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 Nevada has been experiencing extreme and persistent 
population growth. The US Census Bureau reported a 
slight slowing in population growth for Nevada, which 
had been among the four fastest-growing 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, birth, and 
uninsured/underinsured persons, Nevada will need to 
have the infrastructure in place to provide appropriate 
health services should the population and disease burden 
in the state continue to increase. In addition, about 18 
ǇŜǊŎŜƴǘ ƻŦ bŜǾŀŘŀΩǎ ǇƻǇǳƭŀǘƛƻƴ ƭŀŎƪǎ ƘŜŀƭǘƘ ƛƴǎǳǊŀƴŎŜΣ 
giving the state one of the highest rankings (43rd) of 
uninsured persons in the nation. Finally, the United 
Health Foundation ranked the overall health of Nevada 
residents 42nd in the nation.  
 
At the end of 2008, a total of 7,940 persons were known 
to be living with HIV/AIDS in Nevada, nearly half (46 
percent) of whom had a diagnosis of AIDS. Currently, 
there are persons living with HIV in all 17 counties in the 
state. Declines in the number of deaths of persons with 
AIDS since 1995 were caused primarily by the slower 
progression of HIV-associated immune-deficiency among 
persons who used highly active antiretroviral therapy 
(HAART) (Centers for Disease Control and Prevention, 
1998; Fleming et al., 1998; McNaghten et al., 1999; 
Palella et al., 1998). 

Most new HIV infections continue to be diagnosed in 
Clark County, where 84 percent of all persons currently 
living with HIV/AIDS in Nevada reside. Clark County 
continues to have the highest new HIV diagnosis rates; in 
2008, the rate of new HIV infections was 20 cases per 
100,000 population. Washoe County, is the next most 
populous county in Nevada, 10 percent of all persons 
living with HIV/AIDS were residing here in 2008 and had a 
rate of 8.0 per 100,0000 population of new HIV 
infections. The rest of the state is grouped into the 
Frontier and Rural (FaR) areas of Nevada, and 6 percent 
of the persons living with HIV/AIDS are residing in these 
15 counties. The rate of new HIV infections in FaR areas 
of Nevada was only 2.1 cases per 100,000 population in 
2008.  

Of the total general population of Nevada, 7 percent are 
Black. The HIV diagnosis rate for this group continues to 
be disproportionately high. In 2008, it was 6 times higher 
than for Whites. In 2001, 27 percent of newly diagnosed 
HIV infections and 75 percent of newly diagnosed AIDS 
cases were among Blacks. For all racial groups in Nevada, 
the proportion of newly diagnosed HIV infections 
reported among men had increased steadily; men 
represented 83 percent of new HIV infections in 2008. 
Although HIV/AIDS rates in women have declined since 
2004, rates in Black women have increased significantly. 
Rates among White women have been relatively stable.  

Among Blacks, heterosexual contact has been the 
predominant mode of exposure since 2004. Among 
Whites, the predominant exposure remains male-to-male 
sexual activity. Since 2004, the number of cases among 
men who have sex with men (MSM) has increased 
substantially. Although the number of women living with 
HIV in Nevada has risen, perinatal transmission rates have 
dropped dramatically. The decrease in transmission rates 
has been attributed to the introduction of new legislation 
which improved testing and screening programs for 
pregnant women and increased the use of antiretroviral 
therapy in pregnant women and their infants.  

The profile reports that White, MSM continue to be the 
largest group affected by HIV/AIDS in Nevada (2004-
2005), followed by injection drug users (IDUs).   Ethnic 
disparities exist for Blacks and Hispanics in Nevada.  
Native Americans, Asian Pacific Islanders, heterosexuals, 
and females with and without identifiable risk, have 
shown small increases in HIV incidence in recent years.  
Increase in HIV incidence rates among younger age 
groups has also been documented.  Caution should be 
used in interpreting these increases, as HIV/AIDS 
incidence rates can fluctuate from year to year. 
 
Results from this Epi Profile will be used to guide the 
Nevada State HIV Prevention Plan. Based on a review of 
the data in this report, the statewide HIV Community 
Planning Groups have set the priority populations.  
  

Executive Summary 
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Acquired Immunodeficiency Syndrome (AIDS) is the most 
severe manifestation of Human Immunodeficiency Virus 
(HIV) disease.  AIDS was first recognized in 1981 by the 
Centers for Disease Control and Prevention (CDC).  
Statewide surveillance for AIDS in Nevada began in 1982.  
Because the cause for AIDS was unknown at that time, 
the surveillance case definition included many 
opportunistic infections and cancers.  Persons with AIDS 
were noted to have abnormalities in their immune 
systems that left them susceptible to certain infections. 
As more information became available, the AIDS 
surveillance case definition was modified in 1993 to 
emphasize the importance of the CD4+ T-lymphocyte 
count and the addition of three clinical conditions 
(pulmonary tuberculosis, recurrent pneumonia, and 
invasive cancer). The new AIDS definition also retained 
the 23 clinical conditions found in the previous definition 
from 1987. 
 
In 1984, HIV was determined to be the cause of AIDS.  
HIV infects a specific cell of the immune system, the T-
lymphocyte (CD4 T-cell), and kills the cell.  Very often, HIV 
infection is without symptoms and people do not know 
they are infected.  Most individuals infected with HIV 
develop detectable antibodies within 1 to 3 months after 
they contract the infection.  However, they carry the virus 
in their blood and other body fluids and can infect other 
persons exposed to these fluids.  
 
According to the American Public Health Foundation, two 
serologically and geographically distinct types of HIV have 
been identified that have similar epidemiological 
characteristics, known as HIV-1 and HIV-2. HIV-2 may 
have a pathogencity slightly lower than HIV-1 and a 
slower disease progression.  
 
The mode of transmission for HIV is through person to 
person contact, either through unprotected (homosexual 
or heterosexual) intercourse, contact of abraded skin or 
mucosa with body secretions (such as blood and semen), 
usage of HIV-contaminated needles and syringes, blood 
transfusion, or organ transplantation.  
 
 
 
 
 

 
In 1992, Nevada initiated mandatory reporting of HIV 
infection by name.  The purpose was to find persons with  
early HIV infection and ensure that they were educated 
about their disease and referred to appropriate 
treatment.   
 
AIDS cases in this report are cases where an HIV-infected 
person has developed the disease called AIDS.  The 
transition from HIV to AIDS occurs wƘŜƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 
CD4 count drops to below 200 cells/µL, the CD4+ T-
lymphocyte percentage of total lymphocytes are under 
14 percent, or if an opportunistic infection develops. 
Without proper treatment, HIV infection nearly always 
leads to AIDS. HIV (not yet AIDS) cases in this report are 
cases where an HIV-infected person has not yet 
developed the disease called AIDS.  Once an HIV case 
becomes an AIDS case, the HIV and AIDS surveillance 
system is updated to reflect that occurrence.  This report 
provides data on both HIV and AIDS as defined above. In 
the future, the CDC will rely more on HIV disease 
statistics than AIDS to track HIV/AIDS trends.  
 
The purpose of reporting names of persons infected with 
HIV is to ensure that infected individuals can be located 
and provided with the necessary education, ensure 
appropriate treatment, and allow assistance with partner 
identification and notification. It also helps to ensure an 
unduplicated count of HIV cases. This arrangement has 
allowed Nevada to maintain its HIV and AIDS surveillance 
system. The overall goal of HIV/AIDS surveillance is to 
provide current information on HIV/AIDS trends to 
increase awareness of the disease, identify HIV testing 
needs, maintain education and prevention efforts, and 
reduce the incidence of HIV infection. This 
Epidemiological Profile was made possible with data from 
these surveillance systems.       
 
The purpose of this profile is to establish the scope of 
HIV/AIDS in the state of Nevada.  By preparing this profile 
to represent NevaŘŀΩǎ ŎƻƳƳǳƴƛǘƛŜǎΣ ƛǘ ǎƘƻǳƭŘ ǎŜǊǾŜ ŀǎ ŀƴ 
essential tool for the work of HIV/AIDS prevention and 
care planning teams.  
 
  

Background 
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ADAP AIDS Drug Assistance Program 

AETC HIV/AIDS Education and Training Center 

AIDS acquired immunodeficiency syndrome 

AI/AN American Indian/Alaskan Native 

API Asian/Pacific Islander 

ASD Adult/Adolescent Spectrum of Disease study 

BRFSS Behavioral Risk Factor Surveillance System 

CARE Comprehensive AIDS Resources Emergency 

(Act) 

CDC Centers for Disease Control and Prevention 

CCHHS Carson City 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) 

EHRAP Expanded HIV Risk Assessment Project 

eHARS HIV/AIDS Reporting System 

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, and TB 

Prevention (CDC) 

NDOC Nevada Department of Corrections 

NIR no identified risk 

NRR no reported risk 

OOS out of state 

OI opportunistic infection 

PMD private medical physician 

PLWA people living with AIDS 

 

PLWH people living with HIV 

PRAMS Pregnancy Risk Assessment Monitoring System 

RNR  reporting [HIV] not required  

RWCA Ryan White Comprehensive AIDS Resources 

Emergency (Act) 

SAMHSA Substance Abuse and Mental Health Services 

Administration  

SNHD Southern Nevada Health District  

STD sexually transmitted disease 

TB  tuberculosis 

YRBSS  Youth Risk Behavioral Surveillance System 

VA 6ÅÔÅÒÁÎȭÓ !dministration  

WCHD  Washoe County Health District  

 

  

Abbreviations 
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Adult AIDS 
An adult AIDS classification is given to a person greater 
than or equal to 13 years of age at the time of diagnosis 
who has a confirmed HIV infection and an AIDS-defining 
opportunistic infection or a CD4+ cell count of less than 
200 cells/µL or 14 percent. 
 
Adult HIV Infection 
Adult HIV infection is classified as a confirmed HIV 
infection among a person greater than or equal to 13 
years of age at the time of diagnosis.  
 
Age 
Age is classified as the age of the individual at the time 
they are diagnosed with either HIV or AIDS. 
 
Antibody 
A substance produced by the body to counteract 
infectious agents.  
 
Antigen 
A foreign substance that is capable of stimulating 
immune response.  
 
Antiretroviral drugs 
Refers to drugs or agents that affect the capability of 
retroviruses such as HIV to reproduce; prescribed for 
treatment of retroviral infections such as HIV infection. 
The three common groups of antiretroviral agents for the 
treatment of HIV are: protease inhibitors, nucleoside 
analogs, and non-nucleoside reverse transcriptase 
inhibitors.  
 
CD4 T-lymphocytes 
A specialized type of cell that coordinates the immune 
systŜƳ ŀƴŘ ƛǎ ǘƘŜ Ƴŀƛƴ ǘŀǊƎŜǘ ƻŦ IL± όŀƭǎƻ ŎŀƭƭŜŘ ΨƘŜƭǇŜǊΩ 
T-cells).  
 
Clinical status 
Clinical status is determined as of the end of the calendar 
year or at date of death.  
 
Co-morbidity 
The occurrence of more than one illness, disease, or 
infection at the same time.  
 
Concurrent HIV/AIDS 

 An AIDS diagnosis within 31 days of an HIV diagnosis is 
considered concurrent. Persons concurrently diagnosed 
with HIV and AIDS are included in the totals of both HIV 
diagnoses and AIDS diagnoses.  
 
Confidential information 
Any information about an identifiable person or 
establishment, when the person or establishment 
providing the data or described in it has not given 
consent to make that information public and was assured 
confidentiality when the information was provided.  
 
Counseling and Testing 
Lƴ ǘƘŜ ŎƻƴǘŜƴǘ ƻŦ IL±κ!L5{ {ǳǊǾŜƛƭƭŀƴŎŜΣ Ψ¢ŜǎǘƛƴƎΩ ǊŜŦŜǊǎ ǘƻ 
testing of an individual for HIV infection. This service is 
ƎŜƴŜǊŀƭƭȅ ŀŎŎƻƳǇŀƴƛŜŘ ōȅ ǇŀǘƛŜƴǘ Ψ/ƻǳƴǎŜƭƛƴƎΩ ōŜŦƻǊŜ 
and after the test regarding the test, test results, 
interpretation of the test, and other related issues.  
 
eHARS and STD*MIS 
HIV/AIDS and STD database management systems for 
tracking surveillance diseases.   
 
ELISA (enzyme-linked immunosorbent assay) test or EIA 
(enzyme immunosorbent assay) 
A blood test that detects antibodies to HIV. The ELISA is 
commonly used as the initial screening test for the 
presence of antibodies to HIV. The ELISA test does not 
detect the disease AIDS but only indicates if viral infection 
has occurred. A positive HIV ELISA test is confirmed by a 
second, more specific test, such as the Western blot test.  
 
Exposure 
Contact with or possession of a characteristic that is 
suspected to influence the risk of developing a particular 
disease.  
 
HIV/AIDS surveillance 
The systematic collection, analysis, interpretation, 
dissemination, and evaluation of population-based 
information about persons with a diagnosis of HIV 
infection, persons with a diagnosis of AIDS.  
 
Immunosuppression or immune deficiency 
A state of the body where the immune system defenses 
do not function normally, thus making a person 
susceptible to diseases that they would not ordinarily 

Definitions Definitions 
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develop; this can be the result of illness or the 
administration of certain drugs. 
 
 
Incubation period 
The time interval between exposure to an infectious 
agent and the first clinical evidence of the resulting 
illness.  
 
Initial Case Reports 
 The first report, whatever the source, which alerts the 
surveillance program to a case or possible case of HIV or 
AIDS. The initial report may be relatively complete and 
require little or no follow-up, or it may contain only 
minimal information and serve as a trigger for a more 
thorough investigation. Laboratory reports often fall into 
the latter category.  
 
Morbidity 
The occurrence of an illness, disease, or injury.  
 
New HIV Infection (Incidence) 
Number of cases newly diagnosed HIV infections over a 
given period of time, usually a year. In HIV surveillance, 
new diagnoses do not necessarily represent new 
infections, as newly diagnosed cases may have been 
infected for many years. Thus, only some newly 
diagnosed cases are also incident cases. 
 
Opportunistic infection 
Those diseases, which are caused by agents, that are 
commonly present in our bodies or environment but 
cause disease only when there is a change from normal, 
healthy conditions ς such as when the immune system 
becomes suppressed.  
 
Out-of-care 
An HIV-infected person that has not received an HIV 
Detection/Antigen/Viral Load or CD4 (T-helper) 
laboratory test within one year or is not known to be 
receiving primary care services is considered to be out-of-
care.  
 
Partner notification 
Refers to the process of informing the partners of HIV or 
STD infected individuals about their possible exposure to 
infection.  
 
PCR (polymerase chain reaction) 
A laboratory technique used to measure viral load.  
 

 
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 
confirmed HIV infection and an AIDS-defining 
opportunistic infection or a CD4+ cell count of less than 
200 cells/µL or 14 percent. 
 
Pediatric HIV infection 
A pediatric HIV infection is classified as a confirmed HIV 
infection among a child less than 13 years of age at the 
time of diagnosis.  
 
Persons Living with HIV/AIDS (Prevalence) 
Total number of persons currently living with AIDS and/or 
HIV in Nevada, based on the most current address in 
eHARS.   
 
Provider 
Any source of HIV/AIDS surveillance information, such as 
a physician, nurse, dentist, pharmacist, or other 
professional provider of health care or hospital, health 
maintenance organization, pharmacy, laboratory, STD 
clinic, TB clinic, or other health care facility that forwards 
data into the surveillance system.  
 
Rate 
The rapidity at which a health event occurs as indicated 
by the number of cases per number of people.  
 
Sentinel Health Event 
Any event which has the potential to affect health, or 
result in death, disease, physical, or psychological injury. 
 
Seroconversion 
The development of antibodies to a particular antigen. 
When people develop antibodies to HIV, they 
άǎŜǊƻŎƻƴǾŜǊǘέ ŦǊƻƳ IL± ŀƴǘƛōƻŘȅ ƴŜƎŀǘƛǾŜ ǘƻ ŀƴǘƛōƻŘȅ-
positive.  
 
Serostatus 
Positive or negative results of a diagnostic test, such as an 
ELISA, for a specific antibody.  
 
STD (Sexually Transmitted Disease) 
A group of diseases that are transmitted through sexual 
contact, usually including gonorrhea, herpes, Chlamydia, 
syphilis, and genital warts.  
 
Sexually Transmitted Disease Surveillance  
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Presents surveillance information derived from the 
official statistics for the reported occurrence of nationally 
notifiable STDs in the United States, test positivity and 
prevalence data from numerous prevalence monitoring 
initiatives, sentinel surveillance of gonococcal 
antimicrobial resistance, and national health care services 
surveys. 
 
Surveillance information 
Details collected on an individual or individuals for 
completing routine or special surveillance investigations. 
Examples of HIV/AIDS surveillance information are the 
HIV/AIDS case report forms, ancillary notes about risk 
investigations and related questionnaires, notes about 
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 factors that have been identified are: 
 

Men who have sex with men: includes 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 took non-
prescribed drugs by injection, intravenously, 
intramuscularly or subcutaneously.  
 
Heterosexual contact: includes persons who had 
heterosexual sex with an HIV-infected person, an 
injection drug user, or a person who has received 
blood products; for females 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 transmission: a risk factor for infants who 
were infected during gestation, birth or postpartum 
through breastfeeding to an HIV-infected mother.   
 
Other transmission risks: include hemophilia, receipt 
of transfusions or transplants, and non-perinatal risk in 
pediatric cases (<13 years of age).  

 
 
 

Unknown or Under Investigation 
Persons who have no risk information reported by the 
provider or an expanded investigation has not been 
complete for them.  
 
Viral Load 
Refers to the number or amount of virus in an infected 
individual. For HIV, it is expressed as the number of HIV 
RNA copies/ml.  
 
Western blot 
A blood test used to detect HIV antibodies. The Western 
ōƭƻǘ ƛǎ ǳǎŜŘ ǘƻ άŎƻƴŦƛǊƳέ ǘƘŜ ǊŜǎǳƭǘǎ ƻŦ ǘƘŜ 9[L{! ƻǊ ƻǘƘŜǊ 
HIV screening tests.  
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Data were compiled from a variety of sources to provide the 
most complete picture possible. When interpreting the data, 
keep in mind that each of the data sources has strengths 
and limitations. A brief description of each of the data 
sources follows.  

HIV/AIDS Reporting System (eHARS): Standardized case 
report forms are used to collect sociodemographic 
information, mode of exposure, laboratory and clinical 
information, vital status (i.e., living or dead), and referrals 
for treatment or services. HIV surveillance data may 
underestimate the number of recently infected persons 
because some infected persons either do not know they are 
infected or have not sought testing.  

STD Reporting System (STD*MIS):  The Nevada State Health 
Division, Office of Epidemiology STD Control Program 
conducts statewide surveillance to determine the number of 
reported cases of STDs and monitor trends. Other services 
include partner counseling and, to help reduce the spread of 
STDs, referral services for examination and treatment. In 
Nevada, chancroid, chlamydia, gonorrhea, and syphilis are 
reportable STDs. STD surveillance data can serve as a 
surrogate marker for unsafe sexual practices and 
demonstrate the prevalence of changes in a specific 
behavior. In addition, certain STDs can facilitate the 
transmission or acquisition of HIV infection.  

Youth Risk Behavior Survey (YRBS): The YRBS is a self-
administered questionnaire given every 2 years to a 
representative sample of students in grades 9 through 12 at 
the state and local level. The Nevada YRBS collects 
information on 6 categories of behaviors. The YRBS is a 
standardized questionnaire, so comparisons can be made 
across participating jurisdictions. Also, because the YRBS 
questionnaire is administered in school, the data are 
representative only of adolescents who are enrolled in 
school and cannot be generalized to all adolescents.  

Henry J. Kaiser Family Foundation (statehealthfacts.org): 
The Henry J. Kaiser Family Foundation developed 
statehealthfacts.org as a project to provide free, up-to-date, 
and easy to use health data for all 50 states. On this website, 
HIV/AIDS data is available based on annual and cumulative 
counts, state rankings, and national averages. For this 
report, all data was pulled from the most current report and 
based on the most current national ranking which were in 
2007. 

Nevada State Demographer: The Interim 2008 Population 
Estimates are based on 2005 Population Estimates and 2008 
County Population Estimates provided by the Nevada State 
Demographer on June 2006 and October 2008, respectively. 
The Interim 2008 population estimates were updated on 
June 2009 by the Nevada State Health Division, Bureau of 
Health Planning, Statistics and Emergency Response. 
 
Ryan White Data: Data is collected from two sources: 1) 
Catalyst RX Pharmacy Benefits Manager.  They provide a 
comprehensive list of all prescriptions for our 3 groups of 
clients. (ADAPςAIDS Drug Assistance Program, COB-
Continuation of Benefits, SPAP-State Pharmacy Assistance 
Program). These programs are either paying for the total 
amount of the drugs or the co-pays and deductibles. 2) 
Eligibility screening ς This process requires clients to renew 
their status every 6 months to maintain eligibility.  The 
active client list is used to determine caseload for the 
program.  Eligibility screening is currently handled by two 
separate systems (access DB & ARIES).  It is a goal to 
incorporate this into a single database in the future. 
 
 
TB Reporting System (NEDSS): bŜǾŀŘŀΩǎ ¢ǳōŜǊŎǳƭƻǎƛǎ Řŀǘŀ 
is collected using the Report of Verified Case of Tuberculosis 
(RVCT) standardized data collection form.  As of January 
2009, the Nevada TB Program manages the data via the 
National Electronic Disease Surveillance System (NEDSS). 
Nevada submits TB data electronically to the Centers for 
Disease Control and Prevention (CDC) Division of TB 
Elimination (DTBE).  
 
Nevada Division of Mental Health and Developmental 
Services, Substance Abuse Prevention and Treatment 
Agency 2009 Epidemiology Profile. 
http://mhds.nv.gov/index.php?option=com_content&task
=view&id=108&Itemid=95 
 
 
Bureau of Justice Statistics: http://bjs.ojp.usdoj.gov/  
 
CDC 2007 HIV/AIDS Surveillance report: 
http://www.cdc.gov/hiv/topics/surveillance/resources/re
ports/index.htm#surveillance 
 
 

Data Sources 

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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The numbers of persons reported do not reflect the total 
burden of HIV disease in Nevada. Many persons are 
infected but do not know it because they have not been 
tested and therefore are not reported to health 
authorities. In the U.S., it is estimated that one-quarter to 
one-third of people infected with HIV are unaware of 
their status.  
 
ω We do not have an estimate of persons in Nevada who 
carry the virus but do not know it. One of the main goals 
of the state HIV/AIDS programs is to increase HIV testing 
in persons who have high-risk behaviors for infection, 
identify those infected, and refer them for treatment and 
prevention services, thus reducing the number of HIV 
infected persons who do not know they are infected and 
thereby reduce HIV transmission. 
 
ω The analysis of data from the Rural Counties in Nevada 
is limited by the relatively small size of their populations 
and low numbers of cases. 
 
ω Nevada 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 
NevadaΩǎ ǊǳǊŀƭ ŎƻǳƴǘƛŜǎΦ bŜǾŀŘŀ Ƙŀǎ ǘƘǊŜŜ local health 
authorities and one state health authority: Southern 
Nevada Health District, with central offices in Las Vegas; 
Washoe County Health District, with central offices in 
Reno; Carson City Health and Human Services with 
central offices in Carson City; and the Nevada State 
Health Division, with central offices in Carson City, which 
is the health authority in all of the counties other than 
Carson, Clark, Douglas, Lyon, and Washoe. Because of 
bŜǾŀŘŀΩǎ ǳƴƛǉǳŜ ǇƻǇǳƭŀǘƛƻƴ ŘƛǎǘǊƛōǳǘƛƻƴΣ ǘƘŜǎŜ 
authorities maintain an ongoing dialogue. 

 
ω Persons with unrecognized and untreated HIV infection 
may not have symptoms for years. The average time from 
untreated HIV infection to AIDS is eight to ten years. 
Many drugs are now available to treat HIV infection. The 
usual regimen is a combination of drugs that are taken 
daily. The goal of treatment is to reduce the amount of 
ǾƛǊǳǎ ƛƴ ǘƘŜ ōƭƻƻŘ ǘƻ άǳƴŘŜǘŜŎǘŀōƭŜέ ƭŜǾŜƭǎ ōȅ ƭŀōƻǊŀǘƻǊȅ 
methods, and to maintain a level of T-lymphocytes that 
keeps the immune system function intact. When a person 
with HIV infection stays on an effective treatment  
regimen they may never reach the AIDS stage. Therefore, 
AIDS surveillance will not be a true indicator of the 
burden of HIV disease in our communities. The AIDS and 
HIV surveillance system is updated to reflect that 
occurrence. This report provides the results of both types 
of cases. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Profile Preparation 

When making planning decisions, it is important 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 profile 
cannot explain. While the HIV/AIDS surveillance system in Nevada is extensive, it is based on data on people who have 
been tested confidentially for HIV. Consequently, HIV infections are under-detected and underreported because only 
persons with HIV who choose to be tested confidentially are counted. Also, persons are tested at differing times after 
they become infected, and many persons are not tested until HIV infection has progressed to AIDS. Thus, it is important 
to remember that the data in this report do not necessarily represent the characteristics of persons who have been 
recently infected with HIV, nor do they provide a true measure of HIV incidence. 
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 Based on CDC guidance, all information for cases is 

based on the date of HIV or AIDS diagnosis and not 
on the report date. This calculation provides a more 
accurate estimation of when the cases were 
diagnosed with HIV or AIDS; however, diagnosis date 
does not necessarily represent when the case was 
infected with HIV, but the date of confirmatory tests.  

 
 HIV prevalence estimates of persons living with HIV 

(not AIDS) and AIDS were calculated based on most 
current residence in eHARS. Cases were included in 
this estimate if they had a current residence in 
Nevada; cases may or may not have been diagnosed 
in Nevada. This method may under report or over 
report the number of persons living in Nevada due to 
a delay in relocation information on cases.  

 
 New HIV infections and AIDS are based on date of 

diagnosis and only include cases whose residence at 
HIV or AIDS was Nevada. ¢Ƙƛǎ ƛǎ ŀƭǎƻ ƪƴƻǿƴ ŀǎ άIL± 
LƴŦŜŎǘƛƻƴΦέ 5ŀǘŀ ƛƴŎƭǳŘŜ ǇŜǊǎƻƴǎ ǿƛǘƘ ŀ ŘƛŀƎƴƻǎƛǎ ƻŦ 
HIV infection (not AIDS), a diagnosis of HIV infection 
and a later diagnosis of AIDS, or concurrent diagnoses 
of HIV infection and AIDS.  

 
 Case rates were calculated for the 12-month 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 12-month period; for 
prevalence estimates, the numerator is the number 
of persons currently living with HIV/AIDS in Nevada.  
 

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

report by the health department. Cases recently 
diagnosed may not yet have been reported. 

 
 wŜƎŀǊŘƛƴƎ άno reported risk or no identified riskέ ǘƘŜ 

cases that have been diagnosed recently are more 
likely to be reported without a specified risk 
(exposure). To provide data on the reclassification of 
risk over time, the cases with missing risk information 
ƘŀǾŜ ōŜŜƴ ŀǎǎƛƎƴŜŘ ǘƻ ǘƘŜ άNRR/NIRέ risk category. 

 
 Race and ethnicity information has been abbreviated 

and sometimes been put into collapsed categories 
due to small sample size. For ease in reading, two of 
the race categories have been abbreviated. White, 
not Hispanic will be shortened to White and Black, 
not Hispanic to Black, Asian Pacific Islander to API, 
and American Indian/Alaskan Native AI/AN. 

 
 Death data for this report is based on cases whose 

most current residence was Nevada and cause of 
death may not necessarily have been due to HIV or 
AIDS. Deaths that occur in Nevada are reported to 
HIV/AIDS Surveillance Program and are reflected in 
case records; therefore, cases that 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 (or OI 
diagnosis from physician), birth 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 include: Carson City, Lyon, Douglas, 
Elko, Nye, Churchill, Humboldt, White Pine, Pershing, 
Lander, Mineral, Storey, Lincoln, Eureka, and 
Esmeralda. 

Profile Preparation 

¢Ƙƛǎ ǇǊƻŦƛƭŜ ǿŀǎ ǇǊŜǇŀǊŜŘ ōȅ ǘƘŜ IL±κ!L5{ {ǳǊǾŜƛƭƭŀƴŎŜ tǊƻƎǊŀƳ ƛƴ ǘƘŜ bŜǾŀŘŀ {ǘŀǘŜ IŜŀƭǘƘ 5ƛǾƛǎƛƻƴΩǎ Office of 
Epidemiology in the Bureau of Health Planning, Statistics, and Emergency Preparedness. This profile was prepared in 
close collaboration with Nevada Ryan White and the HIV Prevention programs, the Northern and Southern Nevada 
HIV Planning Councils, as well and the Centers for Disease Control and Prevention.  
 
This report used the following statistical methods to measure the effect of HIV/AIDS on specific populations, adjust 
for delays in reporting, and account for cases with missing risk information: 
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Profile Description 

 

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

Section 1: Core Epidemiologic Questions 

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

Question 1: What are the sociodemographic characteristics of the 
general population in Nevada? Orients the reader to the overall 
demographic and socioeconomic characteristics of the general 
population of Nevada. 

Question 2: What is the scope of the HIV/AIDS epidemic in 
Nevada? Examines the effect of the HIV/AIDS epidemic on a number of 
population groups in Nevada to help planners focus prevention and care 
services. 

Question 3: What are the indicators of risk for HIV/AIDS infection in 
Nevada? Provides a detailed look at high-risk populations. Examines 
direct measures of risk behaviors associated with HIV transmission and 
indirect measures that may serve as indicators of high-risk behavior. 

Section 2: Ryan White HIV/AIDS CARE Act Special Questions and 
Considerations 

This section focuses on questions that pertain to HRSA HIV/AIDS care 
planning groups. Section 2 describes access to, use of, and standard of 
care among persons in Nevada who are HIV-infected. It is organized 
around 2 key questions: 

Question 1: What are the patterns of utilization of HIV services of 
persons in Nevada? Characterizes the patterns in the use of services by a 
number of the populations living with HIV/AIDS in Nevada. Information is 
provided from HRSA-funded programs as well as supplemental studies 
that examine specific aspects of HIV care in Nevada. 

Question 2: What are the number and characteristics of persons who 
know they are HIV-positive but who are not receiving primary medical 
care? Describes current studies in Nevada to assist in assessing the 
unmet need of persons who know they are HIV-positive, but who are not 
in care. Presents special studies in which persons living with HIV/AIDS are 
asked about their service needs and their perceptions of care in Nevada. 

Organization of the Profile 

 

This epidemiological profile presents 
specific information and data regarding 
the current status of HIV/AIDS in Nevada. 
The information contained in this profile 
will describe the general population in 
the state, the people who live with 
HIV/AIDS, and those who are most at risk 
for contracting HIV in the future.  
 
The purpose of this complete Epi Profile 
is to serve as a current resource that 
includes figures for data from 2004 
through 2008. This profile has been 
compiled to serve as an evaluation tool 
for justifying current HIV programs and 
policies in Nevada. Epidemiological 
information is crucial for prioritizing and 
targeting population groups at risk for 
contracting HIV. Defining HIV/AIDS issues 
can better equip local health districts, 
the Department of Corrections, and the 
Nevada State Health Division (NSHD) in 
addressing HIV/AIDS prevention policies 
in the state.  

The information in this report is for 
statewide planning, but some regional 
data are presented. Detailed regional 
information is available within regional 
HIV/AIDS profiles. CǳƴŘƛƴƎ ŦƻǊ bŜǾŀŘŀΩǎ 
HIV prevention and Surveillance 
programs comes from a cooperative 
agreement between the Centers for 
Disease Control and Prevention (CDC) 
and the Nevada State Health Division. 
CDC requires that the Nevada HIV 
Prevention Community Planning Groups 
(CPGs) utilize the most up-to-date and 
accurate epidemiological and 
demographic data available in setting 
priorities, and in the development of 
goals and objectives to guide and 
coordinate future HIV prevention efforts. 
The Epidemiological and Capacity 
Building and Evaluation component of 
the HIV/AIDS Surveillance Program 
provides the funding to compile the 
HIV/AIDS Epidemiological Profile and 
updates.  
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POPULATION OF NEVADA: 
Nevada has been experiencing extreme and persistent 
population growth. The US Census Bureau reported a 
slight slowing in population growth for Nevada, which 
had been among the four fastest-growing 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, birth, and 
uninsured/underinsured persons, Nevada will need to 
have the infrastructure in place to provide appropriate 
health services should the population and disease burden 
in the state continue to increase. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nevada is comprised of four major health 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 Health Division (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 Inter-Tribal 
Council of Nevada and an Indian Health Board, each tribe 
and reservation functions as a unique entity.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 1: Core Epidemiological Questions 

Question 1: What are the socioeconomic and demographic 

characteristics of the general population in Nevada? 

HEATH DISPARITIES: 
In 2004, Nevada ranked 35th in overall health care 
expenditures and 47th for health care spending per 
capita. Based on state government health expenditures, 
Nevada ranked 40th nationally. In rural and frontier 
Nevada, the average population to one primary care 
provider, not including RNs, is 1,203:1, as compared to 
the urban areas with a ratio of 892:1. Douglas, Lyon, 
and Elko counties have the largest infrastructure of 
licensed primary care providers in the rural and frontier 
counties. Some counties, including Esmeralda, Eureka, 
and Storey, do not have any licensed primary care 
physicians. Another continuing workforce issue 
impacting the public health programs statewide is the 
nursing shortage.  Nevada continues to rank first 
nationally in the nursing shortage. Further, Esmeralda 
and Eureka rely solely on RNs to provide health services 
in their counties. Ensuring basic medical services are 
provided throughout the state continues to be a 
challenge.  
 

County
Number of 

Population

% of Total 

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%

9 Humboldt 18,014 0.7%

10 White Pine 9,694 0.4%

11 Pershing 7,192 0.3%

12 Lander 5,891 0.2%

13 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%

0

500,000

1,000,000
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2,000,000
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White
62%

Black
7%

Hispanic
23%

Asian
6%Native

1%

Race/Ethnicity:  According to 2008 population estimates, the racial/ethnic composition of the state was 62% 
White, 23% Hispanic, 7% Black, 6% Asian/Pacific Islander and 1% American Indian/Alaska Native. Hispanics and 
Asian/Pacific Islanders are the fastest growing racial/ethnic groups in the state.  

Age:  Nevada had a young population with more than one-third (26%) of the population being youth (13-24) or 
young adults (25-34) and 14% younger than 13 years of age.  While, 15% of the population in Nevada was between 
the ages of 35-44 (15%), and one-quarter of the population was 45 to 64 years old (24%), only 11% of the 
population was above retirement age (65 years of age or older).   
 

< 13
14%

13 to 24
21%

25 to 34
15%

35 to 44
15%

45 to 54
14%

55 to 64
10%

65 +
11%

Gender:  In 2008, there were slightly more males (51%) compared to females (49%) residing in Nevada. 
Additionally, there were no significant differences among the racial/ethnic distribution between genders. Among 
racial/ethnic groups there were the same proportion of males as females except for among Hispanics where there 
were slightly more Hispanic males compared to females (12% vs. 11%). 
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Section 1: Core Epidemiological Questions 

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

 In 2007, Nevada ranked 26th in the nation of the number of new AIDS cases 
and 29th in the nation among HIV Infection Cases Reported among States 
with Confidential Name-Based Reporting, 2007 (1=High, 51=Low). 

 There are persons living with HIV in every county in Nevada, and the 
number continues to increase each year. At the end of 2008, a total of 
7,940 persons were known to be living with HIV/AIDS in Nevada, 4,123 
(52%) of whom had a diagnosis of AIDS. 

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

 The HIV diagnosis rate for Blacks continues to be disproportionately high 
and, in 2008, was more than 6 times higher than that for Whites. Although, 
in 2008, only 27% of newly diagnosed HIV infections were in the Black 
population, they had the highest rate at 61 per 100,000 population. 

 Among all races/ethnicities, male-male sexual activity remains the 
predominant mode of exposure and has seen increasing trends over the 
past five years. Among Blacks, heterosexual contact has increased 
significantly since 2004.  

 Men continue to lead the epidemic in Nevada among all racial and ethnic 
groups in Nevada. In 2008, women represented 15% of new HIV infections 
and have been declining since 2004.  The proportion of Black women have 
remained relatively stable; yet among both Hispanics and Whites increased 
slightly from 2004 to 2008. 

 Because of the introduction of new legislation which improved screening 

programs for pregnant women and the increased use of antiretroviral 

therapy in pregnant women and their infants, perinatal transmission rates 

have dropped dramatically (there were no perinatal HIV cases in 2008) .  

 Since 1996, the number of new AIDS cases and deaths of persons with AIDS 
has decreased dramatically, coinciding with the widespread use of 
antiretroviral therapy. However, data from recent years indicate a leveling 
or a reversal of these declines, which may be due to factors such as late 
testing; limited access to, or use of, health services; and the limitations of 
current therapies. 

Highlights 
 

The HIV/AIDS epidemic has affected 
persons in all sex, age and racial/ethnic 
groups and all counties in Nevada. This 
effect, however, has not been the 
same for all groups. In the beginning of 
the epidemic, the number of cases of 
HIV infection increased most 
noticeably among White MSM. 
Although White MSM are still 
disproportionately affected by the 
epidemic, recent trends suggest a shift 
in the HIV/AIDS epidemic toward, 
Blacks, youth, and heterosexual adults.  

To plan for HIV prevention and care 
and to allocate limited resources as the 
epidemic continues to change and the 
number of persons living with HIV 
continues to grow, it is extremely 
important to identify those 
populations most affected and most at 
risk for HIV infection. 

This section provides detailed 
information about location of the HIV 
epidemic throughout Nevada, 
demographic and risk characteristics of 
HIV-infected persons and trends in the 
statewide epidemic. It describes cases 
diagnosed in 2008 and five-year trends 
from 2004 through 2008. Unless noted, 
all data come from NevadaΩǎ IL±κ!L5{ 
Surveillance Program. 
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How Does Nevada rank?  According to Henry J. Keiser Family Foundation Health Statistics (2007), Nevada ranked 

26th in the nation for the number of new AIDS cases; the annual AIDS case rate for males was higher than the national 

AIDS case rate (25.6 vs. 22.9); ranking males 10th in the nation for AIDS cases in Nevada. Additionally, Nevada ranked 

29th in the nation among HIV Infection Cases Reported among States with Confidential Name-Based Reporting, 2007 

(1=High, 51=Low). 

 

At the end of 2007, in the 39 areas with confidential name-

based HIV infection reporting since at least 2003, the 

prevalence rate of HIV infection (not AIDS) among children was 

estimated to be 6.0 per 100,000.  The estimated prevalence 

rate for children living with HIV infection (not AIDS) ranged 

from zero per 100,000 in New Mexico, North Dakota, American 

Samoa, Guam, and the Northern Mariana Islands to 22.0 per 

100,000 in New York.  In Nevada the rate was 2.1 per 100,000. 

 

At the end of 2007, in the 39 areas with confidential name-

based HIV infection reporting since at least 2003, the 

prevalence rate of HIV infection (not AIDS) among adults and 

adolescents was estimated to be 154.2 per 100,000.  The 

estimated prevalence rate for adults and adolescents living 

with HIV infection (not AIDS) ranged from 2.2 per 100,000 

(American Samoa) to 282.0 per 100,000 (New York). The rate in 

Nevada was 170.5 per 100,000.  

 

At the end of 2007, the AIDS prevalence rate among adults and 

adolescents in the United States was estimated to be 185.1 per 

100,000. The estimated prevalence rate for adults and 

adolescents living with AIDS ranged from 2.2 per 100,000 

(American Samoa) to 1,750.6 per 100,000 (District of 

Columbia).  The rate in Nevada was 143.6 per 100,000.  

 

At the end of 2007, the AIDS prevalence rate among children in 

the United States was estimated to be 1.7 per 100,000. The 

estimated prevalence rate for children living with AIDS ranged 

from zero per 100,000 in Idaho, Maine, Montana, Utah, 

American Samoa, Guam, and the Northern Mariana Islands to 

29.7 per 100,000 in the District of Columbia.  The rate in 

Nevada was 0.6 per 100,000.  

 

Figure 4: Figure 5: 

Figure 6: Figure 7: 
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CDC Changes

ω1981- AIDS was first recognized 
by CDC 

ω1982- U.S. CDC formally 
established the term Aquired 
Immuno Definency Syndrome 
(AIDS)

ω1983- HIV was identified as the 
cause of AIDS

ω1985- First commercial EIA, 
screening of US blood supply 
begins

ω1993- CDC AIDS case definition 
expanded (CD4<200, 26 OIs)

Nevada Advances 
in HIV Surveillance

ω1983- Nevada began statewide 
AIDS Surveillance

ω1992-bŜǾŀŘŀ ōŜŎŀƳŜ ŀ άbŀƳŜ 
ōŀǎŜŘέ ǊŜǇƻǊǘƛƴƎ ǎȅǎǘŜƳ

ω2004 - Nevada began reporting 
cases by date of diagnoses

ω2008-bŜǾŀŘŀΩǎ IL±κ!L5{ 
reporting system changed to 
eHARS 

Medical Advances

(introduction treatment)

ω1987- Fist antiretroviral drug 
approved by US FDA 
(Zidovudine or AZT)

ω1988- PCP prophylaxis 

ω1992- Combination therapy

ω1994- ACTG 075: AZT reduces 
perinatal transmission

ω1995- First Protease Inhibitors 
were approved by U.S. FDA for 
prescription use. Beginning of  
HAART (Highly Active 
Antiretroviral Therapy)

   
Figure 8 History of of HIV/AIDS andMortality in Nevada: 2004-2008
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N % Rate* N % Rate**

Clark 394 91% 20.0 6,643 84% 337.6

Washoe 34 8% 8.0 805 10% 189.9

All other Counties 7 2% 2.1 470 6% 139.3

Unknown County (NV) 0 0% - 22 0% -

Total 435 100% 15.9 7,940 100% 289.9

Male 368 85% 26.5 6,617 83% 475.8

Female 67 15% 5.0 1,323 17% 98.1

Total 435 100% 15.9 7,940 100% 15.9

White, non-Hispanic 191 44% 11.2 4,308 54% 253.4

Black, non-Hispanic 116 27% 61.3 1,861 23% 983.7

Hispanic 107 25% 16.7 1,488 19% 232.9

Asian//Pacific Islander 12 3% 6.9 180 2% 103.5

American Indian/Alaska 

Native
4 1% 11.0 70 1% 192.2

Multi-race 5 1% N/A 33 0% N/A

Total 435 100% 15.9 7,940 100% 15.9

< 13 0 0% 0.0 60 1% 0.0

13 to 24 64 15% 13.6 823 10% 175.0

25 to 34 120 28% 29.9 2,865 36% 714.8

35 to 44 130 30% 32.0 2,780 35% 684.7

45 to 54 78 18% 20.9 1,090 14% 292.1

55 to 64 35 8% 12.3 274 3% 96.4

65 + 8 2% 2.6 48 1% 15.7

Total 435 100% 15.9 7,940 100% 15.9

MSM 293 67% N/A 4,751 60% N/A

MSM &  IDU 19 4% N/A 530 7% N/A

Heterosexual contact 80 18% N/A 1,001 13% N/A

IDU 33 8% N/A 819 10% N/A

Perinatal exposure 0 0% N/A 55 1% N/A

Adult Hemophilic/Blood 

Transfusion
0 0% N/A 15 0% N/A

NRR/NIR 10 2% N/A 769 10% N/A

Total 435 100% N/A 7,940 100% N/A

* Cumulative Incidence Rate per 100,000

** Prevalence rate per 100,000

Race/Ethnicity

Age at Diagnosis

Risk of Transmission

Persons Living with HIV/AIDSNew HIV Infections

County

Sex



P a g e | 26 2004-2008 HIV/AIDS EPIDEMIOLOGICAL PROFILE 

 

2,838 3,104 3,337 3,616 3,817

3,423 3,594
3,743 3,892

4,123

423

476

437
455

435

286 290

257
288 287

0

50

100

150

200

250

300

350

400

450

500

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

10,000

2004 2005 2006 2007 2008

Living HIV (not AIDS) Living AIDS New HIV Infection New AIDS

 

 
 
 
 
The prevalence of HIV (not AIDS) and AIDS in Nevada can 
be combined and are represented as the total number of 
persons living with HIV/AIDS in Nevada. Numbers of 
persons living with HIV/AIDS is obtained from the Nevada 
HIV/AIDS Surveillance reporting system (eHARS) and is 
based on current address in the given year; cases may 
have not necessarily been diagnosed with HIV/AIDS in 
Nevada. For the purpose of this report, all data will be 
reported on using the HIV/AIDS combined numbers, as 
this is this best representation of the prevalence.  
 
From 2004 through 2008, the number of HIV (not AIDS) 
and AIDS cases living in Nevada has increased steadily 
overtime. In 2004, the number of persons living with HIV 
(not AIDS) was 2,838 compared to 3,817 in 2008; 
representing a 34% increase. The number of persons 
living with AIDS was 3,423 in 2004 compared to 4,123 in 
2008; representing a 20% increase. Overall, an estimated 
7,940 persons were living with HIV/AIDS in Nevada, in 
2008 representing a 27% increase since 2004. The 
increase in persons with HIV/AIDS living in Nevada may 
be attributable to the increase in total population growth 
of Nevada during this same time period as well as 
individuals living longer with HIV/AIDS.  
 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
The incidence of newly diagnosed HIV infections and AIDS 
cases in Nevada is obtained from the Nevada HIV/AIDS 
Surveillance reporting system (eHARS) and is based on 
the date of confirmatory lab results. The numbers of new 
HIV infections and AIDS cases represent the number of 
individuals who were diagnosed in the given year; this 
number often overlaps with new HIV infections due to 
the co-occurring diagnoses of HIV and AIDS and therefore 
cannot be combined. For the purpose of this report all 
data will be reported on using the outcome of new HIV 
infection, as this is the best representation of incidence.   
 
From 2004 through 2008, the number of newly diagnosed 
HIV infections has increased slightly from 423 new HIV 
infections in 2004 to 435 in 2008; representing a 3% 
increase; while there was no increase in the number of 
new AIDS diagnoses during this same time period. The 
greatest annual decrease for new HIV infections and AIDS 
diagnoses occurred from 2005 to 2006 followed by a 
steady increase from 2006 through 2008. The increase in 
the number of new HIV infections and not an increase in 
new AIDS cases may be an indicator that individuals are 
testing early or living longer with HIV before converting 
to AIDS.  
 
 
 

 New HIV Infection  Persons Living with HIV/AIDS 
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When we look at the rate of persons living with HIV/AIDS 
(prevalence rate) we get a different picture from the 
spatial mapping of newly diagnosed HIV Infections. Clark 
and Washoe counties continue to contribute the greatest 
morbidity; however, rates among other counties are also 
alarming. The spatial distribution of the rates of persons 
living with HIV/AIDS in 2008 in Nevada shows that the 
highest rate of prevalence of HIV/AIDS are located in 
Clark County (rate of 334.1 per 100,000). Pershing, 
Churchill, Mineral and Nye counties standout, but the real 
surprises are Storey County and Carson City.  The rate of 
persons living with HIV/AIDS in Carson City is in the same 
category as Clark County and Storey County which has 
the second highest rates of persons living with HIV/AIDS. 
In 2008, the rate of persons living with HIV/AIDS in 
Carson City was 310.08 per 100,000; followed by Storey 
County with a rate of 228.2 per 100,000. Although 
Washoe County has the second largest population in 
Nevada, this area has the fourth highest rate of persons 
living with HIV/AIDS in Nevada (189.9 per 100,000).  
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

New HIV infections in Nevada reflect the population 
distribution in Nevada. Looking at the spatial distribution 
of new HIV infections in Nevada it becomes immediately 
obvious that Clark County accounts for the greatest 
number of new HIV infections in the state. In 2008, the 
rate of new HIV infections in Clark County was 20 per 
100,000 population. White Pine County has the second 
highest rates of new HIV infections in Nevada in 2008, the 
high rate may be driven more by its low population (less 
than 10,000 residents) rather than a true high morbidity 
area, as there were less than five new HIV infections in 
this county in 2008. Washoe County, the second most 
populous county in Nevada, had the third highest rate 
(8.0 per 100,000) of new HIV cases in 2008. For Carson 
City, Douglas, Elko, and Nye Counties the rates of new 
HIV infections were between 1.1 and 5.0 per 100,000. 
Although these counties are small in population and the 
number of new cases, the impact of new cases in this 
area is significant as access to resources and care are 
difficult in these areas of Nevada.  
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Figure 12: From 2004 to 2008, the number of new HIV 

infections increased among males. In 2008, the number of 

new HIV infections among males was 368; representing a 

9% increase since 2004. The most significant increase was 

from 2004 to 2005, followed by a steady decline.  From 

2004 to 2008, the number of new HIV infections decreased 

among females. In 2008, the number of new HIV infections 

among females was 67; representing a 22% decrease since 

2004.  

Figure 13: From 2004 to 2008, the number of new HIV 

infections declined among Whites yet increased among 

Blacks and Hispanics. In 2008, the number of new 

infections among Whites was 191; representing a 15% 

decrease since 2004. In 2008, new infections among Blacks 

was 116 and 107 among Hispanics; representing a 13% and 

25% increases since 2004, respectively. Among all other 

races there were no significant changes from 2004 to 2008. 

Asian/Pacific Islanders accounted for 12 of the new cases in 

2008, American Indian/Alaskan Natives accounted for four, 

and multi-race persons accounted for five of the new cases 

in 2008.  

Figure 14: In 2008, there were no new HIV infections 

among individuals less than 13 years old. From 2004 to 

2008, the number of new HIV infections increased most 

significantly among 13-24 and 25-34. In 2008, the number 

of new infections among individuals 13-24 was 64 and 

among  25 to 34 years olds was 120; representing a 15% 

and 9% increase since 2004, respectively. From 2004 to 

2008, there was a steady decline among individuals 35 to 

44 years of age. In 2008, the number of new HIV infections 

among 35 to 44 years old was 35; representing a 12% 

decline since 2004. There was a 4% increase of new HIV 

infections among 55-64 and a 50% increase among those 

65 years and older.  

Figure 15: MSM accounted for more than two-thirds (67%) 

of the new HIV infections in Nevada in 2008. MSM 

increased 11% annually from 2004 to 2008. Although 

heterosexual contact only accounted for 18% of the new 

HIV infections in 2008, it increased from 53 cases in 2004 to 

80 in 2008; representing a 51% increase. Trends of IDU (6% 

increase) and a combined risk of MSM and IDU (46% 

increase) have shown to be an increasing risk of HIV 

transmission in Nevada from 2004 to 2008. In 2004 there 

were two perinatal HIV cases and decreased to zero. 

NRR/NIR cases in Nevada decreased 85% from 2004 to 

2008.  
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Figure1 6: From 2004 to 2008, the number of males living with 

HIV/AIDS in Nevada increased 27% from 5,210 cases in 2004 

to 6,617 in 2008. Among females living with HIV/AIDS in 

Nevada, in 2004 there were 1,051 females living with 

HIV/AIDS in Nevada and in 2008 there were 1,323; 

representing a 26% increase. Although a greater proportion of 

the male cases are AIDS compared to females; for both males 

and females, there was a greater increase among HIV (not 

AIDS) compared to AIDS cases from 2004 to 2008. This could 

suggest improved case management.  

Figure 17: From 2004 to 2008, among persons living with HIV 

in Nevada there was an increase among all race and 

ethnicities. The most significant increase (with the exception 

of multi-race with an 83% annual increase) was among API, 

which increased 59% from 113 cases living with HIV/AIDS in 

2004 to 180 in 2008. This increase was followed by Hispanics 

which increased 44% during this same time period, Blacks, 

which increased 28%, American Indians/Alaskan Natives, 

which increased 21%, and Whites which increased 20% among 

the persons living with HIV/AIDS in Nevada from 2004 to 2008.  

 

Figure 18: Among persons living with HIV/AIDS in Nevada 
there was an upward trend in all age groups. The most 
significant annual increases were among 55-64 year olds 
which increased from 161 cases in 2004 to 274 cases in 2008; 
representing a 70% increase. This was followed by 13-24 year 
olds which increased 44%, 45-54 year olds which increased 
36%, 35-44 year olds which increased 27%, less than 13 year 
olds increased 25%, and 25-34 year olds increased 16% from 
2004 to 2008 among persons living with HIV/AIDS in Nevada. 
These trends show that individuals are living longer with 
HIV/AIDS as we are seeing a significant increase among older 
individuals. MSM and IDU have increased 7% and 12% 
respectively during this time period. Perinatal exposure has 
increased 22% from 2004-2008, though there were no positive 
perinatal HIV cases in 2008.  

Figure 19: MSM continually represent the greatest number of 

cases as primary risk factor among persons living with 

HIV/AIDS in Nevada and increased 30% annually from 2004 to 

2008. This is followed by heterosexual contact which has 

increased 38% from 2004 to 2008 and between 2007 and 2008 

has become the second most commonly reported primary risk 

factor. IDU and a combined risk of MSM and IDU have 

increased 7% and 12% respectively during this time period. 
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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 2008, there were an estimated 6,643 
persons living with HIV/AIDS compared to 5,235 in 2004, 
representing a 20% increase in number of persons living 
with HIV/AIDS in Clark County from 2004 to 2008. The 
prevalence rate of persons living with HIV/AIDS in Nevada 
was 337.6 per 100,000 population.  
 New HIV Infection and AIDS- From 2004 through 2008, 
the number of newly diagnosed HIV infections and AIDS 
cases in Clark County has remained relatively consistent. 
Between 2005 and 2006, there was a slight decrease in 
the number of new HIV infections and from 2006 to 2008 
there was an increase in the number of new AIDS cases.  
In 2004, Clark County had 368 new HIV infections and in 
2008 there were 394; representing a 9% increase.  The 
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 newly diagnosed HIV infections in Clark 
County in 2008 was 20 per 100,000 population.  
 
 
 
 
 
 
 
 
 
 
 
 

Among the new HIV infections in Clark County, more than 
one-third (38%) were diagnosed by the Southern Nevada 
Health District (SNHD), 28% from a hospital in Clark 
County, 23% from a private medical provider (PMD), The 
reaming were diagnosed at the Veterans Administration 
(VA) (4%), Nevada Department of Corrections (NDOC) 
(3%), Other health care facility (3%), Metro/Vice (2%), 
and out of state facility (1%).  

 

Clark County is located in Southern 

Nevada. The county had a population of 

1,967,716 according to the 2008 interim 

population estimates, accounting for 72% of 

bŜǾŀŘŀΩǎ ǇƻǇǳƭŀǘƛƻƴΦ  

Clark County contains the city of Las Vegas, 

the state's most populous city. The 

population density was 174 people per 

square mile (67/km²) in 2006.   The countyΩǎ 

population was spread out with 25.60% 

under the age of 18, 9.20% from 18 to 24, 

32.20% from 25 to 44, 22.30% from 45 to 64, 

and 10.70% who were 65 years of age or 

older.  

In 2006, the median age of people in Clark 

County was 34 years.  

The median income for a household in the 

county was $53,536, and the median income 

for a family was $59,485.[7] Males had a 

median income of $35,243 versus $27,077 for 

females. The per capita income for the 

county was $21,785.  

About 7.9% of families and 10.8% of the 

population were below the poverty line, 

including 14.1% of those under age 18 years.   

 

Type of Facility
Number HIV Infection 

Diagnosed
% of Total Diagnosed 

cases

SNHD 150 38%

Hospital 109 28%

PMD 91 23%

VA 14 4%

NDOC 10 3%

Other 10 3%

METRO/VICE 6 2%

OOS 4 1%

Total 394 100%
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In 2008, in Clark County 85% 
(n=294) of the new HIV 
infections were among males 
and 15% (n=59) were among 
females. The rate of new HIV 
infections among males in 
Clark County in 2008 was 33.4 cases per 100,000 
population compared to the rate of new HIV infections 
among females was 6.1 cases per 100,000 population. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The proportion of new HIV Infections among females 
over the past five years (2004-2008) has decreased, while 
increasing among males in Clark County. The prevalence 
of males living with HIV/AIDS in Clark County increased 
28% annually from 2004 to 2008 while females living with 
HIV/AIDS in Clark County increased 23%. The number of 
new HIV infections increased 14% among males while 
decreased 20% among females from 2004 to 2008.  
 
 
 
In 2008, among 
persons living with 
HIV/AIDS in Clark 
County, the 
greatest proportion 
of cases was White 
(52%).  Blacks, 
accounted for 25% 
of persons living 
with HIV/AIDS 
while, Hispanics 
accounted for 20%, and all the other races combined 
accounted for 5% (2% API, 1% AI/AN, and 0% Multi-race) 
of the persons living with HIV/AIDS.  
 

 
 
 
 
 
 
 
 
 

 
 
 
 

From 2004 to 2008, the number of Whites living with 
HIV/AIDS increased 19%, while the number of Blacks 
increased 28%, Hispanics 45%, API 56%, and AI/AN 18% in 
Clark County.  
 
 
 
Among newly 
diagnosed HIV 
infections, less than 
half (41%) were White, 
more than a quarter 
(26%) were 
Hispanic/Latino 
persons, Black, 
accounted for slightly 
less than a third (28%), 
and all the other races combined accounted for five 
percent (3% API, 1% AI/AN, and 1% multi-race) of the 
new HIV infections in Clark County.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In this same time period, there was a 40% increase in the 
number of newly diagnosed HIV infections among 
Hispanics, a 22% increase among Blacks, and a 38% 
increase among API. However, there was a decrease in 
the number of Whites (15%) and AI/AN (33%).  
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MSM
70%

Heterosexual 
contact

19%

IDU
7%

MSM+IDU
4%

 

 
 
 
 
 
 
 
 
 
 
 
The proportion of new HIV infections in 2008 in Clark 
County, was greatest among 35-44 year olds (30%, 
n=120) and 25-34 year olds (28%, n=112). Youth (13-24) 
accounted for 15% (n=60), and there were no new HIV 
cases among individuals less than 13 years of age.  
Twenty-seven percent of new HIV infections were among 
those 45 years or age or older. Those 45-54 accounted for 
17% (n=66) of the new HIV infections, 55-64 year olds 8% 
(n=60), and 65 and older accounted for 2% (n=6).  
 
From 2004 to 2008, among newly diagnosed HIV 
infections, 55-65 year olds experienced the greatest 
annual percentage growth of 36%               [22| 30]            
followed by 13-24 [50| 60]            year olds and 25-34 
[96| 112]             year olds in Clark County, Nevada in 
2008.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Among new HIV infections in Clark County, there were 
more cases diagnosed between 25-34 years of age while, 
at the end of 2008 (age as of December 31, 2008) among 
persons living with HIV/AIDS in Clark County are primarily 
among the 35-54 age groups.  Therefore, HIV/AIDS cases 
are showing to be diagnosed at a younger age; the cases 
currently living with HIV/AIDS in Clark County, Nevada are 
among older age groups.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Male to male sexual contact (MSM) was the most 
prevalent primary risk factor for persons with new HIV 
diagnoses in Clark County in 2008.  In 2004, 64% of new 
HIV infections were among MSM compared to 70% in 
2008, representing a 16% growth in cases with MSM as 
primary risk factor  for HIV infection              
[236| 275].            
 
Heterosexual contact was the second most commonly 
reported primary risk factor for HIV infection in 2008 and 
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            [46| 75].        
This may be a result of more thorough case follow-up as 
opposed to an increase in this behavior.  
 
Injection drug use (IDU) is the third most common risk 
factor among new HIV cases, accounting for 7% of new 
case risk factors in 2008. In 2004, 25 of newly reported 
cases had IDU as primary risk factor compared to 27 in 
2008 in Clark County; representing a slight increase (8%) 
in cases with a risk of IDU. Persons with newly diagnosed 
HIV who had the combined risk of MSM and IDU 
increased 46% from 10 cases in 2004 to 14 cases in 2008.  
Persons with this combined risk accounted for only 3% in 
2004 and 4% in 2008 of the total new HIV diagnoses.  
 
In 2008, although there were children born to HIV 
positive mothers (perinatally exposed to HIV) in Clark 
County, there were no new perinatal HIV positive cases 
reported in Clark County.  
 
 
 

*Less than 1% reported NRR and Adult Hemophiliac and 

there were zero pediatric exposures.   
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N % N % N %

Male 217 84% 335 85% 2,929 85%

Female 41 16% 59 15% 518 15%

Total 258 100% 394 100% 3,447 100%

White, non-Hispanic 103 40% 163 41% 1,748 51%

Black, non-Hispanic 69 27% 112 28% 858 25%

Hispanic 73 28% 102 26% 719 21%

Asian/Hawaiian/Pacific Islander 10 4% 11 3% 84 2%

American Indian/Alaska Native 2 1% 2 1% 27 1%

Multi-race 1 0% 4 1% 11 0%

Total 258 100% 394 100% 3,447 100%

< 13 0 0% 0 0% 19 1%

13 to 24 16 6% 60 15% 187 5%

25 to 34 58 22% 112 28% 1,192 35%

35 to 44 98 38% 120 30% 1,309 38%

45 to 54 55 21% 66 17% 576 17%

55 to 64 25 10% 30 8% 147 4%

65 + 6 2% 6 2% 17 0%

Total 258 100% 394 100% 3,447 100%

MSM 182 71% 275 70% 2,229 65%

Heterosexual contact 46 18% 75 19% 428 12%

IDU 23 9% 27 7% 374 11%

NRR/Other 3 1% 3 1% 159 5%

MSM + IDU 3 1% 14 4% 229 7%

Perinatal exposure 1 0% 0 0% 21 1%

Adult Hemophilic/Blood 

Transfusion

0 0% 0 0%

7 0%

Total 258 100% 394 100% 3,447 100%

Sex

AIDS HIV Infections

Race/Ethnicity

Risk Factor

Age at Diagnosis

New Diagnosis Persons Living with 

HIV/AIDS
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Living with HIV (not AIDS) and AIDS:  (HIV/AIDS)- Among 
the 805 persons living with HIV/AIDS in Washoe County 
45% (n=362) 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 33% increase. The prevalence rate 
of persons living with HIV/AIDS in Washoe County in 2008 
was 193 per 100,000 population.  
 

New HIV Infections and AIDS- From 2004 through 2008, 
the number of newly diagnosed HIV infections and AIDS 
cases in Washoe County had decreased. 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 infections in Washoe County. 
The cumulative incidence rate of new HIV infection in 
Washoe County in 2008 was eight per 100,000 
population.  The number of new AIDS in Washoe County 
cases decreased as well by 25% from 32 new AIDS cases 
in 2004 to 24 new AIDS cases in 2008. The cumulative 
incidence rate of new AIDS cases in Washoe County in 
2008 was six per 100,000.  
 
 
 
 
 
 
 
 
 
Among the new HIV infections diagnosed in Washoe 
County in 2008, 24% were in other medical facilities, 21% 
by a Private medical provider (PMD), 21% by Northern 
Nevada HOPES, 18% from the Washoe County Health 
District, 15% from a hospital in Washoe County, and 3% 
out of state (OOS).  

 

Washoe County is comprised of the cities 

Reno and Sparks. As of 2000 Census, the land 

area of Washoe County was 6,342.27 square 

miles and the population density was 53.5 

people per square mile (21/km²). 

 According to the United State Census Bureau, 

the estimated population in Washoe County in 

2008 was 410,000. From April 1, 2000 to July 1, 

2008 Washoe County experienced a 21% 

increase in population.  

Males accounted for 50.8% of the total 

population in Washoe County and females 

49.2%. The racial makeup of the county was 

67.7% White, non-Hispanic, 2.6% Black or African 

American, 2.1% American Indian/Native 

American, 5.0% Asian, and  0.5% were Native 

Hawaiian or other Pacific Islander. Persons if 

Hispanic or Latino origin accounted for 21.2% of 

the population.  

In the county the population was spread out 

with 16% were under the age of 13, 34% were 

between 13 and 24 years of age, 14% were 25-

34, 15% were 35 to 44, 15% were 45 to 54, 11% 

were 55 to 64,  and 11% were 65 years of age or 

older.  

The median income in 2007 in Washoe County 

was $54,524 and 10.2% of persons living in 

Washoe County were below the poverty line.  

Type of Facility
Number HIV Infection 

Diagnosed

% of Total Diagnosed 

cases

Other 8 24%

PMD 7 21%

HOPES 7 21%

WCHD 6 18%

Hospital 5 15%

OOS 1 3%

Total 34 100%
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 In 2008, in Washoe County, 
76% of the new HIV 
infections were male and 
24% female. The rate of 
new HIV infections among 
males in Washoe County in 
2008 was 12.1 cases per 100,000 population while the 
rate of new HIV infections among females was 3.8 cases 
per 100,000 population. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The proportion of new HIV Infections among females 
over the past five years (2004-2008) has decreased 
among both males and females in Washoe County. The 
number of new HIV infections decreased 33% among 
males and 20% among females from 2004 to 2008. 
However, the prevalence of males living with HIV/AIDS in 
Washoe County increased 30% from 2004 to 2008                             
while among females living with HIV/AIDS in Washoe 
County increased 54%.  
 
 
 

 
In 2008, among 
persons living with 
HIV/AIDS in Washoe 
County, the greatest 
proportion of cases 
were among Whites, 
accounting for more 
than two-thirds of the 
cases (67%), followed by Hispanics 17%, 13% were Black, 
and all the other races combined accounted for 5% (2% 
API, 2%, AI/AN, and 1% multi-race) of the cases living with 
HIV/AIDS.  
 
 

 
Among newly diagnosed 
HIV infections, almost two-
thirds (62%) were White, 
15% were Hispanic , 12% 
were Black, and all the 
other races combined 
accounted for 12% (n=4) 
(3% API , 6% AI/AN, and 
3% multi-race) of the total newly diagnosed HIV 
infections in Washoe County.  
 
 
 
 
 
 
 
 
 
 
 
 
From 2004 to 2008, the number Whites living with 
HIV/AIDS increased 31%, while the number of Blacks 
increased 41%, Hispanics 33%, API 78%, and AI/AN 17% in 
Washoe County.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Among new HIV infections, there was a decrease in all 
racial/ethnic groups in Washoe County in 2008. Whites 
experienced a 16% decline in number of new HIV 
infections while Hispanics decreased 62%, Blacks 
decreased 56%, API decreased 50% and there were no 
changes among AI/AN and those who identified as multi-
race.  
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The proportion of new HIV infections in 2008, in Washoe 
County, was greatest among 45-54 year olds (35%, 
n=120) and 35-44 year olds (23%). There were no new 
cases among individuals less than 13 years of age. Yet 
youth (13-24) accounted for 9% of the new HIV infections 
and young adults accounted for 18%. Older adults, those 
55-64 and 65 and older accounted for 12% and 3% 
respectively.  
 
From 2004 to 2008, among newly diagnosed HIV 
infections, 55-65 year olds experienced the greatest 
annual percentage growth of 33% followed by individuals 
55 and older. There were declines among all other age 
groups. From 2004 to 2008, the number of new HIV 
infections among 13-24 year olds decreased 57%, those 
25-34 also decreased 57%, and 35-44 year olds decreased 
50% in Washoe County. Although there were the most 
significant declines among younger individuals, they still 
make up the burden of the disease in Washoe County.  
 
 
 

 
 
 
 
 
 
 
 
 
 
Comparing the age of newly diagnosed cases and the 
current age of persons living with HIV/AIDS in Washoe 
County, shows that peak of the newly diagnosed cases is 
in the older age group (45-54) compared to the majority 
of persons living with HIV/AIDS in Washoe County, whom 
are between 35-54 years of age. Additionally, there are a 
greater number of new HIV infections among the youth 
and young adults compared to the living cases in Washoe.  
 

 
 
 
 
 
 
 
 
 
 
 
Male to male sexual contact (MSM) was the most 
prevalent primary risk factor, accounting for 41% of the 
persons with new HIV diagnoses in Washoe County, 
Nevada in 2008.  Injection drug use (IDU) was the second 
most commonly reported primary risk factor among new 
HIV infection in Washoe County, accounting for 17% of 
the total; followed by, heterosexual contact (12%); and, a 
combined risk of MSM and IDU (12%). Cases with no 
reported risk (NRR) or risk unknown accounted for 18% of 
new HIV infections in Washoe County in 2008.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In 2004, 51% of new HIV cases were among MSMs and in 
2008, 41% had this risk factor, with a 44% annual decline 
in cases with MSM as primary risk factor  for HIV 
infection. Among new HIV cases in 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% 
increase from the five cases in 2004 with this reported 
risk factor. Heterosexual risk experienced a 20% decrease 
in the number of new HIV infections from five cases in 
2004 to four cases in 2008 who reported this as the 
primary risk factor for acquiring HIV infection. Persons 
with this dual risk accounted for 3% in 2004 and 4% in 
2008 of the total new HIV diagnoses.  
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N % N % N %

Male 21 88% 26 76% 683 85%

Female 3 13% 8 24% 122 15%

Total 24 100% 34 100% 805 100%

White 13 54% 21 62% 540 67%

Black 6 25% 4 12% 106 13%

Hispanic 2 8% 5 15% 122 15%

API 1 4% 1 3% 16 2%

AI/AN 2 8% 2 6% 14 2%

Multi-race 0 0% 1 3% 7 1%

Total 24 100% 34 100% 805 100%

< 13 0 0% 0 0% 3 0%

13 to 24 0 0% 3 9% 71 9%

25 to 34 5 21% 6 18% 264 33%

35 to 44 5 21% 8 24% 314 39%

45 to 54 10 42% 12 35% 120 15%

55 to 64 3 13% 4 12% 27 3%

65 + 1 4% 1 3% 6 1%

Total 24 100% 34 100% 805 100%

MSM 12 50% 14 41% 423 53%

Heterosexual contact 0 0% 4 12% 76 9%

IDU 5 21% 6 18% 87 11%

NRR/Other 4 17% 6 18% 126 16%

MSM + IDU 3 13% 4 12% 89 11%

Perinatal exposure 0 0% 0 0% 1 0%

Adult Hemophilic/Blood 

Transfusion
0 0% 0 0% 3 0%

Total 24 100% 34 100% 805 100%

Age at Diagnosis

New Diagnosis Persons Living with 

HIV/AIDS

Sex

AIDS HIV Infections

Race/Ethnicity

Risk Factor
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Living with HIV (not AIDS) and AIDS:  (HIV/AIDS)- In 2008 

there were 470 persons living with HIV/AIDS in the 

Frontier and Rural (FaR) areas of Nevada, which 

accounted for 6% of the 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. The prevalence rate of persons living with HIV/AIDS 

in FaR in 2008 was 193 cases per 100,000 population.  

 New HIV Infection and AIDS- In 2008, there were seven 

new HIV infections in the FaR counties of Nevada; 

representing a 17% increase from 2004. The seven new 

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 population.  From 2005 to 2006, 

there was a significant increase in the number of new HIV 

and AIDS cases in FaR, followed by a decline in 2007 to 

2008. This could be due to an increase in testing in these 

areas.  

 

 

 

 

 

 

 

 

 

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

In Nevada, Carson City, Storey, Lyon, and 
Douglas counties are considered rural, and 
the remainder are considered frontier. 
Frontier area designation is defined as 7 
persons or less per square mile. Nye 
County, located in the southern region of 
the state, is the third largest area county 
in the continental United States and has 
only 2.3 persons per square mile.  

Most of bŜǾŀŘŀΩǎ ǊǳǊŀƭ ŀƴŘ ŦǊƻƴǘƛŜǊ 
communities are located a considerable 
ŘƛǎǘŀƴŎŜ ŦǊƻƳ ǘƘŜ ǎǘŀǘŜΩǎ ƳŀƧƻǊ ƘŜŀƭǘƘ 
centers in the urban areas of the state. 
This distance makes it difficult for not only 
the residents to seek HIV services but for 
prevention and control staff to track and 
follow-up with new cases.  

Due to the small sample size of new HIV 
infections in the FaR areas of Nevada, this 
section of this report will only report on 
persons living with HIV/AIDS for 
demographic and risk break down 
analyses.  

 


