 24% 47% 26% 36% 20% 9% 

Bacterial STD test in last 12 mo 75% 69% unknown 49% unknown 55% unknown  

Table 2. Public Health – Sea le & King County Data Regarding People Who Exchange Sex for Money or Drugs 

aTen trans women and 12 par cipants who iden fied as non-binary assigned male at birth (AMAB) were combined to create a large enough 
sample size which would not be iden fiable. The remaining popula ons from the Trans Pride sample had 0% HIV prevalence and were 
excluded from this table. 
bNHBS excluded trans men. The STD Clinic data is focused on cis men and includes a few trans men. 
cTrans Pride and Pride Surveys are based on self-report. People with new HIV diagnoses are added to those with self-reported HIV for STD 
Clinic and NHBS. 
dAmong those who reported being HIV- or status unknown. 
eTrans Pride and Pride Surveys measure 2 or more tests in the last 2 years. 
fBased on self-report. 

Contributed by Courtney Moreno 



OOverview 
Public Health – Sea le & King County (PHSKC) monitors health issues in the 
transgender popula on in King County through the annual Trans Pride Survey 
and intake forms completed by transgender and gender non-conforming STD 
Clinic pa ents.  

Popula on Size 
To the best of our knowledge, there are no good es mates of the number of 
transgender and gender non-conforming individuals living in King County. 
PHSKC and many other en es are increasingly collec ng  data on sex 
assigned at birth and current gender iden ty to accurately characterize 
transgender and gender non-conforming individuals.. In 2016 there were 58 
people living with HIV (PLWH) in King County who were known to be 
transgender, represen ng <1% of the PLWH popula on in King County.  

Methods 
The Trans Survey has been conducted annually at Sea le Trans* Pride, a fes val in Capitol Hill, since 2014. The survey 
can be interviewer- or self-administered. Respondents are given a $5 Starbucks card for comple ng the survey. To be 
eligible for the survey, respondents must be Washington State residents who iden fy as transgender, non-binary, or 
genderqueer.  

In 2015-2016, the PHSKC STD Clinic endeavored to make the clinic more transgender friendly.  Efforts included 
substan al cultural competency and clinical training related to transgender health, and revisions of intake form 
language, which involved use of the Ins tute of Medicine endorsed two-step gender iden ty ques on (effec ve May 
2016). In this report, we summarize informa on collected a er this approach was implemented. 

Epidemiology 
Characteris cs of 2017 Trans Survey Respondents: The percent of PLWH with a suppressed viral load was slightly lower 
among transgender PLWH compared to the en re PLWH popula on in King County (76% vs. 82%). TTable 1 stra fies the 
Trans Survey sample by assigned male at birth (AMAB) and assigned female at birth (AFAB) and then stra fies these 
categories by transgender and non-binary/genderqueer (NB/GQ). The majority of respondents were non-Hispanic White. 
AMAB respondents tended to be older than AFAB respondents; they were also more likely to experience homelessness 
in the prior year. Compared to NB/GQ respondents, respondents who iden fied as transgender were more likely to 
report that their regular medical provider was aware of their gender. Respondents reported varying levels of 
dissa sfac on with the availability of trans-inclusive health services. The majority of respondents reported that they had 
been verbally harassed because of their gender; a large minority reported that they had been physically a acked 
because of their gender. Whereas 5% of trans women and 6% of NB/GQ AMAB reported being HIV posi ve, none of the 
AFAB respondents reported being HIV-posi ve. NB/GQ AMAB respondents were more likely to report s mulant use, STD 
diagnoses, and higher-risk sex than trans women or AFAB respondents. Heroin and prescrip on opioid recrea onal use 
was most commonly reported by trans women. 

U liza on of HIV/STD Services 
Table 2 is limited to Trans Survey par cipants who reported a nega ve or unknown HIV status and describes their 
u liza on of HIV and STD services. This table is stra fied by HIV risk level, which is based upon the Washington 
Department of Health and PHSKC PrEP Guidelines.1  

K  P  

Data on transgender and gender non-
conforming individuals in King County are 
scarce. 

About 5-6% of transgender women and 
other gender-non-conforming individuals 
assigned male at birth in local surveys 
report HIV infec on, rela ve to none of 
the transgender men and non-conforming 
individuals assigned female at birth.
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Par cipants were considered high risk if (in the past 12 
months) they reported a sex partner who was assigned 
male at birth and reported one or more of the following: 
transac onal sex, methamphetamine or popper use, 
injec on drug use, condomless sex with an HIV-posi ve 
partner, or a syphilis or gonorrhea diagnosis. Per this 
defini on, 10% of trans women, 21% of NB/GQ AMAB, 
6% of trans men, and 4% of NB/GQ AFAB were 
considered at high risk for HIV. In this subset of 
respondents at high risk (n=18), 72% reported STD 
tes ng in the past year and 94% reported at least two 
HIV tests in the prior two years. The majority of 
respondents (73% of low risk and 78% of high risk) had 
reported that they had heard of PrEP. Among 
respondents at high risk for HIV, 29% reported currently 
taking PrEP and 12% reported that they had previously 
taken PrEP. Among high-risk respondents not currently 
taking PrEP, the most common reasons for not taking 
PrEP were: perceived oneself at low HIV risk, not 
knowing “enough” about PrEP, concerns about side 
effects, and concerns about taking a daily medica on. 
 
A small subset (4%) of Trans Survey respondents 
reported that their last HIV test occurred at the STD 
Clinic, which is important to keep in mind when 
comparing the results from the Trans Pride Survey 
((Tables 1 and 2) and STD Clinic Intake Forms ((Table 3). 
Visits completed by transgender and NB/GQ pa ents 
comprised 2.3% of all STD Clinic visits in May 2016 
through May 2017. Among AMAB STD Clinic pa ents, a 
larger propor on reported a NB/GQ iden ty than 
transgender iden ty. Among AFAB STD Clinic pa ents, 
roughly equal propor ons reported transgender and NB/
GQ iden es. Self-reported HIV status was similar to that 
observed in the Trans Pride Survey, with 4% of AMAB 
pa ents and no AFAB pa ents repor ng a posi ve status. 
The prevalence of HIV risk factors was greater among 
STD Clinic pa ents than Trans Survey respondents. 
Overall, 11% of transgender and NB/GQ STD Clinic 

pa ents reported unstable housing in the prior year; 13% 
reported transac onal sex; 6% reported injec on drug 
use; and 33% reported any drug use (e.g. poppers, 
cocaine, crack, or methamphetamine). A large 
propor on of transgender and NB/GQ STD Clinic pa ents 
reported ever using PrEP (20%). 
 
Conclusions 
Approximately 5% of transgender or NB/GQ people 
assigned male at birth reported a prior HIV diagnosis, 
which is about half the es mated prevalence for 
cisgender MSM. None of the transgender or NB/GQ 
people assigned female at birth who contributed data to 
the Trans Pride Survey or STD Clinic reported a prior HIV 
diagnosis, which is consistent with HIV surveillance data 
es ma ng that 3% of transgender individuals living with 
HIV were transgender men. Considerable differences in 
demographic and HIV risk factors exist across gender 
categories. The STD Clinic appears to be serving a subset 
of the transgender and NB/GQ community that is at 
higher-risk for HIV. A sizeable propor on of those at high 
risk for HIV appear to be u lizing PrEP. Data from the 
Trans Survey and STD Clinic suggest that the number of 
King County residents who iden ty as non-binary or 
genderqueer may be comparable to the number of 
residents who iden fy as transgender, underscoring the 
need to ensure that language used in the context of the 
healthcare delivery or educa onal campaigns is inclusive 
to people of all genders. Aside from HIV, there are a 
number of health and social issues affec ng this 
community, including: substance use, homelessness, 
violence, and disrespect. Addressing these issues would 
improve gender equity in King County. In 2017, the Bree 
Collabora ve, a healthcare improvement en ty 
established by the Washington State Legislature, 
adopted a measure to improve the provision of 
healthcare for sexual and gender minori es (i.e. LGBTQ) 
in Washington State, which may help address the 
medical and sexual health needs of transgender 
individuals. 
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Table 1: Summary of 2017 Trans Survey Results, Stra fied by Gender, King County  
  A  M   B  A  F   B  
  T  

W  
N -B / 
G  

T   
M  

N -B / 
G  

T  N 63 (30%) 36 (17%) 34 (16%) 73 (35%) 
 
D  
Under 30 years old 48% 61% 76% 66% 
White, Non-Hispanic 79% 66% 71% 72% 
Homeless, last 12 months 13% 14% 3% 5% 
 
P   H  S   E   D   V  
Regular medical provider knows respondent is transgender,  
       non-binary, or genderqueer 92% 72% 87% 64% 

“Strongly Agree” with following:         
“I have postponed ge ng health services because 
clinics are not trans-inclusive.” 15% 14% 18% 16% 

“It is easy to obtain HIV services that are sensi ve to the 
unique needs of trans people” 13% 8% 3% 1% 

“I have felt disrespected at health facili es” 25% 25% 27% 14% 
“I would prefer to receive care at a clinic that specializes 
in transgender health issues” 62% 39% 68% 52% 

Have you been verbally harassed because of your gender? 
 Yes – in past year 
 Yes – more than 1 year ago 

  
  

57% 
28% 

  
  

40% 
40% 

  
  

52% 
39% 

  
  

66% 
27% 

Have you been physically a acked because of your gender? 
 Yes – in past year 
 Yes – more than 1 year ago 

  
  

13% 
15% 

  
  

11% 
20% 

  
  

6% 
39% 

  
  

10% 
28% 

 
HIV P   R  F  
HIV diagnosed (ever) 5% 6% 0% 0% 
STD-diagnosis (past year) 5% 14% 3% 0% 
Drug use (past year)         

Injec on drug use 11% 11% 3% 1% 
Methamphetamine 6% 17% 0% 0% 
Poppers 10% 3% 6% 3% 
Cocaine 10% 17% 3% 7% 
Heroin 8% 3% 0% 0% 
Prescrip on painkillers (recrea onally) 13% 0% 6% 11% 

Sexually ac ve (past year) 78% 86% 88% 75% 
Had vaginal or anal sex with… (past year) 

Cisgender male 
Trans woman 

25% 
40% 

53% 
28% 

32% 
15% 

32% 
22% 

Transac onal sex (past year) 10% 11% 3% 4% 
Met HIV “high-risk” criteria* 10% 21% 6% 4% 

*“High risk” was defined as having sex with someone assigned male at birth AND ≥1 of the following: transac onal sex, methamphetamine or 
popper use, injec on drug use, condomless sex with an HIV-posi ve partner, syphilis or gonorrhea diagnosis. 
Abbrevia on: STD, sexually transmi ed disease  



HHIV/AIDS Epidemiology Report 2017           page 99 

Table 2: U liza on of HIV and STD Services among 2017 Trans* Pride Respondents Who Reported a Nega ve or Unknown 
HIV Status, Stra fied by HIV Risk Level, King County  

  L  R  
( = ) 

H  R  
( = ) 

STD tes ng (past year) 45% 72% 
Tested for HIV (ever) 68% 94% 
Median # of HIV tests in prior 2 years 1 test 3 tests 
Heard of PrEP 73% 78% 
Taken PrEP 

 Currently 
 In the past, but not currently 

  
5% 
1% 

  
29% 
12% 

Barriers to PrEP (reported by non-users) 
 Perceived self as low risk 
 Cost concerns 
 Don’t know where to get it 
 Don’t know enough about it 
 Concerns about side-effects 
 S gma 
 Taking a daily medica on would be challenging 

  
60% 
5% 
10% 
23% 
11% 
2% 
11% 

  
38% 
8% 
15% 
31% 
31% 
8% 
38% 

*The period assessed was the 12 months prior to survey. 
**Includes methamphetamine, poppers, cocaine, or crack. 
Abbrevia ons: STD, sexually transmi ed disease; PrEP, pre-exposure prophylaxis  

Table 3: Descrip on of Transgender, Non-Binary, and Genderqueer Pa ents Who A ended the Harborview STD Clinic in 
May 2016-May 2017, King County  

  A  M   B  A  F   B  
  T   

W  
( = ) 

N -B / 
G  

( = ) 

T   
M  

( = ) 

N -B / 
G  

( = ) 
HIV diagnosed (ever) 5% 3% 0% 0% 

Tested for HIV (ever) 83% 97% 82% 97% 

Unstable Housing* 20% 7% 12% 7% 

Transac onal Sex* 5% 17% 18% 13% 

Injec on Drug Use* 2% 7% 12% 0% 

Any Drug Use* ** 15% 58% 18% 27% 

Ever Taken PrEP* 15% 27% 21% 10% 

*“High risk” was defined as having sex with someone assigned male at birth AND ≥1 of the following: transac onal sex, 
methamphetamine or popper use, injec on drug use, condomless sex with an HIV-posi ve partner, syphilis or gonorrhea diagnosis. 
Abbrevia ons: STD, sexually transmi ed disease; PrEP, pre-exposure prophylaxis 

Contributed  by Julia Hood, Diana Tordoff, and Lindley Barbee 
 
Reference 
Public Health – Sea le & King County and Washington Department of Health PrEP Implementa on Guidelines 2015. Available at http://
www.kingcounty.gov/depts/health/communicable-diseases/hiv-std/patients/~/media/depts/health/communicable-diseases/documents/hivstd/
PrEP-implementation-guidelines.ashx.  



OOverview and Epidemiology 
In 2016, there were 34 new diagnoses of HIV among Blacks living in King 
County, or 26 cases per 100,000.  The diagnosis incidence rate was 1.9 mes 
higher for foreign-born Blacks in 2016 (39.1 per 100,000) rela ve to U.S.-born 
Blacks (20.9 per 100,000. This compares to an overall diagnosis incidence of 
8.6 per 100,000 residents of all races/ethnici es in King County in 2016. 
Figure 1 shows substan al decreases in diagnosis rate by na vity for Blacks, 
including reduc ons of 47-56% over the decade from 2007 - 2016. This 
compares to an overall reduc on of 44% of the rate of new diagnoses among 
all King County residents in the same period. 
 
Popula on: In 2016, U.S. Census and American Community Survey data 

es mate that there were 132,754 Blacks living in King County, of which about 96,430 (73%) were U.S.-born.  For this fact 
sheet, Blacks excluded mul racial Blacks, including those of La no ancestry. If all Blacks were included, the number living 
with HIV in King County in 2016 would be 1,479, a 17% increase over the 1,263 reported cases. 

K  P  

HIV is diagnosed at high rates among 
Blacks rela ve to overall King County 
rates. 

HIV diagnosis rates in 2016 for Blacks, 
both U.S.-born and foreign-born, were 
about half of the diagnosis rates 10 years 
earlier. 

In 2016, 85% of foreign-born Blacks and 
74% of U.S.-born Blacks living with HIV 
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HIV/AIDS Fact Sheet 
 

Black and African-American  
Populations in King County 

P   U.S.-  F -  T  B  
HIV P          

Number of People Living with HIV 752 511 1,263 
Prevalence (%) 0.8% 1.4% 1.0% 
Percent of all prevalent cases who are Black (by na vity) 14% 38% 19% 

HIV  (  )        
2016 incident cases (# new diagnoses) 20 14 34 
2016 incidence rate per 100,000 20.9 39.14 25.9 
10-year trend (2007-2016) 47% decrease 56% decrease 49% decrease 

E      K  C  96,431 36,324 132,754 
V   74% 85% 79% 

HIV Risk Category 
Figure 2 shows the distribu on of risk categories among 
U.S.-born and foreign-born Blacks living in King County in 
2016. Individuals with an unknown risk factor comprised 
42% of foreign-born Blacks and 9% of U.S.-born Blacks 
and are excluded from the figure. The high propor on of 
foreign-born Blacks with an unknown HIV risk is mostly 
due to limita ons in the defini on of heterosexual risk 
category. To meet the defini on of heterosexual risk, the 
posi ve serostatus or risk factors (such as injec on drug 
use) of an opposite sex partner must be known. There is 
a presump ve heterosexual category included with 

heterosexuals, but limited to women who have (1) been 
asked and deny injec on drug use and (2) have had sex 
with men. O en these ques ons have not been asked, 
and thus the presump ve heterosexual category cannot 
be used; further there is no equivalent presump ve 
category for men, even if they come from a geographic 
area where heterosexual transmission is common. Of 
note, heterosexual risk is the predominant risk factor for 
foreign-born Blacks (80%) and men who have sex with 
men (MSM) are the predominant risk group for U.S.-born 
Blacks (69%, including 8% MSM who also have a history 
of injec on drug use). 

1. U.S.-Born includes those of unknown na vity (6% of incident cases, and 5% of prevalent cases). 
2. New HIV diagnoses among individuals repor ng a prior diagnosis in another country or state are excluded. 
3. Viral suppression defined as plasma HIV RNA < 200 copies/mL. If individuals with no reported labs in 2016 were excluded, % suppressed 
would be 85%, 96%, and 89% for U.S.-born, foreign-born, and all Blacks respec vely. 
4. 36 diagnoses per 100,000 is the rolling average given in Figure 1. 



Age and Gender: Overall 34% of Blacks were assigned 
female sex at birth, including 19% of U.S.-born Blacks and 
56% of foreign-born Blacks. U.S.-born Blacks were 
younger than foreign-born Blacks at the me of diagnosis 
with 39% age 29 years and below for the former and 27% 
for the la er.  
 
Birth Country: Of 1,263 Black people living with HIV 
(PLWH) in King County in 2016, 511 (40%) were foreign-
born. Of the foreign born Blacks, birth countries include 
Ethiopia (39%), Kenya (14%), Somalia (4%) and 33 other 
African countries. Five percent were born in other areas 
of the world, including 14 PLWH (3%) from the 
Caribbean. 

Viral Suppression: Among Blacks living with diagnosed 
HIV over the past decade, the propor on with 
documented viral suppression increased substan ally 
over the past decade, from 45% in 2007 to 79% in 2016 
(Figure 3). U.S.-born Blacks consistently had lower levels 
of viral suppression rela ve to their foreign-born 
counterparts, but the gap has narrowed somewhat (from 
a 17% absolute difference to an 11% absolute 
difference). 
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Figure 1: Rates of HIV Diagnoses per 100,000 Residents Among Blacks in King County by Na vity 

NOTE: The foreign-born rate is given as a rolling average due to large fluctua ons year-to-year. Note that the overall rate (Total 
Blacks) was not given as a rolling average, and a substan ally lower “unadjusted” diagnosis rate for foreign-born Blacks in 2010 (14 
per 100,000, data not shown) pulled down the total rate lower than either of the shown components (U.S. born Blacks at 26 per 
100,000 and the smoothed rolling average for foreign-born Blacks of 45 per 100,000). 

Figure 2. HIV Risk Categories Among Blacks Living with HIV in King County by Na vity, 2016 



Timing of HIV Diagnoses: Among 199 Black King County 
residents diagnosed with HIV in the past five years (2012 
- 2016), 57 (29%) had a last nega ve HIV test 
documented within the prior year. This interval, from a 
last nega ve to a first posi ve represents the frequency 
of HIV tes ng among those at highest risk of HIV 
infec on (i.e. those who receive an HIV diagnosis). U.S.-
born Blacks were far more likely to have a nega ve HIV 
test within a year of diagnosis (42%) rela ve to foreign-
born Blacks (11%). Late HIV diagnosis is some mes 
defined as an AIDS diagnosis within one year of an HIV 
diagnosis. By this defini on, 35% of Blacks diagnosed 
with HIV between 2012 - 2016, were diagnosed late, 
including 55% of foreign-born Blacks and 22% of U.S.-
born Blacks. 
 
Pre-Exposure Prophylaxis (PrEP) use: In light of the racial/
ethnic dispari es in HIV diagnosis incidence and 
prevalence highlighted above, the Public Health—Sea le 
& King County (PHSKC) STD clinic offers prescrip ons of 
pre-exposure prophylaxis (PrEP) to all interested Black 
MSM and people who inject drugs (PWID) with the goal 
of improving health equity.1 PrEP has been shown to be 

highly effec ve at preven ng HIV, cu ng the chances of 
infec on among MSM by >90% when taken as directed.2 
HIV tes ng is also available the STD Clinic and other 
PHSKC clinics (Auburn, Eastgate, Federal Way, and Kent). 
PHSKC is aware of some community based organiza ons 
providing HIV-related interven ons, par ally due to past 
or current contractual rela ons with these organiza ons. 
We apologize for the omission of other agencies 
providing interven ons. People of Color Against AIDS 
Network (POCAAN) and Center for Mul Cultural Health 
(CMCH) provide services specifically aimed at preven ng 
and otherwise mi ga ng the impact of HIV on 
communi es of color in Sea le and greater King County. 
POCAAN operates a number of programs for those living 
with HIV as well as those at risk for infec on, including 
medical case management, support in transi oning into 
stable housing, and reentry assistance upon release from 
prison or jail.3 CMCH provides free, same-day HIV tes ng 
and counseling and puts on events to build community 
among queer Black men, including quarterly educa onal 
forums and its annual Emerald City Black Pride event.4  
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Figure 3: Propor ons with Viral Suppression Among Blacks Living with HIV in King County by Na vity 

Contributed by Richard Lechtenberg, Roxanne Kerani, and Susan Buskin 
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OOverview and Epidemiology 
In 2016, there were just over 200,000 La nos living in King County, of which 
nearly 80,000 (38%) were foreign-born.  At the end of that year, there were 
845 La nos living with diagnosed HIV infec on (PLWH) for a prevalence of 
0.4%. The prevalence of HIV was twice as high in the foreign-born popula on 
as among those born in the U.S. (0.6% vs 0.3%). Among the 442 foreign-born 
PLWH, two thirds were born in Mexico, about 15% were born in South 
America and another 15% in Central America, and the remaining 5% were 
born elsewhere ((Figure 1). 

K  P  

HIV is diagnosed at high rates among 
La nos rela ve to overall King County 
rates. 

HIV diagnosis rates declined in 2007-2016 
among both U.S. born and foreign-born 
La nos, by about half and a third 
respec vely. 

In 2016, about 80% of La nos living with 
HIV—both U.S.-born and foreign-born—
were virally suppressed. 
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Latino Populations in  
King County 

Table 1: Primary HIV Metrics for La nos Living in King County, WA by Na vity 
P   U.S.-  L  F -  L  T  L  
HIV P            

Number of People Living with HIV 403 442 845 
Prevalence (%) 0.3% 0.6% 0.4% 
Percent of prevalent cases of all race/ethnici es 7% 33% 12% 

HIV  (  )          
2016 incident cases (# new diagnoses) 20 18 38 
2016 incidence rate per 100,0004 15.6 22.6 18.3 
10-year trend (2007-2016) 49% decrease 31% decrease 42% decrease 

E      K  C  128,501 79,923 208,424 
V   79% 82% 80% 

1. U.S.-Born includes those of unknown na vity (6% of incident cases, and 5% of prevalent cases). 
2. Popula on es mates taken from the U.S. Census Bureau’s American Community Survey data. 
3. New HIV diagnoses among individuals repor ng a prior diagnosis in another country or an unverified diagnosis from another state are excluded. 
4. The numbers shown for 2016 in Figure 1 differ from the ones here because they are 3-year rolling averages. 
5. Viral suppression defined as plasma HIV RNA < 200 copies/mL. If individuals with no reported labs in 2016 were excluded, % suppressed would 
be 91%, 92%, and 91% for US-born, foreign-born, and all La nos respec vely. 

Figure 1: Country of Birth among Foreign-Born La nos Living with HIV in King County, 2016  

In 2016, there were 38 new diagnoses of HIV among La nos in King 
County, or 18.3 per 100,000. The diagnosis incidence was 1.5 mes 
higher for foreign-born La nos (22.6 per 100,000) rela ve to U.S.-born 
La nos (15.6 per 100,000). This compares to an overall diagnosis 
incidence of 8.6 per 100,000 residents of all races/ethnici es in King 
County in 2016. FFigure 2 shows decreases in diagnosis rate by na vity 
for La nos, including reduc ons of 30-50%. The rates in this figure are 
three-year rolling averages, and thus do not match the rates above. 
For comparison, the diagnosis rate in King County overall decreased by 
44% over this same me period. 



Also of note, heterosexual risk is over four mes as 
common among foreign-born La nos (17%) as among 
those that are U.S.-born (4%) and injec on drug use is a 
third as common (4%) among the foreign-born rela ve to 
U.S.-born (12%). 
 
Viral Suppression: Among La nos living with diagnosed 
HIV (PLWDH) over the past decade, the propor on with 
documented viral suppression increased substan ally 
over the past decade, from 48% in 2007 to 80% in 2016. 
((Figure 4). Earlier on, U.S.-born La nos had lower levels of 
viral suppression rela ve to their foreign-born 
counterparts, but the gap has essen ally closed. 
 
 

Timing of HIV Diagnoses: Among 165 La no King County 
residents diagnosed with HIV in the past five years (2012-
2016), 61 (37%) had a nega ve HIV test documented 
within the prior year. This interval, from a last nega ve to 
a first posi ve represents the frequency of HIV tes ng 
among those at highest risk of HIV infec on (i.e., those 
who receive an HIV diagnosis). U.S.-born La nos were far 
more likely to have a nega ve HIV test within a year of 
diagnosis (49%) rela ve to foreign-born La nos (29%). 
Late HIV diagnosis is some mes defined as an AIDS 
diagnosis within one year of an HIV diagnosis. By this 
defini on, 25% of La nos diagnosed with HIV between 
2012-2016 were diagnosed late, including 31% of foreign
-born La nos and 17% of U.S.-born La nos. 
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Figure 2: Rates of HIV Diagnoses per 100,000 Residents Among  
La nos in King County by Na vity 

NOTE: Rates are all given as rolling averages due to large  
fluctua ons year-to-year. 

Figure 3. HIV Risk Categories Among La nos Living with HIV in King County by Na vity, 2016 

Age and Gender: Overall 9% of La nos living with HIV in 
King County were assigned female sex at birth, including 
5% of U.S.-born La nos and 13% of foreign-born 
La nos. U.S.-born La nos were younger than foreign-
born La nos at the me of diagnosis with 44% age 29 
years and below for the former and 34% for the la er.   
 
HIV Risk Category: Figure 3 shows the distribu on of risk 
categories among U.S.-born and foreign born La nos 
living in King County in 2016. Individuals with an 
unknown risk factor comprised 13% of foreign-born 
La nos and 4% of U.S.-born La nos and are excluded 
from the figure. Men who have sex with men (MSM) 
comprise the majority of new HIV infec ons among 
both U.S.-born and foreign-born La nos.  



Pre-Exposure Prophylaxis (PrEP) Use: In light of the racial/
ethnic dispari es in HIV incidence and prevalence 
highlighted above, the Public Health—Sea le & King 
County (PHSKC) STD clinic offers prescrip on of pre-
exposure prophylaxis (PrEP) to all interested La no MSM 
and people who inject drugs (PWID)—among other 
groups—with the goal of improving health equity.1 (Our 
PrEP guidelines also include anyone in an HIV 
serodiscordant rela onship in which a woman is trying to 
get pregnant, and those in an ongoing sexual rela onship 
with someone with HIV.) PrEP has been shown to be 
highly effec ve at preven ng HIV, cu ng the chances of 
infec on among MSM by >90% when taken as directed.2 
Among MSM surveyed at Sea le’s Gay Pride Fes val in 
2017, La nos were just as likely as Blacks and Whites to 
have ever taken PrEP (21% vs 79% who reported never 
having taken PrEP; Personal communica on, J Hood, 
October 2017). 3 Although they may not be 
representa ve of all King County MSM at risk for HIV and 
include residents of other coun es, this finding was 
mirrored in a statewide Internet survey of MSM earlier 
that same year (Personal communica on D Rao, October 
2017). 
 

HIV tes ng is available at the STD Clinic and other Public 
Health clinics (Auburn, Eastgate, Federal Way, and Kent).  
PHSKC is also aware of some community based 
organiza ons providing HIV-related interven ons, 
par ally due to past or current contractual rela ons with 
these organiza ons. We apologize for the omission of 
other agencies providing interven ons. Entre Hermanos 
offers free HIV tes ng by bilingual staff, including a cash 
incen ve for La no MSM and also offers home test kits. 
They also conduct culturally-tailored workshops, forums, 
and other outreach.3 Addi onally, People of Color 
Against AIDS Network (POCAAN) provides services 
specifically aimed at preven ng and otherwise mi ga ng 
the impact of HIV on communi es of color in Sea le and 
greater King County. POCAAN operates a number of 
programs for those living with HIV as well as those at risk 
for infec on, including medical case management, 
support in transi oning into stable housing, and reentry 
assistance upon release from prison or jail.4 A list of HIV/
STD tes ng facili es, including hours of opera on, are 
available on the PHSKC web site (www.kingcounty.gov/
stdtes ng). 
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Figure 4: Propor ons with Viral Suppression Among La nos Living with HIV in King County by Na vity 

Contributed by Richard Lechtenberg, Roxanne Kerani, and Susan Buskin 
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OOverview and Epidemiology 
In 2016, there were 27 new diagnoses of HIV among people assigned female 
at birth (AFAB) living in King County, or 2.6 cases per 100,000.  This compares 
to an overall diagnosis incidence of 8.6 per 100,000 residents in King County 
in 2016. FFigure 1 shows a substan al decrease in the diagnosis rate for AFAB 
individuals, 31% over the decade from 2007 to 2016 (X2

trend p value = 0.003). 
Of 799 prevalent cases in 2016 among AFAB individuals, only two (<1%) were 
known to be transgender men. There were no transgender men King County 
residents diagnosed with HIV in the past five years and reported to 
surveillance. Given the absence of trans men in recent sta s cs, the 
remainder of this fact sheet will refer to people assigned female at birth as 
“women”. For addi onal details on HIV in the trans community, please see 
the TTransgender Popula on Fact Sheet.  
 

Popula on: In 2016, U.S. Census and American 
Community Survey data es mate that there were 
1,053,585 women living in King County, of 
which about 226,151 (21%) were foreign-born 
(Table 1). Among women living with HIV in 
2016, half were foreign-born, including 60% of 
those diagnosed 2012 – 2016. Rela ve to the 
overall King County popula on of women, 
those living with HIV infec on were far more 
likely to be foreign-born and Black. Among 
Black women living with HIV in King County in 
2016, 67% were foreign born, and of women 
who were foreign-born, 71% were Black. 
Women recently diagnosed with HIV were 
more likely to be ages 20 through 49 years 
rela ve to the underlying popula on 
distribu on. 

K  P  

HIV is diagnosed at low rates among 
women rela ve to King County residents 
overall. 

Foreign-born women account for roughly 
half of HIV cases among women in King 
County, but only about 21% of women 
living in King County are foreign-born. 

Black women are also dispropor onately 
impacted by HIV. About two-thirds of 
Black women living with HIV in King 
County are foreign-born. 
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Women in  
King County  

P   T  W  
HIV      

Number of AFAB people living with HIV 799 
Prevalence of HIV in King County women (%) 0.08% 
Percent women of all prevalent cases 12% 

HIV  (  )    
2016 incident cases (# new diagnoses) 27 
2016 incidence rate per 100,000 2.6 
10-year trend (2007-2016) 31% decrease 

E      K  C  1,053,585 
V   81% 

1 New HIV diagnoses among individuals repor ng a prior diagnosis in another 
country or state are excluded. 
2 Viral suppression defined as plasma HIV RNA < 200 copies/mL. If individuals with 
no reported labs in 2016 were excluded, % suppressed would be 90%. 

Figure 1: Rates of HIV Diagnoses per 100,000 Women in King County  
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Table 1: Characteris cs of Women Recently Diagnosed with HIV 2012-2016, Living with HIV in 2016, and Overall Popula on 
of Women in King County, 2016 

 
D      

  ( - )** 
W    

HIV  
F  K  C  

,  
T     
 128 (100%) 799 (100%) 1,053,585 (100%) 
        
N     
Foreign-born 77 (60%) 403 (50%) 226,151 (21%) 
U.S.-born (includes unknown) 51 (40%) 396 (50%) 827,434 (79%) 
    
R /     
White 35 (27%) 210 (26%) 647,084 (61%) 
Black 60 (47%) 430 (54%) 64,303 (6%) 
Asian 13 (10%) 39 (5%) 179,392 (17%) 
La no 16 (13%) 78 (10%) 98,105 (9%) 
Na ve American 2 (2%) 15 (2%) 6,792 (1%) 
Pacific Islanders 0 -- 3 (<1%) 8,828 (1%) 
Mul racial 2 (2%) 24 (3%) 49,080 (5%) 
    
HIV       
Injec on drug use 17 (13%) 99 (12%)  
Heterosexual 41 (32%) 482 (60%)   
Other including pediatric 0 -- 37(5%)   
Unknown 70 (55%) 181 (23%)   
    
A *    
< 20 1 (1%) 18 (2%) 240,976 (23%) 
20-29 28 (22%) 46 (6%) 157,947 (15%) 
30-39 44 (34%) 173 (22%) 169,528 (16%) 
40-49 30 (23%) 238 (30%) 141,580 (13%) 
50-59 19 (15%) 213 (27%) 137,814 (13%) 
60+ 6 (5%) 111 (14%) 205,740 (20%) 

*Age is age at diagnosis for women diagnosed with HIV 2012-2016 and current age for women living with HIV. 
**Recent diagnoses exclude women repor ng prior diagnoses in another state or country.  

HIV Risk category: Figure 2 shows the distribu on of HIV 
risk categories among U.S.-born and foreign born women 
living in King County in 2016. Individuals with an 
unknown risk factor comprised 33% of foreign-born 
women and 12% of U.S.-born women. Heterosexual risk 
is the predominant risk factor for both foreign-born 
(61%) and U.S.-born women (60%). Injec on drug use 
was frequently reported by U.S.-born women (24%) and 
rarely by foreign-born women (1%). 
 
Viral suppression: Among women living with diagnosed 
HIV, the propor on with documented viral suppression 
increased substan ally over the past decade, from 51% 
to 81% 2007 - 2016. ((Figure 3). Rela ve to HIV-infected 
women overall, foreign-born women consistently had 
higher levels of viral suppression, and injec on-drug-
using women had lower levels.  

Timing of HIV diagnoses: Among 128 female King County 
residents diagnosed with HIV in the past five years (2012 
to 2016), 19 (15%) had a last nega ve HIV test 
documented within the prior year. This interval, from a 
last nega ve to a first posi ve represents the frequency 
of HIV tes ng among those at highest risk of HIV 
infec on (those who receive an HIV diagnosis). U.S.-born 
women were far more likely to have a nega ve HIV test 
within a year of diagnosis (31%) rela ve to foreign-born 
women (4%). Late HIV diagnosis is some mes defined as 
an AIDS diagnosis within one year of an HIV diagnosis. By 
this defini on, 38% of women diagnosed with HIV 
between 2012 and 2016 were diagnosed late, including 
51% of foreign-born women and 18% of U.S.-born 
women. 
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Figure 2. HIV Risk Categories Among Women Living with HIV in King County by Na vity, 2016 

Figure 3: Viral Suppression among Women Living with HIV in King County 

Pre-Exposure Prophylaxis (PrEP) use:  Public Health – 
Sea le and King County PrEP guidelines recommend that 
anyone who is in a sexual rela onship with a person who 
is living with HIV discuss PrEP with their medical provider. 
This is especially important for women trying to 
conceive, and for individuals whose HIV-posi ve sexual 
partner is not taking an retroviral therapy (ARV), 
recently started ARV, or has an unsuppressed viral load. 

For more informa on, please see PrEP guidelines at 
h p://www.kingcounty.gov/depts/health/communicable
-diseases/hiv-std/pa ents/~/media/depts/health/
communicable-diseases/documents/hivstd/PrEP-
implementa on-guidelines.ashx.  
 

Contributed by Roxanne Kerani, Richard Lechtenberg, and Susan Buskin 



CLINICAL  
TRIALS 



Research Update on Anal Health 
There is a robust research por olio both locally and na onally to address preven on of anal cancer. High-grade squamous 
intraepithelial lesions (HSIL) are caused by types of high-risk Human Papilloma Virus (HR-HPV) that are associated with an increased 
risk of ano-genital cancers. While screening and treatment of cervical HSIL has been defini vely shown to be associated with 
decreased risk of cervical cancer, the same cannot be said about screening and treatment for anal HSIL. Anal HSIL is much more 
challenging to diagnose and treat compared to cervical HSIL. In the general popula on woman are at greater risk than men for anal 
cancer which occurs in about 1:100,000 people. However, at significantly greater risk are men who have sex with men (MSM) (30-40 
fold increased risk) and people with suppressed immune systems, such as people with HIV infec on or people on 
immunosuppression post-transplant or for autoimmune illnesses. HIV-posi ve MSM have up to a 100-130-fold increased risk of anal 
cancer. Ongoing research studies are addressing a range of op ons for screening and treatment, and the poten al therapeu c 
benefit of the HPV vaccine. The current HPV vaccine (Gardasil 9) protects against seven of the most common HR-HPV strains. 
 
The ANCHOR Study is an NCI-sponsored large na onal study conducted by the AIDS Malignancy Consor um. The ANCHOR Study’s 
purpose is to determine whether screening and treatment of anal HSIL is effec ve in reducing the incidence of anal cancer in HIV-
infected men and women. The study is seeking to enroll 5,058 men and women, age 35 and older, with HIV infec on and biopsy-
proven HSIL at baseline. Eligible par cipants will have no history of anal cancer, or prior treatment or removal of HSIL. Par cipants 
will be randomized to treatment or ac ve monitoring at entry. Par cipants will be followed every six months for HSIL outcomes for 
up to five years. Throughout the study, the incidence of invasive anal cancer in both arms will be monitored, and biospecimens and 
associated par cipant data will be collected for important correla ve science studies. This study seeks to address both the benefits 
of screening for and treatment of anal HSIL, which is almost always without symptoms, and is present in about half of all HIV-posi ve 
MSM. The ANCHOR Study may also provide very useful informa on on which HSIL lesions are the ones that benefit most from 
treatment (which includes abla on with office-based procedures or some mes self-applied topical medica ons). The Sea le 
Consor um Sites for the ANCHOR Study include Virginia Mason Medical Center, Harborview Medical Center and the Polyclinic. 
Contact informa on can be found on the ANCHOR Study website. 
 
Locally, there is a study being conducted at the UW Virology Research Clinic to determine if there is a therapeu c benefit of the HPV 
vaccine to prevent recurrent anal or vulvar HSIL in people who have been treated previously for anal or vulvar HSIL and currently do 
not have any evidence of HSIL on examina on. The VIVA Clinical Trial (Vaccine to Interrupt Progression of Vulvar and Anal Neoplasia) 
will test whether the HPV vaccine can improve the health of people who have been previously diagnosed with anal or vulvar HSIL. 
The study will compare HPV vaccina on to placebo, and at the end of the 36-month study those par cipants who received the 
placebo will be offered the HPV vaccine. More informa on about the VIVA Study can be on the VIVA Study website. 
 
While the cervical pap smear has been shown to be of great benefit in screening women for cervical HSIL and cancer, the same has 
not been the case for the anal pap smear. Anyone with even minor abnormali es on an anal pap smear should have a high resolu on 
anoscopy visual exam. Other studies ongoing at the University of Washington are trying to refine the anal pap smear using DMA 
methyla on assays to improve its accuracy for screening for anal HSIL and cancer. 
 
While there are no consensus guidelines for anal dysplasia and cancer screening, these and other studies should provide much 
needed data to support future guidelines. 
 
The procedure to screen for anal HSIL is called high resolu on anoscopy (HRA). The procedure usually includes an anal pap smear 
where a small moist swab is inserted into the anal canal to collect some cells for examina on. Then, a er a careful digital rectal 
exam, a small co on swab soaked in vinegar is place in the anal canal for about a minute. Then a li le more vinegar is placed on the 
perianal skin. A small anoscope is inserted into the anal canal and the exam is conducted looking through the anoscope with a 
microscope. A numbing lubricant is used. More vinegar is applied with co on swabs and then iodine is applied. The HSIL lesions can 
be very subtle and the vinegar and iodine are very helpful to iden fy any abnormal areas. Usually a few very small biopsies are taken 
(2-3mm) because it is difficult to dis nguish between low-grade and high-grade lesions on the visual exam. The significance being 
that the low-grade lesions are not associated with an increased risk of cancer. The exam takes around 20 minutes and no special 
prepara ons are needed beforehand. The treatment of anal HSIL most commonly is to ablate the area with a hyfrecator. It is similar 
to the HRA exam, but takes a li le longer, and the area has to be numbed with a small injec on of a local anesthe c. 
 
CContributed by Jeffrey T. Schouten 
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Treated HIV Controllers Sought for Vesatolimod Study  
(Potential HIV Cure Strategy) 
 
Summary 
A study (GS-US-382-3961) for HIV-infected individuals who maintained a low (<5000) HIV RNA prior to treatment and are now 
suppressed on treatment, to inves gate a new compound that may become part of an HIV Cure strategy. 
 
 

Details 
A Phase 1 study to evaluate the safety and efficacy of vesatolimod in an retroviral treated HIV-1 infected controllers. h ps://
clinicaltrials.gov/ct2/show/NCT03060447 
 
Vesatolimod (GS-9620) is an oral TLR7 agonist that has been shown to increase immune-mediated clearance of HIV-infected cells 
(i.e., the “reservoir”). It is being inves gated as part of a “kick-and-kill” strategy to cure HIV infec on. 
 
This is a small Phase 1 study to look at the safety of this compound in HIV-infected volunteers who maintained a low (<5000) HIV 
RNA prior to treatment, and who are now virologically suppressed on treatment. In addi on to safety informa on, mul ple virologic 
and immunologic parameters will be measured. Volunteers will take one dose of vesatolimod (or placebo) every 14 days for a total 
of 10 doses while remaining on their standard an retroviral regimen. Subsequently they will undergo an analy c treatment 
interrup on (i.e., they will stop their an retroviral therapy) un l viral rebound. In a 2016 study, 9 HIV-infected monkeys were given 
this compound, and two did not experience viral rebound once their an retrovirals were suspended. It is expected that if 
vesatolimod proves to be safe and effec ve, it would be one component of a mul -drug cure strategy. 
 
Since this is a Phase 1 study, it is rela vely intense, with mul ple study visits. Study par cipants will be compensated appropriately 
for their me. We are one of six sites in the US, and we hope to enroll 3-5 volunteers at our site. 
 
For further informa on please contact Mark McClarty, Study Coordinator for Peter Shalit MD and Associates, at  
206-624-1441 or <mark@tribalmed.com>. 
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AIDS Malignancy Trials Open Studies (as of mid-2017) 
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S  S  S  E  C  I ( ) 
E  
L  

ANCHOR 
AMC-A01 
Anal Cancer/High-
grade Squamous 
Intraepithelial Lesions 
(HSIL) Outcomes 
Research Study 

Eligible par cipants will be randomized to 
treatment or ac ve monitoring at baseline. 
Par cipants will be followed every six months for 
HSIL outcomes for up to five years a er the last 
par cipant’s date of randomiza on. Throughout 
the study, the incidence of invasive cancer in 
both arms will be monitored, and biospecimens 
and associated par cipant data will be collected 
for correla ve science studies.  

≥ 35 years old living with 
HIV infec on 
No HPV vaccina on 
No history of ano-genital 
cancer 
No history of HSIL 
treatment 

Abla on 
Cream: 

     5-fluorouracil 
or imiquimod 
Monitoring 

32 

AMC-087 
A Phase I Trial of 
Cabozan nib (XL184) 
for Advanced Solid 
Tumors in Persons 
with HIV Infec on 

To determine the safety and tolerability of 
cabozan nib (XL184) as a single agent in solid 
tumor par cipants with HIV infec on and to 
determine the maximal tolerated dose (MTD) in 
this par cipant popula on. 

≥ 18 years old living with 
HIV infec on and on 
an retroviral medica on(s) 
Diagnosis of a solid tumor 
(including Kaposi sarcoma, 
non-Hodgkin’s Lymphoma, 
ano-genital cancers) 

Cabozan nib 2 

AMC-088 
A Randomized, Phase 
III Study of Intra-anal 
Imiquimod 2.5% vs. 
Topical 5-fluorouracil 
5% vs. Observa on for 
the Treatment of High-
Grade Anal Squamous 
Intraepithelial Lesions 
in HIV-Infected Men 
and Women 

Prospec ve, randomized, three-arm, open-label 
study to evaluate the complete response rate of 
intra-anal high grade squamous intraepithelial 
lesions (HSIL) treated with imiquimod 2.5% or 
topical 5-fluorouracil 5% as compared to 
spontaneous regression in HIV-infected 
par cipants. 
  

≥ 25 years old living with 
HIV infec on 
No history of anal cancer 
No previous use of the 
interven on for treatment 
of HSIL (listed to the right), 
previous abla on is okay 

5-fluorouracil 
cream or 

imiquimod 
cream 

1  
pending 

AMC-095 
A Phase I Study of 
Ipilimumab and 
Nivolumab in 
Advanced HIV-
Associated Solid 
Tumors, with 
Expansion Cohorts in 
HIV-Associated Solid 
Tumors and a Cohort 
of HIV-Associated 
Classical Hodgkin 
Lymphoma 

To demonstrate safety and feasibility of 
ipilimumab and nivolumab at the standard doses 
of drug in solid tumor and relapsed refractory 
HIV-cHL par cipants with human 
immunodeficiency virus (HIV) infec on given the 
possibility of increased toxicity based on immune 
ac va on, co-morbidity, or interference with 
HAART therapy. The purpose for this would be to 
provide appropriate experience and guidelines, if 
necessary, to allow par cipants with HIV 
infec ons to par cipate in ongoing trials.  

> 18 years old living with 
HIV infec on 
Diagnosis of a metasta c 
or non-resectable solid 
tumor (trial excludes brain/
spinal cord primary tumor 
or metastases) 
No autoimmune disease 
requiring immune-
suppressive treatment 
relapsed refractory HIV-
associated classical 
Hodgkin lymphoma (HIV-
cHL) as a separate cohort 

Nivolumab and/
or Ipilumab 1 

AMC-098 
A Pilot Study of 
Nelfinavir for the 
Treatment of Kaposi 
Sarcoma 

To determine the efficacy of a therapeu c 
escala on strategy consis ng of standard dose 
nelfinavir, followed by high dose nelfinavir, for 
the treatment of KS tumor lesions.  

> 18 years old 
Known HIV status 
Presence of KS 

Nelfinavir 2 

AMC-S004 
Clinical and Genomic 
Factors for Prognosis 
of AIDS Primary 
Effusion Lymphoma 

Retrospec ve case study of par cipants 
diagnosed with primary effusion lymphoma (HIV 
seroposi ve or nega ve) on or a er January 1, 
1998 and on whom survival status at 2 years post 
diagnosis is available. Record review and data 
collec on. 

Diagnosis of primary 
effusion lymphoma (PEL); 
known survival status 

None; 
Retrospec ve 2 



HHIV/AIDS Epidemiology Report 2017                          page 113 



HHIV/AIDS Epidemiology Report 2017                          page 114 



HHIV/AIDS Epidemiology Report 2017                          page 115 



HHIV/AIDS Epidemiology Report 2017                          page 116 



HHIV/AIDS Epidemiology Report 2017                          page 117 



HHIV/AIDS Epidemiology Report 2017                              page 118 



  
 
 
 

In Memory of Robert Marks 
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A er a ba le with brain cancer, our colleague Robert Marks died July 15, 2017. 
He was a much-valued member of the HIV/STD Preven on group for over twenty 

years, serving as STD Clinic Manager for the past several years.  
 

Preven on Division Dennis Worsham wrote: “I first met Robert in the 1990’s 
when I first began my work in HIV/STD in Snohomish County. He was incredibly 
passionate and commi ed to his work and the community that he served. This 

commitment and hard work never changed in all the years I have known Robert.  
I appreciated his smile, laugh, wit, intelligence, tenacity, and even his directness at 

mes. He was a wonderful colleague and gi  to all of those he served and those 
he served with.” 

 
Robert leaves behind a teenage son, Brandon, and numerous friends and 

colleagues who will forever miss him. 


