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Executive Summary

Nevada has been experiencing extreme and persisteniOf the total general population dflevada 7 percentare
population growth. The US Census Bureau reported &Black The HIV diagnosis rate for this group continues to
slight slowing in populatiorgrowth for Nevada, which be disproportionately highin 2008, it was 6 times higher
had been among the four fastegtowing states each of than for Whites In 2001,27 percentof newly diagnosed
the last 24 years, to only 1.8 percent between 2007 andHIV infections and 75 percent of newly diagnosed AIDS
2008, ranking it eighth. Though not yet a majority cases were amonBlacks For all racial groups iNevada
minority state, Nevada already has a minority populationthe proportion of newly diagnosed HI\infections
of 42 percat. As minority populations tend to have reported anong men had increased steadily;men
disproportionately high rates of disease, birth, and represented83 percent of new HIVinfectionsin 20G8.
uninsured/underinsured persondNevada will need to Although HIV/AIDS rates inomen have declined since
have the infrastructure in place to provide appropriate 2004 rates inBlackwomen haveincreased significantly
health services should th@opulation anddisease burdn Rates amongVhite women have been relatively stable
in the state continue to increasdn addition, about 18
LISNOSYy G 2F bS@IRFQa LI Lz Anibrg2Bfacks hefelosexudk Tdntadl Mas Abgeh dzhel Y
giving the state one of the highest ranking43“) of  predominant mode of exposure sincB004 Among
uninsured persons in the nation. Finally, the United Whites the predominant exposure remains matemale
Health Foundation ranked the owl health of Nevada sexual activity. Sinc2004 the number of cases among
residents 42 in the nation. men who have sex with men (MSM) hascreased
substantally. Although the number of women living with
At the end of 208, a total of7,940persons were known HIV inNevadahas risen, perinatal transmission rates have
to be living with HIV/AIDS iNevada nearly half (46 dropped dramaticallyThe decrease in transmission rates
percen) of whom had a diagnosis of AIDS. Currently,has been attributed tdhe introduction of new legislation
there are persons living with HIV irl &F countiesin the  which improved testing and screering programs for
state. Declines in the number of deaths of persons with pregnant women and increasetie use of antiretroviral
AIDS since 1995 were caused primarily by the slowetherapy in pregnant women and their infants.
progression of H\Associated immuneleficiency among
persons who used highly active antiretroviral therapy The profile reports thawVhite, MSM continue to be the
(HAART) (Centers ridDisease Control and Prevention, |argest group affected by HIV/AIDS in Nevada (2004
1998; Fleming et al., 1998; McNaghten et al., 1999;2005) followed by injection drug users (IDUs).  Ethnic
Palella et al., 1998). disparities exist forBlacks and Hispanics in Nevada.
Native Americans, Asian Pacific Islanders, heterosexuals,
Most new HIV infectiongontinue to be diagnosed in and females with and without identifiable risk, have
Clark Countywhere 84 percentof all persons currently shown small increases in HIV incidence in recent years.
living with HIVAIDS in Nevadareside. Clark County Increase in HIV incidence rates amongounger age
continues to have the highesiew HIVdiagnosis ratesin = groups has also been documented. Caution should be
2008 the rate of new HIV infections was 2fasesper  used in interpreting these increases, as HIV/AIDS
100,000 population Washoe Conty, is the next most incidence rates can fluctuate from year to year.
populous county in Nevada, 1(ercent of all persons
living with HIV/AIDS wenesiding here in 20®and had a  Results from this Epi Profile will be used to guide the
rate of 8.0 per 10@O000 population of new HIV NevadaState HIV Prevention Plan. Based on a review of
infections. The rest of the state is grouped into the the data in this report, the statewide HIV Community
Frontier and Rural (FaR) areas of Nevadal 6percent  Planning Groups have set the priority populations.
of the persons living with HIV/AIDS are residimghese
15 countes. The rate of new HIV infections in FaR areas
of Nevadawasonly 2.1casesper 100,000 population in
2008.
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Background

Acquired Immunodeficiency Syndrome (AIDS) is the mosin 1992, Nevada initiated mandatory reporting of HIV
severe manifestation of Human ImmunodefioognVirus  infection by name. The purpose was to find persons with
(HIV) disease. AIDS was first recognized in 1981 by thearly HIV infection and ensure that they were educated
Centers for Disease Control and Prevention (CDChpbout their disease and referred to appropriate
Statewide surveillance for AIDS in Nevada began in 1982reatment.
Because the cause for AIDS was unknown at that time,
the surveillance case deftmn included many AIDS cases in this report are cases where arnrfig¢ted
opportunistic infections and cancers. Persons with AID$erson has developed the disease called AIDS. The
were noted to have abnormalities in their immune transition from HIV to AIDS occurkvsy (G KS A Y R,
systems that left them susceptible to certain infections. CD4 count drops to below 200 cells/uthe CD4+T-
As more information became available, the AIDSlymphocyte percentage of total lymphocytes are under
surveillance case definith was modified in 1993 to 14 percent, or if an opportunistic infection develops.
emphasize the importance of the CD4+ymphocyte  Without proper treatment, HIV infection nearly always
count and the addition of three clinical conditions leads to AIDS. HIV (ngét AIDS) cases in this report are
(pulmonary tuberculosis, recurrent pneumonia, and cases where an Hlivifected person has not yet
invasive cancer). The new AIDS definition also retainedleveloped the disease called AIDS. Once an HIV case
the 23 clinical contibns found in the previous definition becomes an AIDS case, the HIV and AIDS surveillance
from 1987. system is updated to reflect that occurrence. This report
providesdata on both HIV and AIDS as defined above. In
In 1984, HIV was determined to be the cause of AIDSthe future, the CDC will rely more on HIV disease
HIV infects a specific cell of the immune system, the T statisticsthan AIDSo track HIV/AIDS trends.
lymphocyte (CD4-¢ell), and kills the cell. Very often, HIV
infection is without symptoms an@eople do not know The purpose of reporting names of persons infected with
they are infected. Most individuals infected with HIV HIV is toensure that infected individuals can be l¢oed
develop detectable antibodies within 1 to 3 months after and provided with the necessary educatioensure
they contract the infection. However, they carry the virus appropriate treatment, and allow assistance with partner
in their blood and other body fluids and can infect other identification and wtification. It also helps to esure an
persors exposed to these fluids. unduplicated count of HIV cases. This arrangement has
allowed Nevada to maintain itdlV and AIDS surveillance
According to the American Public Health Foundation, twosystem. The overall goal of HIV/AIDS surveillance is to
serologically and geographically distinct types of HIV haveorovide current information on HIV/AIDS trends to
been identified that have similar epidemiological increase awareness of the diseaddentify HIV testing
characteristics, known as HIVand HIV2. HI\\2 may needs, maintain educatio and prevention efforts, and
have a p@thogencity slightly lower than HY and a reduce the in@dence of HIV infection. This
slower disease progression. Epidemiological Profile was made possible with data from
these surveillance systems.
The mode of transmission for HIV is through person to
person contact, either through unprotected (homosexual The purpose of this profile is to establish the scope of
or heterosexual) intercourse, contact of abraded skin orHIV/AIDS in the state of Nevada. By preparing this profile
mucosa with bodysecretions (such as blood and semen), to represent NevR I Q& O2 YYdzyAGAS&AT Al
usage of HIM¢ontaminated needles and syringes, blood essential tool for the work of HIV/AIDS prevention and
transfusion, or organ transplantation. care planning teams.
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Abbreviations

ADAP AIDS Drug Assistance Program

AETC HIV/AIDS Education and Training Center
AIDS acquired immunodeficiency syndrome
AI/AN  American Indian/Alaskan Native

APl Asian/Pacific Islander

ASD  Adult/Adolescent Spectrum of Disease study
BRFSSBehavioral Risk Factor Surveillance System
CARE Comprehensive AIDS Resources Emergency
(Act)

CDC Centers for Disease Control and Prevention
CCHHXCarson Ciy Health and Human Services
CHIP Context of HIV Infection Project

CIDUS Collaborative Injection Drug Users Study
DAWN Drug Abuse Warning Network

DHAP Division of HIV/AIDS Prevention (CDC)
EHRAPExpanded HIV Risk Assessment Project
eHARSHIV/AIDS ReportingSystem

EMA eligible metropolitan area

FaR  Frontier and Rural

HIV ~ human immunodeficiency virus

EPI  epidemiology

IDU  injection drug user

HRSA Health Resources and Services Administration
MSM men who have sex with men

NCHSTP National Center for HIV, STD, ahTB
Prevention (CDC)

NDOC Nevada ®partment of Corrections

NIR  no identified risk

NRR
00Ss
Ol opportunistic infection
PMD private medical physician
PLWA people living with AIDS

no reported risk

out of state

PLWH people living with HIV

PRAM®Pregnancy RiskAssessment Monitoring System
RNR  reporting [HIV] not required

RWCA RyanWhite Comprehensive AIDS Resources
Emergency (Act)

SAMHS/ASubstance Abuse and Mental Health Services
Administration

SNHD Southern Nevada Health Btrict

STD sexually transmitted disease

B tuberculosis

YRBSSYouth Risk Behavioral Surveillance System
VA 6 A OA Odaiin&t@tioh

WCHD Washoe ©unty Health District
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Definitions

Adult AIDS An AIDS diagnosis within 31 days of an HIV diagnosis is
An adult AIDS classification is given to a person greateconsidered concurrent. Persons concurrently diagnosed
than or equal to 13 years of age at the timedifignosis  with HIV and AIDS are included in the totals of both HIV
who has a confirmed HIV infection and an Atile8ning  diagnoses and AIDS diagnoses.

opportunistic infection or a CD4+ cell count of less than

200 cells/pL or 14 percent. Confidential information
Any information about an identifiable person or
Adult HIV Infection establishment, when the person or establishment

Adult HIV infection is classified as a confirmed HIVproviding the data or described in it has not given
infection among a person great than or equal to 13 consent to make that information public and was assured

years of age at the time of diagnosis. confidentiality when the information was provided.

Age Counseling and Testing

Age is classified as the age of the individual at the timeL y G KS O2y (GSyid 2F | Lxk! L5{

they are diagnosed with either HIV or AIDS. testing of an individual for HIV infection. This service is
ISySNIrffte O002YLIYyASR o0@é& L

Antibody and after the test regarding the test, test results,

A substance produced by the body to counteract interpretation of the test, and other related issues.
infectious agents.

eHARS and STD*MIS
Antigen HIV/AIDS and STD database managementesys for
A foreign substance that is capable of stimulating tracking surveillance diseases
immune response.

ELISA (enzymknked immunacsorbent assay) test or &
Antiretroviral drugs (enzyme immunosorbent assay)
Refers to drugs or agents that affect the capability of A blood test that deects antibodies to HIV. The ELISA is
retroviruses such as HIV to reproduce; prescribed forcommonly used as the initial screening test for the
treatment of retroviral infections such as HIV infecti presence of antibodies to HIV. The ELISA test does not
The three common groups of antiretroviral agents for the detect the disease AIDS but only indicates if viral infection
treatment of HIV are: protease inhibitors, nucleoside has occurred. A positive HIV ELISA test is coefirby a
analogs, and nomnucleoside reverse transcriptase second, more specific test, such as the Western blot test.
inhibitors.

Exposure
CD4 flymphocytes Contact with or possession of a characteristic that is
A specialized type of cell that coordinates the immune suspected to influence the risk of developing a particular
sysSY YR Aa GKS YIFAyYy Gl NASdiseageF | L+ olfaz OFffSR WKSt
T-cells).

HIV/AIDS surveillance

Clinical status The systematic collection, alyais, interpretation,

Clinical status is determined as of the end of the calendardissemination, and evaluation of populatibbased

year or at date of death. information about persons with a diagnosis of HIV
infection, persons with a diagnosis of AIDS.

Comorbidity

The occurrence of more than one illness, disease, olmmunosuppression or immune deficiency

infection at the sae time. A state of the body where the immune system elefes

do not function normally, thus making a person
Concurrent HIV/AIB susceptible to diseases that they would not ordinarily
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develop; this can be the result of illness or the
administration of certain drugs. Pediatric AIDS
A pediatric AIDS classification is given to a child less than
13 years of age at the time of diagnosis who has a
Incubation period confirmed HIV infection and an AHdS8fining
The time interval between exposure to an iofieus  opportunistic infection or a CD4+ cell countle$s than
agent and the first clinical evidence of the resulting 200 cells/uL or 14 percent.
illness.
Pediatric HIV infection
Initial Case Reports A pediatric HIV infection is classified as a confirmed HIV
The first report, whatever the source, which alerts the infection among a child less than 13 years of age at the
surveillance program to a case or possible case of HIV dime of diagnosis.
AIDS. The initial report may be relatively cdetp and
require little or no followup, or it may contain only Persons Living with HIV/AIDS (Prevalence)
minimal information and serve as a trigger for a more Total numberof persons currently living with AIDS and/or
thorough investigation. Laboratory reports often fall into HIV in Nevada, based on the most current address in

the latter category. eHARS.

Morbidity Provider

The occurrence of an iliness, disease, ominju Any source of HIV/AIDS surveillance information, such as
a physician, nurse, dentist, pharmacist, or other

New HIV Infection (Incidence) professional provider of healthace or hospital, health

Number of cases newly diagnosed HIV infections over anaintenance organization, pharmacy, laboratory, STD

given period of time, usually a year. In HIV surveillanceglinic, TB clinic, or other health care facility that forwards

new diagnoses do not necessarily represent newdata into the surveillance system.

infections, as newly diagnosed cases may have been

infected for many years. Thus, only some newly Rate

diagnosed cases are also incident cases. The rapidity at which a health event occurs as indicated
by the number of ases per number of people.

Opportunistic infection

Those diseases, which are cadidey agents, that are Sentinel Health Event

commonly present in our bodies or environment but Any event which has the potential to affect health, or

cause disease only when there is a change frommad result in death, disease, physical, or psychological injury.

healthy conditionsg such as when the immune system

becomes suppressed. Seroconversion
The development of antibodies to a particular antigen.
Out-of-care When people develp antibodies to HIV, they

An HIVinfected person that has not received an HIVa A SN2 O2 Yy ISNIi ¢ FNRY | L+ -y,

Detection/Antigen/Viral Load or CD4 -lj€lper) positive.

laboratory test within one yeaor is not known to be

receiving pimary care serviceis considered to be ouf- Serostatus

care. Positive or negative results of a diagnostic test, such as an
ELISA, for a specific antibody.

Partner notification

Refers to the process of informing the partners of HIV orSTD (Sexually Transmitted Disease)

STD infected individuals about their possible exposure toA group of diseases thare transmitted through sexual

infection. contact, usually including gonorrhea, herp&hlamydia
syphilis, and genital warts.

PCRpolymerase chain reaction)

A laboratory techique used to measure viral load. Sexually Transmitted Disease Surveillance
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Presents surveillance information derived from the Unknown or Under Investigation

official statistics for the reported occence of nationally ~ Persons who have no risk information reported by the
notifiable STDs in the United States, test positivity andprovider or an expanded investigationa$ not been
prevalence data from numerous prevalence monitoring complete for them.

initiatives,  sentinel  surveillance of gonococcal

antimicrobial resistance, and national health care servicesViral Load

surveys. Refers to the number or amount of virus in an infected
individual. For HIV, it is expressed as the number of HIV
Survellance information RNA copies/ml.

Details collected on an individual or individuals for

completing routine or special surveillance investigations. \Western blot

Examples of HIV/AIDS surveillance information are theA blood test used to detect HIV antibodies. The Western
HIV/AIDScase report forms, ancillary notes about risk 6 f 20 A& dzASR (2 aO2yFANXE
investigationsand related questionnaires, notes about HIV screening tests.

suspect cases, laboratory reports, ICD9/10 line lists,

discharge summaries, death certification, and drug data

stores.

Transmission risk
HIV/AIDS risk behavior associated with HIV transmission.
The primary risk fetors that have been identified are:

Men who have sex with menincludes males with
reported sexual contact with another male, and males
with no definitive risk and with history of a rectal STD
or proctitis.

Injection drug user:includes persons who tdonon
prescribed drugs by injection, intravenously,
intramuscularly or subcutaneously.

Heterosexual contact:includes persons who had
heterosexual sex with an Hikfected person, an
injection drug user, or a person who has received
blood products; for démales only, history of
heterosexual prostitution, multiple sex partners of the
opposite  sex, sexually transmitted disease,
crack/cocaine use, heterosexual sex with a bisexual
male, or unspecified probable heterosexual
transmission.

Perinatal transmissin: a risk factor for infants who
were infected during gestation, birth or postpartum
through breastfeeding to an Hiiifected mother.

Other transmission risksinclude hemophilia, receipt
of transfusions or transplants, and nqerinatal risk in
pediatric cases (<13 years of age).
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Data Sources

Data were compiled from a variety of sources to provide the
most complete picture possible. When interpreting the data, Nevada State Demographefhe Interim 2008 Population
keep in mind that each of the data sources has strengthsgstimates are based on 2005 Population Estimates and 2008
and limitations. A brief description of each of the data County Population Estimates provided by the Nevada State
sources follows. Demographer on June 26@Gnd October 2008, respectively.
The Interim 2008 population estimates were updated on
HIV/AIDS Reporting System(eHARS) Standardized case June 2009 by the Nevada State Health Division, Bureau of
report forms are used to collect sociodemographic Health Planning, Statistics and Emergency Response.
information, mode of exposure, laboratory and clinical
information, vital status (i.e., living or dead), and referrals Ryan White Data: Data is collected from two sources)
for treatment or services. HI\surveillance data may Caalyst RX Pharmacy Benefits Managdiey providea
underestimate the number of recently infected persons comprehensive list of all prescriptions four 3 groups of
because some infected persons either do not know they areclients. (ADABAIDS Drug Assistance Program, COB
infected or have not sought testing. Continuation of Benefits, SPAReate Pharmacy Assistance
Program). These programs are eitheaymg for the total
STD Reporting System (STD*MISheNevadaState Health  amount of the drugs or the epays and deductibles. 2)
Division, Office of Epideniology STD Control Program Eligibility screening This process requires clients to renew
conducts statewide surveillance to determine the number of their status every 6 months to maintain eligibilityThe
reported cases of STDs and monitor trends. Other servicesctive client list is used to determine caseload for the
include partner counseling and, to help reduce the spread ofprogram. Eligibility screening is currently handled by two
STDs, referral services for examination and treatmen separate systems (access DB & ARIHES)s a goal to
Nevada dchancroid, chlamydia, gonorrheand syphilisare incorporate this into a single database in the future.
reportable STDs. STD surveillandata can serve as a
surrogate marker for unsafe sexual practices and
demonstrate the prevalence of changes in a specificTBReporting System (NEDS8)S @ RI Q& ¢ dzo S NX
behavior. In addition, certain STDsan facilitate the s collected using the Report Werified Case of Tuberculosis
transmission or acquisition of HIV infection. (RVCT) standardized data collection foris of January
2009, the Nevada TB Program manages the data via the
Youth Risk Behavior Survey (YRBShe YRBS is a self National Electronic Disease Surveillance System (NEDSS).
administered questionnaire given every 2 years to aNevada submits TB data electronically to the Centers for
representative sample of students in grades 9 through 12 atDisease Control and Prevention (CDC) Division Bf T
the state and local leve The Nevada YRB&ollects  Elimination (DTBE).
information on 6 categories of behavior$he YRBS is a
standardized questionnaire, so comparisons can be madeNevada Division of Mental Health and Developmental
across participating jurisdictions. Also, because the YRBServices, Substance Abuse Prevention and Treatment

questionnaire is administered in school, the data are Agency 2009 Epidemiology Profile
representative only of adolescents who are enrolled in http://mhds.nv.gov/index.php?option=com_content&task
school and cannot be generalized to all adolescents. —view&id=108&Itemid=95

Henry J. Késer Family Foundation (statehealthfacts.org)

The Henry J. Kser Famif Foundation developed  Bureau of Justice Statistichitp://bjs.ojp.usdoj.qov/
statehealthfacts.org as a project to provittee, upto-date,

and easy to use health data for all 50 states. On this websiteCDC 2007 HIV/AIDS Surveillance report:
HIV/AIDS data is available based on annual and cumulativattp://www.cdc.gov/hiv/topics/surveillance/resources/re
counts, state rankings, and national averages. For thisports/index.htm#surveillance

report, all data was pulleftom the most current report and

based on the most current national ranking which ware

2007.



http://mhds.nv.gov/index.php?option=com_content&task=view&id=108&Itemid=95
http://mhds.nv.gov/index.php?option=com_content&task=view&id=108&Itemid=95
http://bjs.ojp.usdoj.gov/
http://www.cdc.gov/hiv/topics/surveillance/resources/reports/index.htm#surveillance
http://www.cdc.gov/hiv/topics/surveillance/resources/reports/index.htm#surveillance
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Profile Preparation

When making planning decisions, it is im@ot to consider the overall strengths and limitations of this document.
Although the profile is comprehensive and draws from a number of data sources, there are many things that the profi
cannot explainWhile the HIV/AIDS surveillance systenmNievadais extensive, it is based on data on people who have
been tested confidentially for HIV. Conseqtly, HIV infections are undefetected and underreported because only
persons with HIV who choose to be tested confidentially are counted. Also, personsstae & differing times after
they become infected, and many persons are not tested until HIV infection has progressed to AIDS. Thus, it is import
to remember that the data in this report do not necessarily represent the characteristics of personsawbdéen
recently infected with HIV, nor do they provide a true measure of HIV incidence.

The numbers of persons reported do not reflect the total wPersons with unrecognized and untreated HIV infection
burden of HIV disease in Nevada. Many persons aremay not have symptosior years. The average time from
infected but do not know it because they have not been untreated HIV infection to AIDS is eight to tgears.
tested and therefore are not reported to health Many drugs are now available to treat HIV infection. The
authorities. In the U.S., it is estimated that egearter to usual regimen i combination of drugs that are taken
one-third of people infected with HIV are unaveaf  daily. The goal of treatment is to reduce thenount d
their status. GANHzAz Ay GKS o0ft22R (2 adzyR¢
methods, andto maintain a level of -lymphocytes that
wWe do not have an estimate of persons in Nevada whokeeps the immune system functiontact. When a person
carry the virus but do nodtnow it. One of the main goals with HIV infection stays on an effective treatment
of the state HIV/AIDS prograns to increaseHIV esting  regimenthey may never reach thelBS stage. Therefore,
in persons who have higtisk behaviors for infection, AIDS surveillance will not be taue indicator of the
identify thoseinfected, and refer them for treatment and burden of HIV disease in our communities. The AIDS and
prevention services, thus reducing theumber of HIV ~ HIV surveillance system is updated teflect that
infected persons who do not know they are infected and occurrence. This report provides the results of both types
therebyreduce HIV transmission. of cases.

wThe analysis of data from the Rural Counties in Nevada
is limited by therelatively small size of their populations
and low numbers of cases.

wNevada is the 7th largest state in the nation in total

square miles. Yet is has a relatively small population, with

population centers concentrated in areas around the

state, from the highly populated cities of Las Vegas and

Henderson in Clark County to the frontier communities in

Nevad®d NIzNJ € O2 dzy (i A BéabheatrS O R KIF&a GKNBS
authorities and one state health authoritySouthern

NevadaHealth District, with central offes in Las Vegas;

Washoe CountyHealth District, with central offices in

Reno; Carson City Health and Human Serviegish

central offices in Carson Citgnd the Nevada State

Health Division, with central offices in Carson City, which

is the health authoty in all of the counties other than

Carson,Clark Douglas, Lyonand Washoe. Because of

bS@IFRIQA dzy A lj dzS L2 Lddzf F G A2y RAAUONAROdzIAZ2Y > GKSaS$s
authorities maintain an ongoing dialogue.
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Profile Preparation

CKA& LINPFAES 41 & LINBLINBR 0608 GKS 1 Lxk!L5{ {QUENEGBATCL
Epidemiology in the Bureau of BHé Planning, Statistics, and Emergency Preparediiéss profile was prepared in
close collaboration with Nevada Ryan White and the HIV Prevention programs, the Northern and Southern Nevac
HIV Planning Councils, as well and the Centers for Diseas®IGort Prevention.

This report used the following statistical methods to measure the effect of HIV/AIDS on specific populations, adjus
for delays in reporting, and account for cases with missing risk information:

report by the health department. Cases recently
@ Based on CDC guidance, all information for cases is diagnosed may not yet have been reported.
based onthe date of HIV or AIDS diagnosis and not
on the report date. Thiscalculationprovides a more
accurate estimation of when the cases were
diagnosed with HIV or AlDBowever,diagnosidate
does not necessarily represent when the casas

infected with HIVbut the date of confirmatory tests.

@® wS 3| Ndxepditeddisk or no ideniiéd risk G K S
cases that have been diagnosed recently are more
likely to be reported without a specified risk
(exposure). Terovide data on the reclassification of
risk over time, the cases with missing risk information
KIS 0SSy | aRRMNBfiSRategady. (i K S

@ HIV prevalence estimatesf persons living with HIV
(not AIDS) and AlD&ere calculatedbasedon most @
current residencen eHARSCase were included in
this estimate if they had a current residende
Nevada;cases may or may not have been diagnosed
in Nevada.This method maynder report orover
report the number of persons living in Nevada due to
a delay in relocation information orases

Race and ethnicity information has been abbreviated
and sometimes been put into collapsed categories
due to small sample siz€or ease in reading, two of
the race categories have been abbreviatétlhite,
not Hispanic will be shortened t@/hite and Black
not Hispanic toBlack Asian Pacific Islander to API,
and American Indian/Alaskan Natisé&/AN

@ New HIV infections and AIDS are based on date o Deathdata for this report is basedn cases whose

diagnosis and only include cases whose residence at
HIV or AIDS was NevadaKA a Aa |t az
LYFSOUA2ydeé 51 GF AyOf dzRS
HIV infection (not AIDS), a diagnosis 0¥ ltifection
and a later diagnosis of AIDS, or concurrent diagnoses
of HIV infection and AIDS

Case rates were calculated for the-afnth period &
per 100,000 population. For these rates,
denominators were derived from the 2008 interim
population estimates For incidence estimates, the
numerator is the number of new cases that were
diagnosed during the fhonth period; for
prevalence estimates, the numerator is the number &
of persons currently living witHIV/AIDS in Nevada.

This report is based on 2008 tdato allow time for
reporting delay.Reporting delay refers to the time
between the diagnosis of a case and receipt of the

most current residence was Nevada and cause of

1 yd&ath ynhaylnat netdsdarly have been due t tér

AIBN B eatfisi thaty deduikin MevadaAare Tgp@tadité
HIVAIDS Surveillance Program arare reflected in
case records; therefore, casésat have died out of
state may not be reflected in this data.

All data in this report reflects only cases that meet
CDC eligibility for a case. CDC eligibility criteria
includes:confirmatory HIV or AIDS lab results (@F
diagnosis from physicianhirth sex, race/ethnicity,
vital status, date of birth, and state number.

Due to a small sample size in the FaR areas of
Nevada, data is displayed in this report as Clark
County, Washoe County, and All Other Counties. All
Other counties includeCarson City, Lyon, Douglas,
Elko, Nye, Churchill, Humbold/hite Pine, Pershing,
Lander, Mineral, Storey, Lincoln, Eureka, and
Esneralda.



This epidemiological profile present
specific information and data regardin
the current status of HIV/AIDS in Nelaa
The information contained in this profile
will describe the general population i
the state, the people who live with
HIV/AIDS, and those who are most at ri
for contracting HIV in the future.

The purpose of this complete Epi Profi
is to serve asa current resource that
includes figures for data from 200
through 2008. This profile has bee
compiled to serve as an evaluation to
for justifying current HIV programs an
policies in Nevada. Epidemiologic
information is crucial for prioritizing anc
targeting population groups at risk fo
contracting HIV. Defining HIV/AIDS isst
can better equip local health districts
the Department of Corrections, and th
Nevada State Health Division (NSHD)
addressing HIV/AIDS prevention polici
in the state.

The information in this report is fol
statewide planning, but some region:
data are presented. Detailed region
information is available within regione
HIV/AIDS profilesCdzy RAy 3 T2
HIV  prevention and  Surveillanc
programs comes from a coopénze
agreement between the Centers fc
Disease Control and Prevention (CLC
and the Nevada State Health Divisio
CDC requires that the Nevada H
Prevention Community Planning Grou
(CPGs) utilize the most dp-date and
accurate epidemiological ani
demagraphic data available in settin
priorities, and in the development o
goals and objectives to guide ar
coordinate future HIV prevention efforts
The Epidemiological and Capaci
Building and Evaluation component «
the HIV/AIDS Surveillance Progre
provides the funding to compile the
HIV/AIDS Epidemiological Profile al
updates.
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Profile Description

The epidemiologic profile is organized into 2 main sections, within w
the 5 key questions are addressed.

Section 1: Core Epidemiologic Questions

This section provides the reader with an understanding of
characteristics of the genal population in Nevada, the distribution
HIV disease, and a detailed look at persons at risk for HIV infection
section is organized around 3 key questions:

Question 1. What are the sociodemographic characteristics of t
general population in Nevda?Orients the reader to the overal
demographic and socioeconomic characteristics of the gen
population ofNevada

Question 2: What is the scope othe HIV/AIDS epidemic i
Nevada? Examines the effect of the HIV/AIDS epidemic on a numbe
population groups inNevadato help planners focus prevention and ca
services.

Question 3: What are the indicators of risk for HIV/AIDS infection
Nevad& Provides a detailed look at higlsk populations. Examine
direct measures of risk behaviors associatethwdlV transmission ang
indirect measures that may serve as indicators of figk behavior.

Section 2: RyanWhite HIV/AIDS CARE Act Special Questions 4
Considerations

This section focuses on questions that pertain to HRSA HIV/AIDS
planning groupsSection 2 describes access to, use of, and standa
care among persons ihNevadawho are HIMnfected. It is organized
around 2 key questions:

Question 1: What are the patterns of utilization of HIV services
persons in Nevada€haracterizes the ptrns in the use of services by
number of the populations living with HIV/AIDSNavada Information is
provided from HRSAinded programs as well as supplemental stud
that examine specific aspects of HIV care in Nevada.

Question 2: What are the numdr and characteristics of persons wh
know they are HIvpositive but who are not receiving primary medica
care?Describes current studies in Nevada to assist in assessing
unmet need of persons who know they are Hbdsitive, but who are not
in care. lresents special studies in which persons living with HIV/AIDS
asked about their service needs and their perceptions of cakeirada
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Section 1: Core Epidemiological Questions

Question 1:What are the socioeconomic and demographic
characteristics of the aeneral population in Nevada?

POPULATION OF NEVADA:
Nevada has been experiencing extreme and persistent In 2004, Nevada ranked 35in overall health care
population growth. The US Census Bureau reported a expenditures and 47 for health care spending pe
slight slowing in population growth for Nevada, which capita. Based on state government health expenditur
had been among the four fastegtowing states each of

the

last 24 years, to only 1.8 percent between 2007 and

2008, ranking it eighth. Though not yet a majority
minority state, Nevada already has a minority population
of 42 percent. As minority populations tend to have
disproportionately high rates of disease,rthi and
uninsured/underinsured persondNevada will need to
have the infrastructure in place to provide appropriate
health services should th@opulation anddisease burden

in the state continue to increase.

Figure 1 Population of Nevada by County: 2000-2008
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Nevada is comprised of four nmajhealth authorities that
provide public health services in their communities:
Southern Nevada Health District (Clark County), Washoe
County Health District (Washoe County), Carson City

Health and Human Services (Carson City), and the Nevada

State HealthDivision (NSHD) Frontier and Rural Public
Health Service Program. Though the tribal reservations in
rural and frontier Nevada function as a separate
jurisdiction in Nevada, the NSHD works closely with
Indian Health Services (IHS) staff to provide technical

assistance if needed.

Though there is an Helbal

Council of Nevada and an Indian Health Board, each tribe

and

reservation functions as a unique entity.

HEATH DISPARITIES:

Nevada ranked 40 nationally. In rural and frontier
Nevada, the average population to one primary ce
provider, not including RNs, is 1,203:1, as comparec
the urban areas with a ratio of 892:1. Douglas, Ly
and Elko counties have the largest infrastructure
licensed primary care providers in the rural and fronti
counties. Some counties, includingnieralda, Eureka
and Storey, do not have any licensed primary c
physicians. Another continuing workforce issi
impacting the public health programs statewide is tl
nursing shortage. Nevada continues to rank fi

nationally in the nursing shortageufther, Esmeralda
and Eureka rely solely on RNs to provide health serv
in their counties. Ensuring basic medical services
provided throughout the state continues to be

challenge.

Table 1 Population of Nevada by County: 2008

S Numberof % of Total
Population  Population
1 Clark 1,967,716 72%
2 Washoe 423,833 15.5%
3 Carson City 57,600 2.1%
4 Lyon 55,820 2.0%
5 Douglas 52,131 1.9%
6 Elko 50,561 1.8%
7 Nye 47,370 1.7%
8 Churchill 26,981 1.0%
Humboldt 18,014 0.7%
White Pine 9,694 0.4%
Pershing 7,192 0.3%
12 Lander 5,891 0.2%
Mineral 4,401 0.2%
14 Storey 4,384 0.2%
15 Lincoln 4,352 0.2%
16 Eureka 1,553 0.1%
17 Esmeralda 1,240 0.0%
Total Total 2,738,733 100%
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nterim Population Estimates of Nevada by
Race /Ethnicity: 2008

Figure 2
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Section 1: Core Epidemiological Questions

Question 2:What isthe scope of HIV/AIDS in Nevada?

The HIV/AIDS epidemic has affect
persons in all sex, age and racial/ethr
groups and altountiesin Nevada This
effect, however, has not been the
same for all groups. In the beginning
the epidemic, the number of cases ¢
HIV  infection increased  n3b
noticeably among White MSM.
Although White MSM are still
disproportionately affected by the
epidemic, recent trends suggest a sh
in the HIV/AIDS epidemic towarc
Blacks, youth, and heterosexual adult:

To plan for HIV prevention and cai
and to allecate limited resources as thi
epidemic continues to change and th
number of persons living with HI
continues to grow, it is extremel
important to identify those
populations most affected and most ¢
risk for HIV infection.

This  section provides detailel
information aboutlocation of the HIV
epidemic throughout Nevada
demographic and risk characteristics
HI\tinfected persons and trends in th
statewide epidemic. It describes cas
diagnosedn 2008 and fiveyear trends
from 2004 through 2008Unless oted,

all data come fromNevad®2a | L :
Surveillance Program.

In 2007, Nevada rankezb" in the nation of the number of new AIDS ca
and 29" in the nation amongHIV Infection Cases Reported among St
with Confidential Namd3ased Reporting, 7 (1=High, 51=Low).

There are persons living with HIV in every county in Nevada, an
number continues to increase each year. At the end of82G0total of
7,940 persons were known to be living with HIV/AIDS in Nev&d23
(52%) of whom had a diags of AIDS.

In 2008, there were 435 new HIV infections diagnosed in Nevada. A
these new diagnosis 91% (394) were diagnosed in Claukty, 8% (34) i
Washoe County, and 2% (7) in the FaR arebieuada.

The HIV diagnosis rate f@&lackscontinues b be disproportionately hig
and, in 2008, was more than 6 times higher than thatitiites Although,
in 2008, only 27% of newly diagnosed HIV infections were inBtaek
population they had the highest rate &1 per 100,000 population.

Among all racg/ethnicities, malemale sexual activity remains th
predominant mode of exposure and has seen increasing trends ove
past five years. Amondlacks heterosexual contact has increas
significantly since 2004

Men continue to lead the epidemic in Nedleaamong all racial and ethni
groups in Nevada. In 2008, women represented 15% of new HIV infe
and have been declining since 2004. The proportioBlaickwomen have
remained relatively stable; yet among bdtlispanics andlVhitesincreased
slightlyfrom 2004 to 2008.

Because of the introduction of new legislation which improved screeni
programs for pregnant women and the increased use of antiretroviral
therapy in pregnant women and their infants, perinatal transmission rat
have dropped dramatidly (there were noperinatal HIV cases in 2008) .

Since 1996, the number of new AIDS cases and deaths of persons wit
has decreased dramatically, coinciding with the widespread us
antiretroviral therapy. However, data from recent years indicateweling
or a reversal of these declines, which may be due to factors such a
testing; limited access to, or use of, health services; and the limitatio
current therapies.
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. Estimated rates (per 100,000 population) for children
F | g D[ 5) 74 <13 years of age living with HIV infection (not AIDS), 2007 —

34 states and 5 U.S. dependent areas

!j —

uuuuuuuuuuu

.

B

CDC

At the end of 2007, in the 39 areas with confidential rmarr
based HIV infection reporting since at least 2003, t
prevalence rate of HIV infection (not AIDS) among children
estimated to be 6.0 per 100,000. The estimated prevalel
rate for children living with HIV infection (not AIDS) rang
from zero per 00,000 in New Mexico, North Dakota, Americi
Samoa, Guam, and the Northern Mariana Islands to 22.0
100,000 in New York. In Nevada the rate @dsper 100,000.

Estimated rates (per 100,000 population) for
children <13 years of age living with AIDS, 2007 -
United States and dependent areas
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ﬁ{c Note: Rates have been adjusted for reporting delays. Data source: HIV/AIDS Surveilance Report, 2007. Vol. 19, table 11. Inset maps not to scale. -

At the end of 2007, the AIDS prevalence rate among childre
the United States was estimated to be 1.7 per 100,000. -
estimated prevalenceate for children living with AIDS range
from zero per 100,000 in Idaho, Maine, Montana, Utal
American Samoa, Guam, and the Northern Mariana Island
29.7 per 100,000 in the District of Columbialhe rate in
Nevada was 0.6 per 100,000.

How Does Nevada rank?

34 states and 5 U.S. dependent areas

. Estimated rates (per 100,000 population) for adults and
F | g u r‘e = adolescents living with HIV Infection (not AIDS), 2007 --

[J22-517

[ 51.8- 1038
B 1039-1705
I 1706 - 2820

Data classed using quarties

Total rate: 154.2 per 100,000

ﬁ( Note: Rates have e

Data source: HIVIAIDS Surveill

At the end of 2007, in the 39 areas with confidential nan
based HIV infection reporting since at least 2003, t
prevalence rate of HIV infection (hot AIDS) among adults .
adolescents was estimated to be 154.2 per 100,000.
estimated prewalence rate for adults and adolescents livir
with HIV infection (not AIDS) ranged from 2.2 per 100,(
(American Samoa) to 282.0 per 100,000 (New Ydhe.rate in
Nevada was 170.5 per 100,000.

. Estimated rates (per 100,000 population) for
F | g U] S} //aduits and adolescents living with AIDS, 2007 --

United States and dependent areas
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Total rate: 185.1 per 100.000

((C Note: Rates have been adjusted for reporting delays. Data source: HIV/AIDS Surveilance Report, 2007. Vol. 19, table 11. Inset maps not to scale. 8

At the end of 2007, the AIDS prevalence rate among adults
adolescents in the United States was estimated to be 185.1
100,000. The estimated prevalence rate for adults a
adolescents living with AIDS ranged from 2.2 per 000,
(American Samoa) to 1,750.6 per 100,000 (District
Columbia). The rate in Nevada wia3.6 per 100,000.
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Figure 8 History of of HIV/AIDS andMortality in Nevada: 2004-20(
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Nevada Advances Medical Advances
CDC Changes : .
In HIV Surveillance (introduction treatment)

01981- AIDS was first recogniz
by CDC

01982 U.S. CDC formally
established the term Aquired
Immuno Definency Syndrome
(AIDS)

w1983 HIV was identified as th
cause of AIDS

01985 First commercial EIA,
screening of US blood supply
begins

1993 CDC AIDS case definiti
expanded (CD4<200, 26 Ols)
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Summary of HIV/AIDS in Nevada by Demographics and
Risk Factors: 2008

Table 2

New HIV Infections Persons Living with HIV/AIDS

N % Rate* N % Rate**
County

Clark

Washoe

All other Counties
Unknown County (NV)

|Tota|

Sex
Male 6,617
Female 1,323
[Total 7,940

Race/Ethnicity

White, non-Hispanic
Black, non-Hispanic
Hispanic

Asian//Pacific Islander
American Indian/Alaska
Native

Multi-race

|Tota|

Age at Diagnosis
<13
13to 24
25t0 34
35to 44
4510 54
55to 64
65 +
|Tota|

Risk of Transmission

MSM

MSM & IDU
Heterosexual contact
IDU

Perinatal exposure
Adult Hemophilic/Blood
Transfusion

NRR/NIR

|Tota|

* Cumulative Incidence Rate per 100,000
** Prevalence rate per 100,000
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ual Nu of Persons LIV

Figure 9

HIV and AIDS Cases in Nevada: 2004-2008
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The prevalence of HIV (not AIDS) and AIDS in Nevada “¥e incidence of newly diagnosed HIV infectiand AIDS

be combinedandare represented athe total number of t(;ases in Nevad# obtained from the Nevada HIV/AIDS

persons living with HIV/AIDS in Nevada. Numbers o . . .
. . . . Surveillance reporting system (eHARS) and is based on
persons living with HIV/AIDS is obtained frore thevada .
the date of confirmatory lab results. The numbers of new

HIVIAIDS Surveillance reporting sysiem (eHARS) and IV infectbns and AIDS cases represent the number of

based on current address in the given year, cases maYndividuals who were diagnosed in the given year; this
have not necessarily been diagnosed with HIV/AIDS in g g year,

Nevada. For the purpose of this report, all data will be number often overlaps with new HIV infections due to
: : o h rring diagn f HIV and AIDS and therefor
reported on using the HIV/ABD combined numbersas the coocceurring diagnoses o and S and therefore

S . cannot be combined. For the purpose of this repall
this is this best representation of the prevalence. data will be reported on using the outcome of new HIV

infection, as this is the best representation of incidence.

From 2004 through 2008he number of HIV (not AIDS)
and AIDS cases living in Nevada has incteassadily
overtime. In 2004, the number of persons living with HIV
(not AIDS) was2,838 compared d 3,817 in 2008;
representing a 34% increase. The number of person
Izl\ggg with AIDS,[. was 25‘53 In 2004 Cgmpalrled 0 4,[’.123,[ 'Erpew AIDS diagnoses during this same time period. The

» Fepresenting a L increase. Lverad, an estima E.Engreatest annual decrease for new HIV infections and AIDS
7,940 persons were living with HIV/AIDS in Nevada, ir;.

. . . diagnoses occurred from 2005 to 2006 followed by a

2008 representing a 27% Increase since 2004. Thestead incease from 2006 through 2008 he increase in
increase in persons with HIV/AIDS living in Nevada ma y g

. . . . he number of mw HIV infections and not an increase in
be attributable to the increase in total population growth o oo
. . . . new AIDS cases may be an indicator that individuals are
of Nevada during this same time period as well as

individuals living longer with HIV/AIDS. :gs'zlngsearly or living longer with HIV before converting

From 2004 through 20Q8e number of newly diagnosed
HIV infections has increased slightly from 423 new HIV
infections in 2004 to &5 in 2008; representing a 3%
ncrease; while there was no increase in the number of
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Rate per 100,000 of Persons Living with HIV/AIDS in Rate per 100,000 of New HIV Infection in Nevada by
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When we lod at the rate of persons living with HIV/AIDS New HIV infections in Nevada reflect the population
(prevalence rate) we get a different picture from the distribution in Nevadal.ooking at the spatial distribution
spatial mapping of newly diagnosed HIV Infections. Clarlof new HIV infections in Nevada it becomes immediately
and Washoe counties continue to contribute the greatest obvious that ClarkCounty accounts for the greatest
morbidity; however, rates among other coues$ are also number of newHIVinfectionsin the state.In 2008, the
alarming.The spatial distribution of the rates pkersons  rate of new HIV infections in Clark County was 20 per
living with HIV/AIDS in 2008 in Nevada shows that thel00,000 populationWhite Pine County has the second
highest rate of prevalence of HIV/AIDS are located inhighest rates of new HIV infections in\dela in 2008, the
Clark County (rate 0f3341 per 100,000).Pershing, high rate may be driven more by its low population (less
Churchill, Mineral and y¢ counties standoybut the real  than 10,000 residents) rather than a true high morbidity
surprises are Storey County and Carson City. The rate a@frea, as there were less than five new HIV infections in
persons living with HIV/AIDS in Carson City is in the samhis county in 2008 Washoe County, the second most
category as Clark County and Storey Coumitych has  populous countyin Nevada, had the third highest rate
the second highest rates of persons living with/HIBS. (8.0 per 100,000 of new HIV cases in 200Bor Carson

In 2008, the rate of persons living with HIV/AIDS City, Douglas, Elko, and Nye Counties the rates of new
CarsonCity was 310.08per 100,000;followed by Storey HIV infections were between 1.1 and 5.0 per 100,000.
County with a rate of 228.2 per 100,00@lthough  Although these counties are small in populatiand the
Washoe Countyhas the second largest population in number of new casesthe impact of new cases in this
Nevada, this are&as thefourth highestrate of persons area is significant as access to resources and care are
living with HIV/AIDS in Nevadi89.9per 100,000). difficult in these areas of Nevada.
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Annual Number of New HIV Infections in Nevada by Sex:
2004-2008
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Figure 12: From 2004 to 2008, the number of new H
infections increased among males.2@08, the number of
new HIV infections among males was 368; representin
9% increase since 2004. The most significant increase
from 2004 to 2005, followed by a steady decline. Fr
2004 to 2008, the number of new HIV infections decrea:
among femats. In 2008, the number of new HIV infectio
among females was 67; representing a 22% decrease ¢
2004.

Figure 13: From 2004 to 2008, the number of new H
infections declined among Whites yet increased amc
Blacks and Hispanics. In 2008, the numh#Er new

infections among Whites was 191; representing a 1
decrease since 2004. In 2008, new infections among Bl
was 116 and 107 among Hispanics; representing a 13%
25% increases since 2004, respectively. Among all o
races there were no sigrifint changes from 2004 to 200¢
Asian/Pacific Islanders accounted for 12 of the new case
2008, American Indian/Alaskan Natives accounted for fc
and multirace persons accounted for five of the new cas
in 2008.

Figure 14: In 2008, there were no ne HIV infections
among individuals less than 13 years old. From 200¢
2008, the number of new HIV infections increased m
significantly among 124 and 2534. In 2008, the numbel
of new infections among individuals ‘23 was 64 and
among 25 to 34 yearolds was 120; representing a 1&
and 9% increase since 2004, respectively. From 200.
2008, there was a steady decline among individuals 3!
44 years of age. In 2008, the number of new HIV infecti
among 35 to 44 years old was 35; representing &bo1
decline since 2004. There was a 4% increase of new
infections among 5%4 and a 50% increase among tho
65 years and older.

Figurel5: MSM accounted for more than twthirds (67%)
of the new HIV infections in Nevada in 2008. M¢
increased 11% annilg from 2004 to 2008. Althougt
heterosexual contact only accounted for 18% of the n
HIV infections in 2008, it increased from 53 cases in 200
80 in 2008; representing a 51% increase. Trends of IDU
increase) and a combined risk of MSM and IDU% <
increase) have shown to be an increasing risk of

transmission in Nevada from 2004 to 2008. In 2004 th
were two perinatal HIV cases and decreased to ze
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Annual Number of Persons Living with HIV/AIDS in Nevada

Figurel 6: From 2004 to 2008, theumber of males living with
HIV/AIDS in Nevada increased 27% from 5,210 cases in

to 6,617 in 2008. Among females living with HIV/AIDS
Nevada, in 2004 there were 1,051 females living w
HIV/AIDS in Nevada and in 2008 there were 1,3
representirg a 26% increase. Although a greater proportion
the male cases are AIDS compared to females; for both m
and females, there was a greater increase among HIV

AIDS) compared to AIDS cases from 2004 to 2008. This
suggest improved case managein.

Figurel7: From 2004 to 2008, among persons living with F
in Nevada there was an increase among all race

ethnicities. The most significant increase (with the except
of multi-race with an 83% annual increase) was among
which increased 3% from 113 cases living with HIV/AIDS
2004 to 180 in 2008. This increase was followed by Hispe
which increased 44% during this same time period, Bla
which increased 28%, American Indians/Alaskan Nati
which increased 21%, and Whites whichréased 20% amonc
the persons living with HIV/AIDS in Nevada from 2004 to 2(

Fgure 18: Among persons living with HIV/AIDS in Neve
there was an upward trend in all age groups. The m
significant annual increases were among-@&b year olds
which inceased from 161 cases in 2004 to 274 cases in 2!
representing a 70% increase. This was followed b4l $ear
olds which increased 44%, 58 year olds which increase
36%, 3944 year olds which increased 27%, less than 13 )
olds increased 25%, and-34 year olds increased 16% fro
2004 to 2008 among persons living with HIV/AIDS in Nev.
These trends show that individuals are living longer w
HIV/AIDS as we are seeing a significant increase among
individuals. MSM and IDU have increased 7%dal2%
respectively during this time period. Perinatal exposure |
increased 22% from 2062008, though there were no positivi
perinatal HIV cases in 2008.

Figurel9: MSM continually represent the greatest number
cases as primary risk factor among gams living with
HIV/AIDS in Nevada and increased 30% annually from 20(
2008. This is followed by heterosexual contact which |
increased 38% from 2004 to 2008 and between 2007 and 2
has become the second most commonly reported primary |
factor. IDU and a combined risk of MSM and IDU h:
increased 7% and 12% respectively during this time period.



Clark County is located in Southern
Nevada The county had a populati of
1,967,716 according to the 2008 interim

population estimates accouning for 726 of
LJ2 Lddzf | G A 2y«

bS@FRI Q&

Clark Countycontains the city ofLas Vegas
the state's mos populous city. The
population density was 174 people pet
square mile (67/km2n 2006 ThecountyQ ¢
population was spread out with 25.60¢
under the age of 18, 9.20%om 18 to 24,
32.20% from 25 to 44, 22.30% from 45 to €
and 10.70% who were 65 years of age
older.

In 2006, he median ageof people in Clark
Countywas 34 years.

The median income for a household in tf
county was $53,536, and the median incon
for a family was $59,48%. Males had a
median income of $35,243 versus $27,077
females. Theper capita incomefor the
county was $21,785.

About 7.9 of families and 10.8% of th
population were below thepoverty line
including 14.1% of thosender age 18 years.

# Persons Living with HIV/AID!
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Number of Persons Living with HIV/AIDS and New HIV
Infections in Clark County, Nevada: 2004-2008

Figure 20
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Living with HIV/AIDS The number of persons living with
HIV/AIDS has increased significantly from 2004 to 2008.
As of December 2008here were an estimated6,643
persons living wittHIV/AIDSomparedto 5,235 in 2004,
representing a 2% increasen number of persons living
with HIV/AIDS irClark County from 2004 to 2008he
prevalence rate of persons living with HIV/AIDS in Nevada
was 337.6 per 100,000 population.

New HIV Infection and AID$rom 204 through 2008,
the number of newly diagnosed HIV infections and AIDS
casesin Clark County has remained relatively consistent
Between 2005 and 2006, there was a slight decrease in
the number of new HIV infectiorendfrom 2006 t02008
there was an in@ase in the number of new AIDS cases
In 2004,Clark County had 368 new HIV infections and in
2008 there were394; representing a 9% increasdhe
number of new AIDS cases increased only 1% from 2004
to 2008 with 247 cases in 2004 and 258 cases in 2008.
The rate of nely diagnosedHIV infectios in Clark
County in 2008 wa20 per 100,000 population.

Number of New HIV Infections in Clark County, Nevada by

Table 3 Facility at Diagnosis: 2008
Type of Facility Numbgr HIV Infection 9 of Total Diagnosed
Diagnosed cases
SNHD 150 38%
Hospital 109 28%
PMD 91 23%
VA 14 4%
NDOC 10 3%
Other 10 3%
METRO/VICE 6 204
0O0S 4 1%
Total 394 100%

Among the new HIV infections in Clark County, more than
one-third (38%) were diagnosed by the Southern Nevada
Health District (SNHD), 28% froen hospital in Clark
County, 23% from a private medical provider (PMIhe
reaming were diagnosed at théeterans Administration
(VA) (4%), Nevada Department of Corrections(NDOC)
(83%), Other health care facility3%), Metro/Vice (2%),
and out of state faitity (1%).


http://en.wikipedia.org/wiki/Southern_Nevada
http://en.wikipedia.org/wiki/Southern_Nevada
http://en.wikipedia.org/wiki/Las_Vegas,_Nevada
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http://en.wikipedia.org/wiki/Poverty_line
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Percent of New HIV Infections in Clark County, Nevada by
Sex: 2008

In 20, in Clark County85%
(n=294) of the new HIV &
infections were among male
and 15% (n=59%vere among
females. The rate of new HIV
infections among males in
Clark County in 2008vas 33.4 cases per 100,000
population compared tothe rate of new HIV nfections

among females was 6chses per 100,000 population.

Figure 21

Trends of New HIV Infections in Clark County, Nevada by

Figure 22 o 2004-2008
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e=fmm)\ale 294 353 336 328 335
allm-cmale 74 69 47 73 59

The proportion of new HIV Infections among females
over the past five years (20RD08) has decreased, while

increasing among males in Clark Coufitye prevalence
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Trends of People Living with HIV/AIDS in Clark County,

Figure 24 . vada by Race/Ethnicity: 2004-2008
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From 2004 to 2008, the number of Whites living with
HIV/AIDS increased 19%, while the number Bddicks
increased 28%, Hispanics 45%, APl 56%, aAdNAIB%Nn
Clark County

Percent of New HIV Infections in Clark County, Nevada by

Flgure 25 Race/Ethnicity: 2008

Among newly

diagnosed HIV
infections less than

half (42%6)were White,
more than a quarter

(26%) were

Hispanic/Latino

persons, Black L
accounted for slightly S

of males living with HIV/AIDS in Clark County increased€SS than a third (@%)

28% annually from 2004 to 20Gghile females living with

and all the other racesombined accounted or five

HIV/AIDS in Clark County increased 23%. The number gercent (3% API, 1% Al/ANynd 1% multi-race) of the

new HIV infectiondncreased14% among maleswhile
decreased 2% among females from 20@d 2008.

Percent of People Living with HIV/AIDS in Clark
County,Nevada by Race/Ethnicity: 2008

In 2008, among Fiopan
persons living with 20%
HIV/AIDS in Clark
County, the
greatest proportion
of caseswas White
(52%) Blacks
accounted for 25%

of persons living Aggg;z
with HIV/AIDS W
while, Hispanics

accounted for 20%and all the otherraces combined
accounted for 5% (2% API, 1% Al/AN, and 0% WMadt)
of the persons living with HIV/AIDS.

Figure 23

new HIV infections in Clark County

Trends of New HIV Infections in Clark County, Nevada by

Figure 26 (o o /Ethnicity: 2004-2008
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In this same time period, there was4®%increase in the
number of newly diagnosedHlV infections among
Hispanics,a 22% increase amondlaks and a 38%
increase among API. Howeveéhere was a decreasén
the number ofwWhites(15%) and Al/AN (33%).
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Percent of New HIV Infections in Clark County, Nevada by

Figure 27
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Figure 29 Percent of New HIV Diagnosis in Clark County, Nevada by

Age at Diagnosis: 2008
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The proportion of new HIV infections in 200@ Clark
County, was greatest among -38 year olds (30%,
n=120) and 284 year oldg28%, n=112). Youth (4231)

Risk Factor of Transmission: 2008

MSM+ID
4%
-

Heterosexua

contact
9%

*Less than 1% reported NRR and Adult Hemophiliac and
there were zero pediatric exposures.

accounted for 15% (n=60), and there were no new HIVMale to male sexual contact (MSM) watke most
cases among individuals less than 13 years of aget_)revalent primaryrisk factor for persons with new HIV

Twentyseven percent of new HIV infections were among diagnoses in Clark County2008. In 2004, 64% of new

those 45 years or age or older. Those54baccounted for
17% (n=66pf the new HIV infections, 564 year olds 8%
(n=60),and 65 and older accounted fo#2(n=6).

HIV infectionswere among MSMcompared to 70% in
2008, representing al6% growth in cases withISM as
primary risk factor  for HIV infection g1}
[236 275].

From 2004 to 2008, among newly diagnosed HIV

infections, 5565 year olds experienced the greatest
annual percentage growth of 36% -/ ] 22 30]
followed by 1324 [50/60] B'" B year olds and 238
[96] 112 p | year olds in Clark County, Nevada in
2008.

Figure 28

Percent of HIV and AIDS Cases in Clark County, by Ag

Diagnosis Compared to Current Age: 2008
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Amongnew HIV infectionsn Clark Conty, there were
more cases diagnosed between-25 years of age while
at the end of 2008 (age as of December 31, 2@G08png
persons living with HIV/AIDS in Clark County are goilyn
among the 3%4 age groups Therefore, HIV/AIDS cases
are showing to be diagnosed at a younger;abe cases
currently living with HIV/AIDS flark County, Nevada are
amongolderage groups

Heterosexual contactwas the second mostommonly
reported primaryrisk factor for HIV infection in 2008 @n
experienced the most significant increase over the past
five years. In 2004, 13% of new HIV infections had
heterosexual contact as the primary risk factor compared
to 19%in 2008. This increase represents a 63% annual
percentage growth from 2004 to 2008 . B [46] 75].

This may be a result of mordnorough case followup as
opposed to an increase in this behavior.

Injection drug use (IDU) is the third most common risk
factor among new HIV cases, accounting 786 of new
case risk factors in(®8. In 2004 25 of newly reported
cases had IDU as primary risk factor compared to 27 in
2008 in Clark County; representingléght increas€8%)

in cases with a risk of IDBersons with newly diagnosed
HIV who had the combined risk of MSM and IDU
increased 46%rom 10 cases in 2004 t&4 cases in 2008.
Persons wi thiscombinedrisk accounted foonly 3%in
2004 an4%in 2008 of the total new HIV diagnoses.

In 2008, although there were children born to HIV
positive mothers (perinatally exposed tol\H in Clark
Couny, there were no new perinatalHIV positive cases
reportedin Clark County
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New HIV and AIDS Diagnosis and Persons Living with HIV/AIDS in
Clark County, Nevada by Demographics and Risk Factors: 2008

Table 4

New Diagnosis Persons Living with
AIDS HIV Infections HIV/AIDS
N % N % N %
Sex
Male 84% 335
Female 16% 59
| Total 100% 394
Race/Ethnicity

White, non-Hispanic 40%
Black, non-Hispanic 27%
Hispanic 28%
Asian/Hawaiian/Pacific Islander 4%
American Indian/Alaska Native 1%
Multi-race 0% 4
| Total 100% 394

Age at Diagnosis
<13 0%
13to 24 6%
25t0 34 22%
35t0 44 38%
45 to 54 21% 66
55 to 64 10% 30
65 + 2% 6
| Total 100% 394

Risk Factor

MSM
Heterosexual contact
IDU
NRR/Other
MSM + IDU

Perinatal exposure
Adult Hemophilic/Blood
Transfusion

| Total




- REND,

DRLBRAN S

i‘\

50 LE CITY IN THE WQ
‘GGEST!HTT‘ l/u»'#Mlﬁv‘Mll"l o

Washoe Countys comprised of the cities
Reno and Sparks. As of 2000 Census, the |
area of Washoe County was 6,342.27 squi
miles and ke population density was 2.5
people per sgare mile (21/km2).

According to the United State Census Bure:
the estimated population in Washoe County
2008 was 410,000. From April 1, 20@0July 1
2008 Washoe County experienced a 2:
increase in population.

Males accounted for 50.8% of the tot:
population in Washoe County and femal
49.2%. The racial makeup of the county we
67.7%White, nonHispanic 2.6/ Blackor African
American  2.1% American IndianiNative
American 5.0% Asian and 0.5% were Nativt
Hawaiian or other Pacific IslandePersons if
Hispanic or Latino origin accounted for 2 2f
the population

In the county the population was spread ol
with 16% were under tle age of 1334% were
between 13 and 24 years of agbi% were 25
34, 18%0were 35to 44, 15% were 45 to 54, 119
were 55 to 64,and 11% were 65 years of age ¢
older.

The median income in 2007 in Washoe Cou
was $54,524 and 10.2% of persons living
Washoe County were below the poverty line.

# of Persons Living with HIV/AID:
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Number of Persons Living with HIV/AIDS and New HIV

Figure 30 | ions in Washoe County, Nevada: 2004-2008

# of New HIV Infections
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Living with HIV (not AIDS) and AID8HIV/AIDS) Among

the 805 persons living with HIV/AIDS in Washoe County
45% (n862) were only HIV (not AIDS) while 55% (n=443)
were documented AIDS cases. The number of persons
living with HIV/AIDS has increased from 604 persons
living with HIV/AIDS in Washoe County in 2004 to 805 in
2008, representing a 38increase.The prevalenceate

of persons living with HIV/AIDS in Washoe County in 2008
was 193 per 100,000 population.

New HIV Infectios and AIDS From 2004 through 2008,
the number of newly diagnosed HIV infections and AIDS
casesin Washoe County hadecreased. In 2004 there
were 49 new HIV infections in Washoe County accounting
for 12% of the total new infections in Nevada. In 2008,
there were 34 new HIV infections accounting for 8% of
total new cases in Nevada. From 2004 to 2008 there was
a 31% decline in new HIV infectioms WashoeCounty.
The cumulative incidenceate of new HIV infection in
Washoe County in 2008 wa®ight per 100,000
population. The number of new AIDIE Washoe County
cases decreaskas well by25% from 32 new AIDS cases
in 2004 to 24 new AIDS cases @02. The cumulative
incidencerate of new AIDS cases in Washoe County in
2008 was six per 100,000.

Number of New HIV Infections in Washoe County, Nevada
by Facility at Diagnosis: 2008

Table 5

Number HIV Infection % of Total Diagnosed

Type of Facility

Diagnosed cases
Other 8 24%
PMD 7 21%
HOPES 7 21%
WCHD 6 18%
Hospital 5 15%
O0S 1 3%
Total 34 100%

Among the new HIV infections diagnosed in Washoe
County in 2008, 24% were in other medical facilities, 21%
by a Private medical provider (PMDY9%2 by Northern
Nevada HOPES, 18% from the Washoe County Health
District, 15% from a hospital in Washoe County, and 3%
out of state (O0S).
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Percent of New HIV Infections in Washoe County, Nevada
by Sex: 2008

Percent of New HIV Infections in Washoe County, Nevada
by Race/Ethnicity: 2008

Among newly diagnosed
HIVinfections dmost two-
thirds (629 were White,
15% were Hispanic 12%
were Black and all the

Figure 31 Figure 34

In 2008, in Washoe County,
76% of the new HIV
infections were male and
24% female. The rate of
new HIV infectios among other races combined ore

malesin Washoe County in accounted for12% (n=4) oy

2008 was 12.kcases per 100,000 population while the (3% API, 6% AI/AN, and

rate of new HIV infections among females v&a8 cases 3% multi-race) of the total newly diagnosed HIV
per 100,000 population. infections in Washoe County

Trends of New HIV Infections in Washoe County, Nevada

=
24% b

Ficure 32 Trends of New HIV Infections in Washoe County, Nevada Figure 35 by Race/Ethnicity: 2004-2008
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at==)\lale 39 34 30 31 26 From 2004to 2008, the numberWhites living with
=@=Female 10 6 7 7 8 HIV/AIDS increase81%, while the number ofBlacks

The proportion of new HIV Infections among femalesincreased41%, Hispanic83%,API 786, and AI/AN 1% in
over the past five year (20042008) has decreased WashoeCounty.

amongboth males andemalesin WashoeCounty.The
number of new HIV infections decreased 33% among
males and 20% among females from 2004 to 2008
However, he prevalence of males living with HIV/AIDS in
Washoe County increased30% from 2004 to 2008 4
while among females living with HIV/AIDS MWashoe 35

County increase84%. zg ——
Percent of Persons Living with HIV/AIDS in Washoe 20
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Figure 36 | oace /Ethnicity: 2004-2008
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In 2008, among
persons living with
HIV/AIDS in  Washoe
County the greatest
proportion of cases
were among Whites,

——o—White ——Hispanic —&— Black —¢— AP| —¥— AI/AN —®— Multi-race

Among new HIV infections, there was a decrease in all
racial/ethnic groups in W&hoe County in 2008/hites

?hcgr?l{[wmrt?\irg; 0?3:2 Agggs experienced a 16% decline in number péw HIV

infections while Hispanics deeased 62%, Blacks
decreased 56%, API deased50% and liere were no
changes among Al/Alhd those who identified as muti
race.

casegq67%) followed by Hispanicd7%, 13% wer8lack
and all the other racesombinedaccounted for5% (2%
API, 2%, AI/AN, and 1% mulice)of the cases living with
HIV/AIDS
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Percent of New HIV Infections in Washoe County by Risk
Factor of Transmission: 2008
41%

Percent of New HIV Infections in Washoe County, Nevada
by Age at Diagnosis: 2008
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The poportion of new HIV infections in 2008, in Washoe

n=120) and 38l4 year olds (23%). There were no new Prevalent primaryrisk factor accounting for 41% of the
cases among individuals less than 13 years of age  PErsons with new HIV diagnoses Washoe County,
youth (1324) accounted for 9%f the new HIV irdctions ~ Neévada in 2008Injection drug use (IDUyasthe second
and young adults accounted for 18%. Older adults, thosgM0St commonly reported primary risk factor amongw

5564 and 65 and older accounted for 12% and 3%H|V infection in Washo&ounty, accounting for 1% of
respectively. the total; followed by, heterosenal contact (12%);rad, a

combined risk of MSM and IDW(12%). Cases with no
From 2004 to 2008, among newly diagnosed Hjyvreported risk (NRR)_ oisk unknown accgunted for 18% of
infections, 5565 year olds experienced the greatest New HIV infections in Washoe County in 2008.
annual percentage growth of3%cfollowed byindividuals
55 and older. Therevere declines among albther age  [EEIIGEEIY
groups. From 2004 to 2008, the number of new HIVy
infections among 124 year olds decreased 57%, those
25-34 also decreased 57%, and-®5% year olds decresed
50% in Washoe Caty. Although there were the most |
significant declines among younger individuals, they still
make up the burden of the disease in Washoe County. A ~

Number of Persons Living with HIV/AIDS by Age at
Figure 38 Diagnosis Compared to Current Age in Washoe County,

Trend in the Number of New HIV Infections in Washoe
County by Risk Factors of Transmission: 2004-2008
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In 2004,51% of new HIV cases were among MSMs and in
2008,41% had this risk factor, with 44% annuabecline
O%<13 13to 24 25to 34 35to 44 45to 54 55to0 64 65 + In cass Wlth MSM as prlmary rISk faCtor for HIV

infection. Anong new HIV caseim Washoe County in
2008 IDU was reported as the primary risk factor for six
) _ of the new HIV infections in 2008 which was a 20%
Comparing the age of newly diagnosed cases and thgcrease from the five cases in 2004 with this repdrte
current age ofpersons living with HIV/AID® Washoe sk factor. Hterosexuatisk experienced a 20% decrease
County shows that peak of the newly diagnosed cases isiy the number of new HIV infections from five cases in
in the older age group (454) compared to the majority 2004 to four cases in 2008 who reported this as the
of persons living with HIV/AIDS in Washoe County, Whonyrimary risk factor for acquiring HIV infectioRersons

are between 3%4 years of age. Additionally, there are a \yith this dual risk accounted fB%in 2004 and4%in
greater number of newHIV infections among the youth 2008 of the total new HIV diagnoses.

and young adults compared to the living cases in Washoe.

10% -

H Current Age (Persons Living with HIV/AID:

H Age at Diagnosis (New HIV Infections
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New HIV and AIDS Diagnosis and Persons Living with HIV/AIDS in
Washoe County, Nevada by Demographics and Risk Factors: 2008

Table 6

New Diagnosis Persons Living with

AIDS HIV Infections HIV/AIDS

N % N % N %

Male
Female
Total

White
Black
Hispanic
API
Al/AN
Multi-race
Total

<13
13to 24
2510 34
351044
4510 54
55to 64
65 +
Total

MSM
Heterosexual contact 76
IDU 87
NRR/Other
MSM + IDU 89
Perinatal exposure 1
Adult Hemophilic/Blood 3
Transfusion
Total 805




The Frontier and Rural (FaR) areas
Nevadaaccount for 10.7 percent of the
state population, but 86.9 percent of thi
state land mass, illustrating the challeng
of serving these residents.

In Nevad, Carson CityStorey, Lyon, anc
Douglascounties are considered rurand
the remainder are considered frontiel
Frontier area designation is defined as
persons or less per square mil&ye
County, located in the southern region «
the state, is the hird largest area county
in the continental United States and he
only 2.3 persons per square mile.

Most of b S@I RI Q& NIzNJ

communities are located a considerab
RAaGlI yOS FTNRBY GKS

centers in the urban areas of the stat
This distance makes it difficult for not on
the residents to seek HIV services but 1
prevention and control staff to track an:
follow-up with new cases.

Due to the small sample size of new K
infections in the FaR areas of Nevada, t
section of ths report will only report on
persons living with  HIV/AIDS fc
demographic and risk break dow
analyses.
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Living with HIV (not AIDS) and AIDS: (HIV/AHM$2008
there were 470 persons living with HIV/AIDS in the
Frontier and Rural(FaR) areas of Nevada, which
accounted for 6% ofhe total number of persons living
with HIV/AIDS in Nevada. In the FaR counties of Nevada,
from 2004 to 2008 the number of persons living with
HIV/AIDS has increased 20% from 391 in 2004 to 470 in
2008. Theprevalence rate of persons living with HIV/AIDS
in FaRn 2008 was 193 cases per 100,000 population.

New HIV Infection and AID3n 2008 there were seven
new HIV infections in the FaR counties of Nevada;
representing a 17% increase from 2004. The savem

HIV infections accounted for only 2% of the total new
infections in Nevada. The cumulative incidence rate of
new HIV infection in the FaR counties in Nevada in 2008
was eight per 100,000 populationFrom 2005 to 2006,
there was a significant increagethe number of new HIV
and AIDS cases in FdBlowed by a decline in 2007 to
2008. This could be due to an increase in testing in these
areas.



