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Executive Summary

This HIV Epidemiologic Profile provides updated information about HIV and AIDS in Los Angeles County.
The Profile focuses predominantly on the social and demographic groups most affected by HIV and AIDS, as
well as those behaviors that can transmit HIV. The intent of the Profile is both to synthesize recent surveillance
data and research as well as to highlight changing patterns and emerging trends. Major findings include:

• Los Angeles County is very large and very diverse, geographically and demographically. A higher
proportion of Greater Los Angeles metropolitan area residents live in poverty than do residents of
any other major metropolitan area in the US. LAC has the largest regional education agency in the
US and the largest county jail. Challenges include a lack of affordable housing, overcrowding,
homelessness, a declining median income, a high proportion of residents without health insurance, and
a large and growing immigrant population arriving from many countries and speaking many languages.

• Compared with the US, the HIV/AIDS epidemic in LAC involves proportionally more Latinos and
more men who have sex with other men, but fewer persons whose mode of HIV exposure was
injection drug use or heterosexual contact.

• The annual number of adults and adolescents diagnosed with AIDS each year continued to decline for
all racial/ethnic groups in LAC. Infection rates (per 100,000 population) remained highest for both
Black males and Black females. The mode of HIV exposure for the vast majority of new male AIDS
diagnoses and two-thirds of female cases was sex with men.

• The number of new pediatric cases of HIV and AIDS in LAC continued to decline, due in large
measure to the administration of antiretroviral therapy to HIV-infected pregnant women and/or their
newborn infants. With the 2003 California prenatal HIV testing law - which allows a woman to “opt
out” of the otherwise routine HIV testing for pregnant women - a further reduction in perinatal
transmission of HIV can be expected.

• The number of men and women living with AIDS continues to increase with 19,700 persons living
with AIDS in LAC as of July 2004. Whites and Latinos make up three of four males living with AIDS,
while Latinos and Blacks represent three of four females with AIDS.

• Because the HIV reporting surveillance system implemented in 2002 does not have complete data,
the number of persons living with HIV in LAC must still be estimated. We estimate that 50,000 -
60,000 Angelenos are living with HIV and AIDS in LAC, one-quarter of whom are likely to be unaware
of their infection.

• From the few databases and local studies conducted to measure HIV incidence, high rates of recent
infection with HIV have been found among transgendered women (male-to-female transgender) and
men who have sex with men. With improved surveillance and laboratory technology, we will soon be
able to identify those groups most recently infected with HIV.
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• The impact of AIDS in LAC varies greatly by Service Planning Area (SPA), with the highest rate of
persons with AIDS (per 100,000 population) living in the metropolitan area (SPA 4), including West
Hollywood and Hollywood, followed by SPA 8, including Long Beach. Antelope Valley (SPA 1) had
the lowest living AIDS case rate of any SPA.

• Behavioral risk groups in LAC with the highest estimated rates of HIV infection are transgendered
women, men who have sex with men who also inject drugs (MSM-IDU), MSM who do not inject
drugs, and MSM who report having sex with women (but who do not inject drugs). Groups with
lower rates of infection include heterosexual male IDU, female IDU, and women at sexual risk.

• Among racial/ethnic groups in LAC, the high proportion of American Indians/Alaskan Natives who
are living with AIDS was second only to Blacks and significantly higher than for Whites, Latinos, and
Asian/Pacific Islanders.

• Surveillance data and local studies have found some of the highest HIV infection rates in Black and
Latino MSM, who also report feelings of stigma, discrimination, and marginalization from their
respective communities.

• National surveillance data from CDC, local studies, and recent syphilis outbreaks in LAC and
elsewhere have all raised concerns that MSM - especially White MSM - may be putting themselves at
increasingly high risk for HIV. In LAC,White MSM were more likely than other MSM to report using
recreational injection drugs and finding sex partners on the Internet. Also, more White than non-
White MSM with AIDS reported having a large number of recent sex partners and engaging in
unprotected anal intercourse.

• Injection drug users (IDU) in LAC have much lower rates of HIV infection than do IDU from the
Northeast US, but have similarly high rates of hepatitis C virus (HCV). One reason for this
discrepancy may be the local availability of “black tar” heroin, which may make HIV transmission more
difficult while still allowing for transmission of the more infectious HCV.

• Angelenos utilizing AIDS Drug Assistance Program (ADAP) benefits were predominantly English-
speaking White and Latino males with an annual income less than $18,000 and no health insurance.
Most ADAP recipients receive care from a public medical provider.

• HIV infection was detected “very late” - that is, within a year of their AIDS diagnosis - in over two-
thirds of Latinos and in over half of Blacks living with AIDS who participated in the Los Angeles
Supplemental HIV/AIDS Survey Project (SHAS) from 2000-2004, while a third of HIV infections
among White participants were detected very late. The proportion of Whites in the study to have
detected their infection “early” - that is, at least 5 years before a diagnosis of AIDS - was nearly twice
that for Blacks and 4 times higher than for Latinos.
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This profile is the third edition of An Epidemiologic Profile of HIV and AIDS in Los Angeles County released
by the HIV Epidemiology Program. This Profile contains updated epidemiologic information on HIV and AIDS in
Los Angeles County (LAC). This information is provided in order to assist community-based organizations,
planners, and policy-makers in the planning, implementation, and evaluation of programs and policies that involve
HIV and AIDS care, prevention, education, and research in the county. It is our hope that by providing accurate
and timely information, we can assist in reducing the spread and impact of HIV throughout LAC.

The Profile is consistent with guidance from the Centers for Disease Control and Prevention (CDC) and
Health Research Services Administration (HRSA), as provided at a recent integrated CDC/Ryan White CARE Act
grantee training. As was done in the second edition (2000), the Profile again focuses on behavioral risk groups
(BRGs) and other targeted groups identified by both the HIV Prevention Planning Committee (PPC) as well as
the Commission on HIV/AIDS Health Services (CHHS). The Profile also includes a section on patterns of care
service utilization. Finally, the Profile emphasizes the presentation of epidemic information by Service Planning
Area (SPA) to help planners and policy-makers effectively address regional needs.

Although HIV reporting by non-name code became mandatory in the State of California on July 1, 2002,
information on non-AIDS HIV-infected persons collected thus far is not complete and has not been evaluated,
so is not presented in the Profile. In the absence of this information, we have relied heavily on AIDS surveillance
data, estimates of HIV prevalence, and data from HIV seroprevalence studies of high-risk populations conducted
by the HIV Epidemiology Program, as well as data collected by other programs and local academic institutions.

AIDS surveillance data does not represent a complete picture of the HIV epidemic. Estimates of HIV
prevalence should be interpreted with caution, taking into consideration the limitations of each estimate - as
footnoted and stated in the Technical Notes at the end of the Profile.

The Profile is divided into eight sections, beginning with this introduction. In Section II, a description of the
geographic and socio-demographic characteristics of LAC, including sub-groups at high risk for HIV, is presented.
Section III then provides information on epidemiologic trends in AIDS incidence, prevalence, and mortality
countywide. Section IV describes the geographic distribution of HIV and AIDS by Service Planning Area.
Section V describes HIV and AIDS cases in terms of Behavioral Risk Groups identified by the Prevention Planning
Committee. The next section, VI, describes the epidemic as it impacts some special populations as identified by
the Commission on HIV/AIDS Services. Section VII describes persons with HIV and co-morbid conditions, such
as tuberculosis, sexually transmitted diseases, and hepatitis C disease. Section VIII is a new section devoted to
data on the treatment and care of persons living with HIV and AIDS in LAC. Finally, appendices are presented,
including: Appendix A: Glossary, terms used in the Profile with which readers may not be familiar ; Appendix B:
Technical Notes, containing an explanation of some of the methods, strengths, and limitations of the data cited in
the Profile; and Appendix C: References, which includes reports, web sites, and scientific literature cited in the
Profile.
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Geography: Los Angeles County (LAC), which was established in 1850, presently consists of 4,084 square
miles, comprising approximately 3% of California's total land area. A diverse land, LAC has 81 miles of ocean
shoreline, mountain ranges with 10,000-foot peaks, densely populated valleys (23,000 persons per square mile),
and a sparsely populated desert (2,000 per square mile) [1].

Population: LAC, with 10 million residents, is the
most populous county in the United States. In fact,
it is more populous than 42 of the 50 states. The
2000 census reported the population of LAC to be
over 9.5 million or about 29% of California's total
population. LAC's population has increased 7.4%
since the 1990 census, continuing a decades long
trend (see Figure 2.1) [2]. With a population of 3.7
million and representing 39% of all county residents,
the City of Los Angeles is the largest of the county's
88 incorporated cities; Long Beach is next largest
with a population of 457,608, representing 5% of all
county residents.

Age/Gender Composition: As in years past,
females accounted for slightly more of the county
population (50.6%) in 2000 than did males (49.4%).
The census 2000 age distributions of LAC and US
residents are shown in the population pyramid
below by gender (see Figure 2.2). The narrow base
of the pyramid indicates that the LAC and US
populations are growing slowly (see Technical Note
#1). Comparatively, LAC has an excess of children
and young adults (shown in pink), while the US has
an excess of adults aged 40 years and over (shown
in yellow), indicating a faster growing population for
LAC compared with the US. Similarly, LAC had
proportionately fewer residents aged 65 years and
older (9.7%) than did the US (12%), and had more
children under the age of 18 years (28%) than did
the US (26%). While the median age has continued
to increase slightly over the past several decades (29
years in 1970, 30 years in 1980, 31 years in 1990), in
2000 the LAC median age (32 years) was still lower
than that of the US (35.3 years).

II.II. Description of Los Angeles County

FIGURE 2.1

2 HIV Epidemiology Program



Within the county, race/ethnic-specific population pyramids vary greatly, ranging from a growing population of
Latinos, with a broad base of children and young adults, to an apparently declining White Angeleno population, with
a higher proportion of older adults atop a narrower base of children and youth (Figure 2.3). Accordingly, the ratio
of persons over 65 years to children under the age of 15 was highest for Whites (116:1), then Asians (60:1), Blacks
(39:1), and lowest for Latinos (14:1). The median age for LAC residents in 2000 ranged from a low of 26 years for
Latinos, to 28 years for American Indians, 33 years for Blacks, 35 years for Asians, to a high of 41 years for Whites.

FIGURE 2.2
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Growth Trends: Births accounted for 59% of
the county's population growth in 2000, while in-
migration from other states and immigration from
other countries accounted for the other 41%. There
were 98,000 births recorded in LAC in 2000 [1].
The birth rate (16 per 100,000 population in 2000)
is slightly higher than that of California as a whole
(15 per 100,000). County birth rates, however, have
continued to decline since a peak of 23 per 1,000 in
1991 [3]. In 2001, Latina mothers delivered 63% of
all births; Whites, 18%; Asian/Pacific Islanders, 10%;
and Blacks, 8%. The infant death rate fell from 8
infant deaths per 1,000 births in 1990 to 5 in 2000.
The proportion of births to teenagers (age under
20 years) was 10% in 2001. Births to women over
35 increased from 11% in 1990 to 17% in 2001 [1].

Recent immigrants: Constant migration
continues to drive the ethnic diversity of LAC's
population. Hailing from 6 continents and nearly
100 countries, over 3.5 million county residents are
foreign-born (36%), compared with 26% of
Californians and 11% of Americans, according to the
2000 Census. In fact, Los Angeles is the nation's
second largest port of entry for immigrants in the
U.S. Nearly half (49%) of all Latin LAC residents and
over two-thirds (68%) of Asians are foreign-born.
More than half (54%) of the County's population
speak another language besides English at home,
while over a quarter (28%) admit they do not
speaking English “very well” [1].

Racial composition: Los Angeles is one of the
most ethnically diverse counties in the nation. Los
Angeles has been characterized by ethnic transition
since the 1700's, shifting from American Indian to
Mexican to non-Hispanic White to today's multi-
racial, multi-ethnic mix of people from all parts of
the world. While Whites are the majority racial/ethnic
group in the United States as a whole, no racial or
ethnic group constitutes a majority - that is, greater
than 50% of the population - in LAC (see Figures 2.4
and 2.5) [2]. Latinos, with 46% of the county's
population, are projected to be a majority by 2010.
Non-Hispanic whites account for 32% of county
residents, Asian/Pacific Islander 13%, Black 9.4%, and
American Indian 0.3%. Although American Indians
represent less than 1% of the population, they
constitute the largest urban concentration of
American Indians in the United States. And while
Asian-Pacific Islanders represented the fastest
growing community in the county from 1980 to
1990 (having increased in size by 112%), Latinos
represented the fastest growing community from
1990 to 2000, with a 28% increase.

FIGURE 2.4
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These broad categories mask an even greater
diversity of the ethnic communities in LAC,
composed of many nationalities with distinct cultures
and languages. For example, as of 2000, countries of
origin among the Latino residents of the county
include Mexico (72%), Central America (8.8%), South
America (1.8%), Cuba (0.9%), Puerto Rico (0.9%),
Dominican Republic (0.04%), while other Spanish and
unspecified accounted for 16% [1]. Among Asian-
Pacific Islanders (A-PI), 98% are Asian and 2.3% Pacific
Islander. Countries of origin include China/Taiwan
(28%), the Philippines (22%), Korea (16%), Japan
(9.6%), Vietnam (6.7%), India (5.2%), Samoa (1.1%),
while other and unspecified countries accounted for
11% [1].

Industry and Employment: Once the leading
farm county in the nation, 45 years later agriculture
only accounts for 0.2% of jobs in LAC [4]. Over the
past few years, LAC has witnessed a shift in the labor
force from manufacturing jobs to service industry
jobs. In 2000, the leading industries in the county are
Services with 33% of the labor force, followed by
Retail Trade with 22%, and Manufacturing with 16%,
and Government with 15% [5]. The seasonally
adjusted unemployment rate in the County was up
from a recent low of 5.0% in January 2001 to 6% in
October 2004, compared with 5.7% in California
and 5.5% in the U.S. [6]. By race/ethnicity,
unemployment rates varied from a high of 11% for
Blacks, to 8% for Latinos to 6% for Whites.

Income & Poverty: Between 1990 and 2000, the
median annual income for county residents, adjusted
for inflation, declined 9%, from $46,067 to $42,189
[1]. Twenty-three percent of households were in the
lowest income category - at or near poverty level -
while 15% of county households made more than
$100,000 per year. There was significant disparity in
income between racial/ethnic groups, with Whites
median annual income at $54,000, Asians at $48,000,
American Indians at $36,000, Latinos at $34,000 and
Blacks at $32,000 [1]. US Census 2000 reported Los
Angeles as having the highest proportion of residents
living in poverty than any other major metropolitan
area in the US. Though improved since peaking at
24% in 1995, 18% of LAC residents were living in
poverty in 2000 [1]. In comparison, 14% of
Californians and 12% of Americans live in poverty.
Among race/ethnic groups, 23 - 24% of LAC Blacks,
Latinos and American Indians were living in poverty,
compared with 14% of Asians and 9% of Whites [1].
In 2000, about 1.7 million LAC residents received
some sort of public assistance, half of whom received
medical insurance coverage only [1].

FIGURE 2.5
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Housing and Homelessness: LAC has the
nation's 16th least affordable housing market. The
housing vacancy rate is very low (4.2%) and fewer
housing units are home owned (48%) than in either
California (57%) or the US (66%) [1]. Among rented
housing units, 23% were considered overcrowded in
2000, with more than one person per room
(including the kitchen but excluding bathrooms).
While there are some 18,500 beds available in over
300 homeless shelters in the County, there are an
estimated 80,000 persons who are homeless on any
given night in the County and 254,000 homeless
during the course of a year [7]. According to the
2000 US Census, 375,000 LA County adults
reported having been homeless in the past 5 years.

Health Insurance: According to the 2001
California Health Interview Survey, using random
telephone digit dialing of LAC adults, 24% of adults
and 12% of children in LAC did not have health care
insurance [8]. Among contacted adults, Latinos had
the highest proportion uninsured (38%), followed by
Asians (21%), Blacks (15%), and Whites (13%).
Among children of respondents to the 2002 - 2003
LA Health Survey, 10% were uninsured, including 14%
of Latinos, 10% of Asian/Pacific Islanders, 4% of
Whites, and 3% of Blacks. According to the county's
“Key Indicators of Public Health,” 19% of adults and
7% of children in the County reported having no
regular source of health care [9].

Infant Health: The vast majority of county
women (86%) received prenatal care in their first
trimester in 2001 and nearly all (96%) received care
by the second trimester [1]. In every year since
1990, approximately 6 - 7% of women have given
birth to low or very low birth weight babies [10].
Historically, Black women have had twice the rate 
of low bir th weight babies than have other
race/ethnicities. The infant mortality rate (see
Glossary) for LAC was down from 8.4 per 1,000 live
births in 1990 to 4.9 per 1000 live births in 2000.
In comparison, California's infant mortality rate was
5.2 per 1,000 live births in 2000; the Healthy People:
2010 goal is 4.5 per 1,000.

Mortality and Cause of Death: In 2001, the
overall crude death rate for LAC was 6.3 deaths per
1,000. Nearly two-thirds of all deaths in LAC were
due to heart disease, cancer, or stroke, the leading
causes of death in all racial/ethnic groups in LAC and
the US (Figure 2.6) [11, 12]. Between 1991 and
1999, the death rates for heart disease, cancer, and
stroke decreased by 31%, 21%, and 23% respectively,
while the death rate for diabetes increased 43%. In
1991, AIDS was the 7th leading cause of death
among LAC residents. AIDS was the leading cause of
death for LAC men aged 25 to 44 years in 1996, but
dropped to the third leading cause in 1997 (behind
unintentional injury and homicide) and dropped to
5th in 2001 (see Figure 2.7).

FIGURE 2.6

Top 10 Causes of Death: Los Angeles County and the United States

LAC: 1991
1. Heart Disease

2. Malignancy/Cancer

3. Stroke

4. Pneumonia/Influenza

5. Unintentional injury

6. Chronic Lung Disease

7. AIDS

8. Homicide

9. Liver Disease

10. Diabetes

LAC: 2001
1. Heart Disease

2. Malignancy/Cancer

3. Stroke

4. Chronic Lung Disease

5. Pneumonia/Influenza

6. Unintentional injury

7. Diabetes

8. Homicide

9. Liver Disease

10. Alzheimer’s Disease

USA: 2001
1. Heart Disease

2. Malignancy/Cancer

3. Stroke

4. Chronic Lung Disease

5. Unintentional injury

6. Diabetes

7. Pneumonia/Influenza

8. Alzheimer’s Disease

9. Kidney disease

10. Septicemia
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Education: The LAC Office of
Education is the nation's largest
regional education agency. In 2001 -
2002, there were 1.7 million students
enrolled in 1,897 public schools in 94
school districts in the County [13].
Twenty-eight percent of all California
students were enrolled in LAC public
schools. Los Angeles Unified School
District is the largest district in the
county with 43% of enrolled public
school students. Ten percent of all 
K-12 students were enrolled in
private schools during the same time
period. Latinos comprise 60% of all
students in public schools, while
Whites comprised 18%, Blacks 11%,
Asians 8%, Filipinos 2%, Pacific
Islanders 0.5%, and American Indians
or Alaskan Natives 0.3%. Students in LAC schools
speak 90 different languages. Of the high school Class
of 2000, 62% of students graduated with their class,
including 93% of Asians,90% of Filipinos,78% of Whites,
74% of Pacific Islanders, 57% of American Indians, and
54% of both Black and Latino students. Among LAC
adults over 25 years of age, 30% did not graduate from
high school. A recent study conducted by the United
Way found that Los Angeles has the highest rate of
illiteracy among working age adults of any metropolitan
area (53%) [14].

Incarcerated Persons: Incarceration of adults
in LAC includes inmates of federal, state, and county
facilities. The two Federal correctional facilities had a
daily census of a little more than 2,000 inmates [15].
One adult California Department of Correction
facility houses over 4,500 inmates [16]. The daily
inmate census for the nine jail facilities and the
Inmate Reception Center of the LA County Sheriff's
Department has recently dropped due to facility
closures, from an average of 19,500 in 2002 to just
over 17,000 inmates in 2003 [17]. In 2002, 159,035
inmates were booked into the county jail system, of
which 88% were male. Among males, 46% were
Latino, 36% Black, 15% White, and 3% of other
race/ethnicity. Among female inmates, 44% were
Black, 29% Latino, 24% White, and 3% of other
race/ethnicity. Historically, about 95% of the inmates
released on probation from the county jail system
remain in the county.

Mental Illness: Severe and persistent mental
illness (SPMI) includes chronic schizophrenia, bipolar
disorder, major depression, dementia, or other
psychological conditions that may lead to persistent
disability. It is estimated that around 2.6% of
California adults suffer from SPMI and 5.4% from
serious mental illness, which includes any mental
illness diagnosis; meanwhile, the seriously and
severely emotionally disturbed comprise 9% - 13%
of children in California [18].

LAC represented 20% of mental health clients
served statewide [19]. Approximately 2% of the
entire LAC population (220,500 persons) was
served by the LAC Department of Mental Health
(DMH) in fiscal year 2002 - 2003 [20]. Slightly more
than half (55%) of these clients were male. The
majority (68%) were adults. The race/ethnic
distribution of DMH clients was as follows: 30%
Latino, 27% white, 26% Black, 5.5% Asian, 0.5%
American Indian, 1% other, and 10% unknown. Of
these clients, 39% (86,000) were uninsured when
accessing mental health services.

FIGURE 2.7
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Service Planning Areas: In 1998, LAC aggregated its 26 health districts into eight service planning areas or
SPAs. SPAs were created by the Children's Planning Council and approved by the County Board of Supervisors
in 1993 to make public health service more responsive to local needs. The Service Planning Areas for LAC are:
Antelope Valley, SPA 1; San Fernando Valley, SPA 2; San Gabriel Valley, SPA 3; Metro, SPA 4;West, SPA 5; South, SPA
6; East, SPA 7; and South Bay, SPA 8 (see Figure 2.8). Data presented in this Profile is often displayed by SPA.

Table 2.1 gives a brief overview of geographic and
socio-demographic characteristics by SPA. As is seen
in the table, the size and composition of the SPAs
varies greatly. For example, Metro and South SPAs
have a population density of over 10,000 persons per
square mile, while Antelope Valley's population density
is less than 200. Latinos make up the majority in the
Metro (54%), South (59%), and East (69%) SPAs, while
Whites predominate in the West (62%) and Antelope
Valley (51%). The SPA with the greatest proportion of
Blacks is South (35%), while the greatest proportion of
Asian-Pacific Islanders in the San Gabriel Valley (23%).
American Indians are spread throughout the county
with no apparent concentration in any one SPA.

SPA 7 has the greatest proportion of foreign-born
residents (59%). SPA 6 has more than twice the
proportion of children than SPA 5 (34% vs. 17%)
and has almost three times the number of persons
living at less than 200% of the Federal Poverty Level
(63% vs. 24%).

Conversely, South SPA has just over half the
proportion of adults with a high school diploma (48%
vs. 90%) and less than a sixth the proportion of adults
with a college degree (8% vs. 52%) than the West
SPA. South SPA also had the highest teenage
birthrate at 83 out of every 1,000 live births, followed
by East SPA at 57 per 1,000 live births. In all SPAs,
over 80% of women received perinatal care during
the 1st trimester, and over 90% by the 2nd trimester
of their pregnancies.

FIGURE 2.8
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III.III. Epidemiologic Trends in 
HIV and AIDS in Los Angeles County

FIGURE 3.1

As of July 2004, a cumulative total of 48,510 persons with AIDS and 28,810 AIDS-related deaths were reported
in Los Angeles County for a cumulative case-fatality rate of 59%. Los Angeles County accounted for 5.5% of
cumulative reported AIDS cases in the United States, 5.7% of US AIDS deaths, and 5.1% of persons living with AIDS.
There are now over 19,700 persons living with AIDS in LAC.

A. Comparison of AIDS Trends in Los Angeles and the US

While there are some similarities in AIDS trends in the US and LAC - such as the dramatic decrease in annual
diagnosed AIDS cases and AIDS deaths from 1995 to 1998 (see Figures 3.1 and 3.2) - there are also some
important differences - especially in the distribution of cases by demographics and risk exposure. Therefore, it is
important to look at local data and trends when trying to understand the impact of the epidemic locally.

In both the US and LAC, the number of
AIDS cases diagnosed annually increased
sharply, peaking in 1992 - 1993. After a
few years of steady decline, a steeper
decline was seen from 1996 to 1998
before leveling off from 1999 to 2002.
Nationally, CDC reported a 2.2% increase
in annual diagnosed AIDS cases from
2001 to 2002, sparking concerns about
the growing resistance of HIV to highly-
active antiretroviral therapy (HAART).
Unlike the US, LAC has yet to see a similar
increase in annual AIDS cases.

Annual AIDS deaths have also shown
nearly identical patterns in the US and
LAC, with steady increases seen up to
1995, followed by steep declines from
1996 to 1998 (when HAART was
introduced) followed again by less steep
declines thereafter. LAC saw its first
increase in AIDS deaths since 1994 - an
increase of 1.1%, from 612 deaths in 2000
to 680 deaths in 2001.

FIGURE 3.2
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With the decline in deaths outpacing the decline in new cases, the number of persons living with AIDS in the
US and LAC continues to increase (see Figures 3.3 and 3.4).

Gender: The percentage of males living with AIDS is much higher than for females. Men living with AIDS
account for a higher proportion in LAC (89%) than they do nationally (78%). Among newly reported AIDS cases
in LAC for 2001 - 2002 combined, the males comprised 87%. From 1993 to 2002, there has been a trend of
increasing proportion of new AIDS cases that are female; but this trend has been less marked for LAC than for
the U.S. (see Figures 3.5 and 3.6).
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Race/Ethnicity: The racial/ethnic distribution of persons with AIDS differs markedly between LAC and the
US. While Whites were the predominant group affected in both the US and LAC in the 1980's and early 1990's,
Latinos have become the predominant group in LAC since 1997 and Blacks have become the predominant group
in the US since 1996 (see Figures 3.7 and 3.8).

In 2002, Latinos accounted for 43% of persons with AIDS diagnosed in LAC, but only 20% of US cases. Blacks
accounted for 22% of LAC cases, but half (50%) of all US cases. Whites accounted for 30% of LAC cases and
28% of US cases, while other race/ethnicities - such as Asian/Pacific Islanders and American Indian/Alaskan Natives
- accounted for less than 5% of LAC cases and only 2% of US cases.

The percentage distribution of persons with AIDS is heavily influenced by underlying differences in the
racial/ethnic population distributions of the US compared to LAC, as seen in the previous section. For this reason,

AIDS rates by race/ethnicity are a better
indicator for measuring the relative impact of
AIDS among these groups. For both the US
and LAC, the highest 2002 annual incident
AIDS rates for men and women were seen
among Blacks (see Figure 3.9), while the
lowest rates were seen in Asians. Rates of
newly diagnosed AIDS cases were similarly
high for both US and LAC Black males (110
and 81 cases per 100,000 population,
respectively) and similar for US and LAC
Latino males (37 versus 36 per 100,000), and
for Asian males (8 versus 11 per 100,000).
The rate of new cases for White males in the
US, however, was half that of White males in
LAC (14 versus 30 per 100,000).
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Among women, the US and LAC rates for
2002 were similar for Whites and Asians; but
among Latino females, US rates were three
times as high as LAC rates and among Black
females US rates were 6 times as high as
LAC rates (see Figure 3.10).

In a 1998 State Office of AIDS report
entitled A Spatial Study of AIDS Surveillance
Data by Demographic Subgroups in California,
gender and racial/ethnic-specific AIDS rates
were compared by county. Only among
Latino males, did Los Angeles County have a
statistically higher AIDS incidence rate (36
per 100,000) than did the State (28 per
100,000). Still, among Latino males, the 
LAC rate was much lower than that for 
San Francisco County (122 per 100,000).

Mode of exposure: Mode of exposure means how HIV is transmitted - that is, through sexual contact, injecting
drugs using an HIV-contaminated needle or syringe, from mother to child, or by receiving HIV-contaminated blood
or blood products. When doing AIDS surveillance, demographics, modes of exposure and other information are
also reported. The distribution of AIDS cases by modes of exposure differs greatly between LAC and other regions
of the country - such as the South and Northeast United States. LAC has always had a higher proportion of men
who have sex with men (MSM) than the nation overall. This can be seen in Figures 3.11 and 3.12.
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From 1986 to 2002, the proportion of annual AIDS
cases attributable to transmission among men who
have sex with men (MSM) decreased from 65% 
to 40% nationally, while LAC witnessed a decrease
from 85% to 65%. Conversely, cases attributable to
heterosexual contact increased nationally from 3% in
1985 to 30% in 2002; while in LAC, the increase was
from less than 1% in 1985 to 15% in 2002.

Figure 3.13 presents the distribution of newly
diagnosed AIDS cases in 2002 by mode of exposure
for both LAC and US adults and adolescents. MSM
(in purple) and MSM/IDU (that is MSM who also
inject drugs, in orange), together accounted for 72%
of LAC's incident cases, but only 44% of national
cases. Conversely, twice the proportion of US cases
reported HIV exposure through (non-MSM) injection
drug use (24% versus 12%) or heterosexual contact
(30% versus 15%) compared with LAC cases.
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B.   AIDS in Adolescents and Adults in Los Angeles

Gender: The number of male adolescent and adult AIDS cases diagnosed annually in LAC has decreased
substantially, from about 3,600 cases in 1993 to only 1,100 cases in 2002 (see Figure 3.14). Meanwhile, female AIDS
cases also decreased from a high in 1995 of 358 cases to 168 cases for 2002. In 1993, males composed 92% and
females 8% of all adult and adolescent AIDS cases in LAC; in 2002, the proportion of female cases rose to 13%
(see Figure 3.15).

Race/ethnicity: The annual number of adult and adolescent AIDS cases decreased for all races/ethnicities in
the last 10 years, most dramatically among Whites, whose annual total dropped from 1,845 cases in 1993 to only
378 cases in 2002 (see Figure 3.16). Latino cases also dropped sharply, from 1,179 in 1993 to 378 in 2002, while
Black cases dropped from 847 to 256 cases in the same time period.

In 1993,Whites comprised 47% of adults and adolescents living with AIDS in LAC, Latinos 30%, Blacks 21%, and
Asian/Pacific Islanders only 2% (see Figure 3.17). By 2002, however, Latinos comprised the largest number of cases
with 44%, followed by Whites at 29%, Blacks at 22%, and Asian/Pacific Islanders at 4%. Not shown in the figure due
to small numbers,American Indians and Alaskan Natives composed 0.5% of all county adults and adolescents living
with AIDS in both 1993 and 2002.

FIGURE 3.14 FIGURE 3.15

FIGURE 3.16 FIGURE 3.17
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While Whites once had, and Latinos now have, the highest number and proportion of cases, Blacks have been
impacted more than any other race/ethnicity in the county. Black adult and adolescent male annual AIDS rates,
while steadily decreasing in the last 10 years, continue to be more than twice that of White and Latino males (see
Figure 3.18). Similarly, among adult and adolescent females, Blacks have the highest rate of any race/ethnic group,
3 times higher than Latina rates and 7 times higher than Whites in 2001 (see Figure 3.19).

Age: In 2002, compared with 1993, there were proportionately fewer AIDS cases diagnosed among younger
age groups than among older age groups (see Figure 3.20). In fact, the median age at diagnosis has risen from 33
years in 1981 to 39 years in 2001 (see Figure 3.21).
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Mode of Exposure: While declining
slightly, MSM (including MSM who inject drugs)
continue to account for the vast majority of
cases, with 92% of male cases before 1993, but
only 83% of male cases diagnosed in 2001 
(see Figure 3.22). Injection drug use among
heterosexuals has accounted for an increasing
amount of male cases, with only 5% of cases
prior to 1993, but 9% of cases diagnosed in
2001. Prior to 1993, heterosexual contact
accounted for only about 1% of all male adult
and adolescent AIDS cases in LAC. Among
men diagnosed with AIDS in 2001 in LAC,
mode of exposure was reported as heterosexual
transmission in 7% (86 out of 1,253).

The proportion of female adults and
adolescents in LAC who reported sexual
contact as their mode of exposure rose from
49% among cases prior to 1993 to 62% 
among cases diagnosed in 2001 (see Figure
3.23). Conversely, injection drug use among
female cases has decreased from 32% prior 
to 1993 to 25% in 2001. Other modes of
transmission among females - such as blood
transfusion/hemophilia - dropped from 19% in
1993 to 13% in 2001.
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C.   HIV and AIDS in Children

AIDS Surveillance Data
As of December 2003, a total of 243 children 13
years of age or less had been reported with
pediatric AIDS in LAC. The annual number of
children diagnosed with AIDS in Los Angeles County
declined from a peak of 28 in 1994, to 12 in 1996, 3
in 1998, 3 in 2002, and no new pediatric AIDS cases
in 2003. The decrease in the number of children
with AIDS in recent years is due to the effectiveness
of providing antiretroviral treatment to HIV-infected
pregnant woman as well as providing treatment to
infected children.

A contributing factor to the decline in new pediatric
AIDS cases is the increasing use of highly-active
antiretroviral therapy (HAART) since 1995 in HIV-
infected children who have not progressed to AIDS.
Data from the Pediatric Spectrum of Disease HIV
study (PSD; see below) suggest that at their last
medical contact, 89% of HIV-infected children were
receiving HAART.

Since the implementation of universal blood
donor screening in 1985 and the treatment of blood
products received by those with hemophilia and
other blood clotting disorders, the majority of
children reported with AIDS have been exposed to
HIV via perinatal (mother-to-child) transmission. Of
the 243 cumulative children diagnosed with AIDS
under age 13, 69% acquired HIV from their mothers;
26% were infected through a blood transfusion; and
3% had hemophilia or a coagulation disorder. In 2%,
no exposure category could be determined.

The racial/ethnic distribution for children with AIDS
is similar to that of adult female cases. Overall, 18%
of the 243 children diagnosed with AIDS in LAC
were White, 35% Black, 45% Latino and 2% Asian.

Children Living with AIDS
As of December 2003, 55 of the 243 children who
were under 13 when diagnosed with AIDS were still
alive and in medical care in LAC. The average age of
these children is now 12 years and 37% are 13 years
of age or older. Although the number of children

diagnosed with AIDS is small, prevention of
secondary HIV transmission will be an issue as these
adolescents become sexually active and reach
reproductive age. In addition, many will lose their
family members to HIV and will continue to need
supportive services.

Pediatric Spectrum of
Disease (PSD)
The LAC Pediatric Spectrum of HIV Disease (PSD)
study collected data on all children in LAC who have
been exposed to or infected with HIV, as well as
those who have been diagnosed with AIDS from
1988 to 2004. Follow-up reviews were done every
6 months to document new symptoms, treatment
regimens, immunologic status, and death. PSD data
suggest that the widespread use of antiretroviral
therapy in HIV-infected mothers and their newborns
has been a major factor in the decline in perinatal
HIV infection among children in LAC (Figure 3.24).

PSD data show that in addition to the 55 children
with an AIDS diagnosis, 107 children less than 13
years of age are currently living in LAC with HIV
infection. Of the 162 cumulative children under age
13 diagnosed with HIV and AIDS, 93% acquired HIV
from their mothers, 4% were infected through a
contaminated blood transfusion, and 2% had an
unknown exposure.

FIGURE 3.24
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HIV Testing in Pregnant
Women

PSD data suggest that HIV-infected women who
do not receive prenatal care are more likely to
transmit HIV vertically to their infants (28% vs. 7%)
[21]. To maximize HIV prevention efforts, women
must be identified as having HIV infection as early as
possible during pregnancy and offered antiretroviral
therapy. In 1998, PSD surveyed a sample of private
obstetrical practices in Los Angeles County and
found that while 96% of the practices were offering
HIV testing to all pregnant women, only about half
reported that 95-100% of their patients accepted
the test. Implementation of mandatory prenatal HIV
testing with an “opt out” clause has been shown to
increase HIV testing of pregnant women [22].

In 2003, California enacted an “opt out” prenatal
testing law (California Health and Safety Code
Sections 125085, 125090, 125105, and 125107)
which mandates that all prenatal care providers
make HIV testing a routine part of the blood panel
for pregnant women. The new testing law is
intended to increase the number of pregnant
women tested for HIV during their prenatal care.
The woman must sign a consent form and has a
right to refuse the test. The test must also be
documented in the medical chart. Women
presenting to labor and delivery with no
documentation of a prenatal HIV test, must be HIV
tested, again with her consent and right to refuse. It
is recommended that a rapid HIV test be done in
labor and delivery so that treatment can begin for
the woman and her infant to prevent HIV
transmission.

D. Persons Living with AIDS (PLWA)

As of June 30, 2004, there were 19,700 persons
living with AIDS (PLWA) in Los Angeles County.This
represents 35% of the 56,138 Californians living with
AIDS and 5.1% of the 384,906 Americans
living with AIDS.

Gender:The number of persons living with
AIDS in LAC has increased steadily since the
beginning of the epidemic (see Figure 3.3).
This increase can be seen for both males and
females, with males represented about 9 out
of 10 (89%) PLWA in LAC by 2003 (see
Figure 3.25).
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Age: Figure 3.26 shows the current age (as of June
2004) of persons living with AIDS in the county.Two-
thirds of PLWA (67%) were 40 years of age or older,
the majority of whom were age 40 - 49 years. The
median current age of PLWA in LAC is 42 years. Less
than 1% of PLWA were under the age of 20 years and
6% were age 60 years and older.

Race/Ethnicity: As seen in Figure 3.27, 38% of persons living with AIDS in LAC are Latino, 37% White, 22%
Black, and 3% Asian/Pacific Islander. About 0.5% of LAC cases are American Indian/Alaskan Native. Among female
PLWA, however, 36% are Black and only 20% are White (see Figure 3.28).
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Figures 3.29 and 3.30 show the breakdown of PLWA by age group and race/ethnicity for males and females,
respectively. Among male PLWA, Latinos are the predominant group for the younger age groups (under 40 years
old), while Whites predominate in the older age groups. Among female PLWA, Latinos again predominate in the
younger age groups, but Blacks account for about 40% PLWA in females age 30 - 59 years.

Mode of Exposure: About 78% of PLWA are men who have sex with men, 6% of whom also inject drugs.
Other reported modes of exposure include 9% who report injection drug use, and 11% who report heterosexual
contact (see Figure 3.31).
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E.  Persons Living With HIV Infection

In July 2002, the State of California mandated the
reporting of persons infected with HIV using a non-
name code. The regulation made it clear that both
incident (new) and prevalent (existing) cases of HIV
were to be reported. This Herculean task was to be
accomplished by requiring laboratories that tested
for HIV-antibodies to HIV, or any part of HIV, to
report their results to the LAC HIV Epidemiology
Program and for health care providers to report any
of their unreported cases identified by the
laboratories. Since July 2002, nearly 13,000 non-
AIDS HIV cases have been reported in LAC and over
160,000 laboratory notifications have been received.

The number and distribution of HIV cases will not
be available for analysis and publication until the
non-name code has been validated and the system
evaluated for completeness and accuracy. Until such
time as these reported cases are available, the
number of persons living with (non-AIDS) HIV must
still be estimated.

CDC estimates 40,000 new HIV infections
nationwide each year, of which about 5%, or 2,000, are
estimated to occur in LAC. In 2003, HIV
Epidemiology Program generated a range of
estimates for persons living with HIV (including AIDS)
using three methodologies: an updated version of
estimates presented in the last Profile, an estimate
based on the ratio of persons living with AIDS and
HIV in jurisdictions similar to LAC who have been
doing HIV surveillance for many years, and an
estimate based on published CDC national estimates;
this estimate was updated for 2004 (see Table 3.1).

In addition to the approximately 19,500 persons
living with AIDS as of June 2004, there are an
estimated 19 - 27, 000 persons living with non-AIDS
HIV. Added together, they represent the number of
persons living with HIV and AIDS who would be
aware of their infection/disease. CDC estimates that
one of four persons living with HIV are unaware of
their status. With this in mind, an estimated 12,300
- 15,000 persons in LAC are living with HIV and
AIDS, but are unaware of their status. Altogether, we
estimate that 49,400 - 60,000 persons in LAC are
living with HIV and AIDS, a quarter of whom are not
aware of their status.
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F. HARS-Based Estimates of HIV and AIDS

Estimates of persons living with HIV and AIDS are
presented in Table 3.2. HIV estimates were based on
AIDS cases reported to the HIV/AIDS Reporting
System (HARS), as well as from rates of new HIV
infection data at publicly-funded testing sites.
Estimates were distributed by gender, age groups,
race/ethnicity, and CDC-defined modes of exposure
- including men having sex with men (MSM),
injection drug use (IDU), MSM/IDU, heterosexual
risk (male and female), and blood-borne risk (such
as, hemophilia and blood transfusions).

While AIDS began as a disease mostly seen among
Whites in the 1980's, it has transitioned in the
1990's to a disease predominantly affecting persons
of color. Taken together, Latinos and Blacks now
comprise 60% of persons living with AIDS, about
58% of all AIDS cases diagnosed in 2002 - 2003, and
an estimated 67% of persons living with (non-AIDS)
HIV in LAC. Whites comprise 37% of county
residents living with AIDS, but only 31% of AIDS
cases diagnosed in 2002 - 2003 and only an
estimated 28% of persons living with (non-AIDS)
HIV. Of persons estimated to be living with HIV and
AIDS, most are Latino (40%), followed by White
(32%), Black (24%), Asian/Pacific Islander (3%), and
American Indian/Alaskan Native (0.7%).

Unlike in other parts of the US, the HIV/AIDS
epidemic in LAC remains largely a male
phenomenon. Women in LAC comprise only 11%
of persons living with AIDS, 12% of newly diagnosed
AIDS cases in 2002 - 2003, and an estimated 15% of
persons living with (non-AIDS) HIV. Among adults
and adolescents in LAC, men who have sex with
men (MSM and MSM/IDU) continue to be the
predominant mode of exposure for persons living
with AIDS (79%), of newly diagnosed AIDS cases
(74%), and estimated persons living with (non-AIDS)
HIV (78%). Heterosexual transmission was the
exposure risk for 10% of persons living with AIDS,
13% of new AIDS cases, and an estimated 11% of
persons living with (non-AIDS) HIV.
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A goal of HIV surveillance is to detect recent
infections, in order to identify who is acquiring HIV
and how they are acquiring it. It is important to
identify trends in recent infections, so that
prevention and testing efforts can be targeted more
effectively. The ability to detect these recent cases
has thus far been elusive. With the recent
development of the less sensitive HIV antibody
laboratory method, known as the “Serologic Testing
Algorithm for Recent HIV Seroconversion”
(STARHS), we can now determine whether or not
persons with newly diagnosed HIV were likely to
have been infected in the 12 months prior to their
HIV test [23, 24].

In the near future, HIV Epidemiology Program's
Seroepidemiology Unit will be measuring HIV
incidence using STARHS in the Brothers y
Hermanos Study, L.A. Men's Study, and HIV
Incidence Surveillance study.

STARHS has already been used for the following
studies: the STD Clinic Study,Young Men's Surveys I
and II, Bathhouse Study, and Project One's Jail and
Hotel studies. Some results from these studies
follow.

STD Clinic 
Study and Alternative
Testing Site database 

Stored blood from a study conducted at LAC's
Sexually Transmitted Disease (STD) clinics from
1993 to 1999 was tested using STARHS technology
to get an idea of the level of recent infection among
STD clinic clients.

HIV incidence was also estimated at state-funded
“alternative testing sites” (ATS) among “repeat
testers” - that is, those seeking testing who have a
history of having a previous negative HIV test - using
the ATS client database from 1995 to 2002.

A comparison of results from these two studies,
stratified by gender and exposure mode, is
presented in Table 3.3. Despite the differing
methodologies, HIV incidence rates from the two
studies appear comparable, with transgendered
women, MSM and MSM-IDU having the highest
rates (3 - 6% per year), while men who have sex
with women (MSW) and women had much lower
rates (<0.5% per year). The HIV incidence rate for
MSM at STD clinics (5.9% per year) was twice that
for MSM at alternative testing sites (2.9% per year).
This difference is perhaps not surprising, when one
considers that persons attending STD clinics have
most likely engaged in unprotected sexual
intercourse, whereas the same may not be true of
those testing at ATS.

G. HIV Incidence Studies
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1 The number of recently infected persons in the STD Clinic Study was calculated based on those HIV-positive
specimens that were available for STARHS testing.
2 The number tested for the STD Clinic Study is the number of clients who tested negative for HIV plus those
recently infected; it excludes non-recent HIV-infected persons. This number is multiplied by the average time since
clients' most recent prior tests to provide the denominator used to calculate an incidence rate.
3 Incidence rate for both studies can be thought of as equivalent to the average number of individuals infected
per 100 persons per year, over the study period.
4The number of new infections at Alternative Test Sites is the number of repeat testers who seroconverted since
their previous self-reported negative HIV test; STARHS was not used.
5 The denominator for Alternative Test Site data is the sum of all the time intervals between the two most recent
HIV tests among clients who reported repeat HIV testing.
6 Incidence rate and confidence limits based on zero observations are not definable and rates based on few
observations are considered unreliable, so are not shown (see Technical Note #3).

Young Men's Survey I 

Stored blood from a study conducted at public
venues among young MSM, aged 15 - 22 years from
1994 to 1997, was tested using STARHS to find out
the level of recent infection in that study group. Of
464 study subjects, 42 (8.3%) tested positive for HIV.
Of the 32 positive specimens available for STARHS
testing, 4 had evidence of recent infection.
Therefore, the HIV incidence rate for this cohort
was 2.4% per year (95%CL= 0.3%, 4.5%).

Young Men's Survey II

Stored blood from a study conducted from 1999
to 2000 at public venues among young MSM, aged
23 - 29 years, was tested using STARHS. Of 460
study subjects, 51 (11%) tested positive for HIV. Of
the 45 HIV-positive specimens available for STARHS
testing, 5 had evidence of recent infection. The HIV
incidence for this cohort was of 2.9% per year
(95%CL= 0.5%, 5.4%).
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Los Angeles Bathhouse Study 
(HIV Incidence Study in
Commercial Sex Venues)

There are 12 bathhouses and sex clubs currently
operating in LAC. The Bathhouse Study estimated
the HIV incidence rate among MSM patronizing
either of two local bathhouses, who agreed to be
interviewed and anonymously tested for HIV.
Positive HIV tests were further evaluated for recent
infection using STARHS. Of 914 subjects tested, 102
(11%) tested positive for HIV infection. Of the 40
HIV-positive specimens available for STARHS testing,
11 (27.5%) had evidence of recent infection. The
HIV incidence rate for study participants is 7.2% per
year (95%CL= 4.5%, 9.8%). This rate is higher than
that found during any other LAC study to date.

Project One: Jail Study of HIV
Incidence

The HIV Epidemiology Program (HEP) conducted
a study to assess new HIV infections in SPA 4 and
SPA 6 residents recently incarcerated in LA county
jails. Preliminary analysis found evidence of new HIV
infections among 3 of 1,447 study participants, who
had not previously tested positive for HIV. All 3
newly identified HIV-infected persons were women.
The HIV incidence for female participants was 0.9%
per year (95%CL= 0.0%, 1.8%).

Project One: 
Low- income-hotel -based
Study of HIV Incidence 
(Hotel Study)

HEP also recently conducted a study of 1,098 “skid
row” residents who lived in single resident occupancy
hotel rooms or other low-income housing and who
identified themselves either as HIV-negative or of
unknown HIV status. Most of the study participants
(70%) were Black. Preliminary analysis found
evidence of recent HIV infection in 3 of the
participants who had not previously tested positive
for HIV. All 3 recently infected persons were Black
men. The HIV incidence for Black male study
participants was 2.1% per year (95%CL= 0.0%, 4.4%).
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As is seen with other diseases, AIDS has not affected all areas of the county equally. In 1998, Health Districts
in Los Angeles County were aggregated into eight Service Planning Areas, or SPAs, in an effort to address local
health needs regionally. (Selected sociodemographic characteristics of each SPA are given in Table 2.1 of the
Profile.) In this section, we look at the AIDS case distribution and persons living with AIDS (PLWA) by SPA and
by select areas within each SPA.

Figure 4.1 is a map showing the
number (in red), percent (in
green), and rate per 100,000
population (in blue) of PLWA in
LAC by Service Planning Area.
SPA 4 (Metro) has the highest
number (6,685), proportion
(39%), and rate (569 per 100,000)
of PLWA among SPAs in the
county, followed by SPA 8 (South
Bay) with over 3,000 PLWA
(18%), and a rate of 196 per
100,000. SPA1 (Antelope Valley)
has the lowest number (191),
percent (1%), and rate (59 per
100,000) of PLWA in LAC. Figure
4.2 shows the number of PLWA
for areas of the City of Los
Angeles and other cities in LAC.
Cities and areas with the greatest
number of PLWA are shaded in
dark red - including Hollywood,
West Hollywood, Downtown, and
Long Beach. Other cities and areas
that have less, but still large
numbers of PLWA (shaded in
orange) are located in SPAs 6
(South), 5 (West), and parts of SPA
2 (San Fernando Valley).

IV.IV. Geographic Distribution of
AIDS in Los Angeles County
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A.  SPA 1: Antelope Valley

As of December 2003, there were 437 persons
reported with AIDS whose residence at the time of
AIDS diagnosis was the Antelope Valley. Among the
437 total AIDS cases reported in this SPA, 207
(47%) were still living with AIDS (PLWA). Most
PLWA in SPA 1 were men (85%), while 45% were
White, 30% Black, and 25% Latino (Figure 4.3). After
redistributing cases without confirmed risk

information, the mode of HIV exposure for two of
every three PLWA was either MSM (58%) or
MSM/IDU (8%) and, compared with other SPAs, SPA
1 had a relatively high proportion of cases with
reported heterosexual IDU exposure (15%; Figure
4.4). AIDS cases and rate for Palmdale, Lancaster,
and SPA 1 are given in Table 4.1.
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B.  SPA 2: San Fernando Valley 

A cumulative total of 6,753 persons with AIDS had
been reported in the San Fernando Valley as of
December 2003. Among all cases reported, 2,512
(37%) were still living with AIDS, giving San Fernando
Valley the third highest number of PLWA, behind
Metro and South Bay. Most cases were men (90%)
and, as shown in Figure 4.5, most PLWA in SPA 2

were White or Latino (48% and 37%). As shown in
Figure 4.6, the most common reported exposure to
HIV was men who sex with men (72%). The highest
numbers of cases and AIDS rates in SPA 2 were
seen in North Hollywood,Van Nuys-Sherman Oaks,
and Studio City (see Table 4.2).
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C.  SPA 3: San Gabriel Valley

The total number of persons reported with AIDS in
the San Gabriel Valley by December 31, 2003 was
3,450. Among all cases reported, 1,298 (38%) were
still living with AIDS. In SPA 3, males accounted for
83% of PLWA, while Latinos accounted for about half
(49%),Whites one-quarter (25%), and Blacks one-fifth
(20%; Figure 4.7). (Note:While Asian/Pacific Islanders
accounted for only 6% the percent of PLWA, they

accounted for 9% of new AIDS diagnoses in 2002.)
After redistributing cases without confirmed risk
information, 65% of the SPA 3 residents living with
AIDS at the end of 2003 were MSM, 4% MSM/IDU,
12% other IDU, and 15% heterosexual contact
(Figure 4.8). Areas of the City of LA and other cities
within SPA 3 that have higher living AIDS rates as of
2003 are shown in Table 4.3 below.
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D.  SPA 4: Metropolitan Area

Since the beginning of the AIDS epidemic, Metro
has been the SPA with the highest AIDS rate in the
county. SPA 4 accounts for 39% of all cumulative
AIDS cases. Of Metro's 18,408 total cases, 7,154
persons (39%) were living with AIDS as of December
2003. Of PLWA in SPA 4, 94% were male, while 43%
were Latino, 37% White, and 18% Black (Figure 4.9).
(Note: Although Blacks in Metro SPA only

represented 18% of the persons living with AIDS in
SPA 4, their AIDS incidence rate was 3 to 11 times
that for Blacks in other SPAs.) MSM and MSM/IDU
together represented 86% of PLWA in SPA 4 as of
December 31, 2003 (Figure 4.10). Areas of the City
of LA within SPA 4 that had the highest AIDS cases
and rates as of 2003 are shown in Table 4.4 below.
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E.  SPA 5: West

The West SPA accounts for 2,717 persons
reported with AIDS since 1981. Among them, 971
(36%) were living as of December 2003. Persons
living with AIDS in SPA 5 were predominantly male
(91%) and White (60%; Figure 4.11). MSM and
MSM/IDU together accounted for 83% of the living

AIDS cases, while 7% of PLWA were other IDU and
7% were estimated to be infected through
heterosexual contact (Figure 4.12). Cities/areas with
the most AIDS cases are Venice and Santa Monica,
with a living AIDS rate of 353 and 193 per 100,000
persons, respectively (see Table 4.5).
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F.  SPA 6: South

A total of 4,540 persons had been reported with
AIDS in the South SPA by the end of 2003. This SPA
has the highest proportion of female cases (16%),
which is twice that for LAC overall (8%). Of all
cases, 1,833 were living as of December 2003 (40%).
Among persons living with AIDS in the South SPA,
56% were Black and 38% Latino (Figure 4.13). While
male-to-male sexual contact and its combination
with IDU accounted for 63% of AIDS transmission in

the South SPA, another 19% were estimated to be
infected through heterosexual contact (with an HIV
positive or high-risk partner) and 13% were other
injection drug users (Figure 4.14). Areas with the
highest concentrations of persons with AIDS in SPA
6 are shown in Table 4.6 below, with living AIDS rates
ranging from 187 to 294 per 100,000 persons.
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G.  SPA 7: East

Of the 2,709 cumulative AIDS cases reported
from the East SPA, 1,198 (44%) persons were living
as of December 2003, of which 86% were male.
PLWA in SPA 7 were predominately Latino (74%),
with only 16% White, 7% Black, and 2% Asian/Pacific
Islander (Figure 4.15). By the end of 2003, 73% of

PLWA reported MSM or MSM/IDU as their
exposure mode, 13% were estimated to be infected
through heterosexual exposure, and 9% through
IDU (Figure 4.16). Cities with the highest living AIDS
rate in this SPA are shown in Table 4.7..
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H. SPA 8: South Bay

South Bay SPA has the second highest AIDS rates
in LAC. By the end of 2003, the cumulative number
of persons reported with AIDS in the South Bay SPA
was 7,270, of which 3,238 were living (45%). Among
PLWA in SPA 8, 89% were male, while 42% were
White, 28% Latino, 26% Black, and 3% Asian/Pacific
Islander (Figure 4.17). Among PLWA in SPA 8, 77%
were either MSM (69%) or MSM/IDU (8%), while

10% were other IDU and 11% were reported to be
infected through high-risk heterosexual contact
(Figure 4.18). In 2003, the City of Long Beach had
the highest living AIDS rate (443 per 100,000
persons) in SPA 8. Long Beach, other cities and
several areas of the City of LA within SPA 8, with
high AIDS prevalence are shown in Table 4.8 below.
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In characterizing persons at risk of acquiring HIV,
the HIV Prevention Planning Committee (PPC)
emphasizes behavioral risk groups (BRGs) in
addition to demographic groups. Seven mutually
exclusive BRG categories have been defined as
follows: men who have sex with men, or “MSM”;
men who have sex with men and women, or
“MSM/W”; men who have sex with men and inject
drugs, or “MSM/IDU”; heterosexual male injection
drug users, or “HMIDU”; female injection drug users,
or “FIDU”; women at sexual risk, or “WSR”; and
transgendered persons, or “TGs”, which includes TG
injection drug users and partners of TGs.

For all BRGs, unprotected sexual intercourse and
sharing contaminated injection drug paraphernalia
place individuals at risk for HIV infection.
Epidemiologic data and population estimates for each
BRG are summarized in Table 5.1. There is no data on
race/ethnicity for transgendered persons by time of
this report. The last group addressed in this section is
American Indians and Alaskan Natives, a population
identified to be of special interest by the PPC.

The number and racial/ethnic distribution of
prevalent and incident HIV and AIDS cases for the
seven Behavioral Risk Groups (BRGs) were
estimated by the HIV Epidemiology Program (HEP).
BRG categories are mutually exclusive; so, aside from
MSM/IDU, persons with multiple risk categories are
only counted in one risk category. The
methodologies employed by HEP to arrive at these
estimates and group population estimates are
outlined in the Profile’s Technical Note #4 -
including data sources, assumptions, and limitations.

In order to assess the impact of HIV and AIDS on
each BRG, the population size of each BRG and their
race/ethnicity breakdown were estimated using a
variety of sources - including the 2000 US census,
the 1999 Los Angeles Health Survey, the HIV/AIDS

Reporting System (HARS), the State-funded
Alternate Testing Site database, Alcohol and Drug
Prevention Administration data, Sexually Transmitted
Disease Clinic data, and information from
epidemiological studies performed by HEP.

Figures 5.1 shows the relative estimated population
size of each BRG, while Figure 5.2 shows the number
of persons living with AIDS as reported in HARS.
While MSM and WSR have similarly large populations
(over 200,000 persons each), MSM have over eight
times the number of persons living with AIDS (10,461
vs. 1,235). Similarly, while female IDU have nearly
three times the estimated population as MSM/IDU
(58,100 vs. 19,800), they have less than half the
number of persons living with AIDS (514 vs. 1,161).

V.V. Behavioral Risk Groups

FIGURE 5.1

A.  Estimates of Persons in BRG Living with HIV and AIDS 
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Figure 5.3 shows the estimated proportion of persons living with HIV and AIDS in LAC. Notice that 6% of
persons living with HIV and AIDS in LAC do not fall within a BRG; these include recipients of transfused blood or
blood products, pediatric exposures, men who reported mode of exposure to be heterosexual contact, and
persons without any identified mode of exposure. Summary estimates of persons living with HIV and AIDS in
BRGs are stratified by race/ethnicity in Table 5.1. Figure 5.4 shows, for each BRG, the estimated HIV seroprevalence
- that is, the percent of each BRG estimated to be living with HIV infection. A relatively high seroprevalence is
estimated for transgendered persons (TG) and for the three BRGs that comprise men who have sex with men
(MSM, MSM/W, MSM-IDU).

B.  Estimated Rates of New HIV Infection by BRG

Eighteen community-based organizations in LAC offer state-funded anonymous and confidential HIV testing.
Rates of seroconversion among repeat testers (testing positive following a previous negative HIV test) at these
sites is given by BRG in Figure 5.5. The highest rate was seen among TG, MSM/IDU, followed by MSM and
MSM/W. As shown in Figure 5.6, among MSM and MSM/W, Blacks and Latinos had significantly higher
seroconversion rates than did Whites, while among WSR and FIDU, Blacks had higher rates than did either Latinas
or Whites.

38 HIV Epidemiology Program

FIGURE 5.3 FIGURE 5.4

FIGURE 5.5 FIGURE 5.6



www.lapublichealth.org/hiv 39



C.  Behavioral Risk Groups

Men Who Have Sex with Men (MSM)

Of the 233,200 men in LAC estimated to be having sex with other men and not injecting drugs, 43% are Latino,
36% White, 13% Asian, 8% Black, and 3%.

Evidence in the recent scientific literature suggests that sexually transmitted diseases (STD), most notably
syphilis, are on the rise among MSM, especially among HIV-infected MSM [25]. There is concern that the presence
of STDs increases the transmissibility of HIV. Also, there is concern that HIV-infected men are having unprotected
sexual intercourse with men, which then facilitates the continued transmission of HIV or the superinfection of
men already HIV infected. (See discussion of this topic in Section VII of the Profile on Syphilis-HIV co-morbidity.)

SHAS (Supplement to HIV/AIDS Surveillance)

In SHAS interviews from 2000 to 2003, MSM respondents living with AIDS were asked about both unprotected
anal intercourse (UAI) and having 10 or more sexual partners in the last 12 months. As shown in Figure 5.7, the
proportion of men who have sex with men in SHAS reporting UAI more than doubled from 11% in 2000 to
26% in 2003. Similarly, the number who reported having 10 or more sexual partners increased significantly from
11% in 2001 to 26% in 2003 [26].
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Men Who Have Sex With
Men Who Also Inject Drugs
(MSM/IDU)

MSM/IDU comprise an estimated 6% of all men
who report having sex with men. Of the estimated
19,800 MSM injection drug users (MSM/IDU)
thought to reside in LAC, 45% are Latino, 34%
White, 13% Black, 6% Asian, and 1% mixed race and
others. As this is the only BRG defined by more than
one suspect mode of exposure, it is not surprising
that MSM/IDU have among the highest estimated
HIV seroprevalence and incidence rates of any BRG
(Figures 5.4 and 5.5) and Black MSM/IDU have the
highest seroprevalence of any socio-demographic
group at 32% (Table 5.1).

As shown in “Comparison of Male Same Sex
BRGs” below, compared with other men who have
sex with men, MSM/IDU reported engaging in high-
risk behaviors more frequently. One San Francisco
study specifically targeting MSM/IDU in 2000 found
both a very high seroprevalence (42%) and over a
third of respondents reporting recent high-risk
behaviors, such as unprotected anal sex and sharing
needles [27]. Preliminary findings from another
MSM-IDU-specific San Francisco study suggest an
HIV seroprevalence of 25%, with 67% of participants
having engaged in exchange sex - that is, sex for
money, food, lodging, drugs, or the like - in the 6
months prior to interview [28].

Men Who Have Sex With Men
and Women (MSM/W)

Overall, about 25% of men who reported having
sex with men also reported having sex with women.
Of the estimated 77,700 MSM/W thought to reside
in LAC, 50% are Latino, 24% White, 14% Asian, 11%
Black, and 1% mixed race and others. As presented
in the HIV risk behavior studies below, MSM/W
were consistently less likely to engage in risky
behavior than were MSM or MSM/IDU. Estimates of
HIV seroprevalence and rates of new HIV infection
were also markedly lower among MSM/W,
compared with either MSM or MSM/IDU (Figures
5.4 and 5.5).

Reported MSM/W behavior varies widely
between race/ethnicities and between studies, and is
highest among Black and Latino MSM [29]. In a
recent study of HIV-infected heterosexual Black men
conducted by HIV Epidemiology Program, 31% of
self-identified heterosexual cases and 16% of HIV-
negative heterosexual neighborhood controls
reported having anal sex with men; further, 46% of
HIV-positive self-identified heterosexual respondents
reported “infrequent condom use” when having anal
sex with women [30]. In another recent study of
Latino men who have sex with men conducted by
HIV Epidemiology Program (HEP), foreign-born
Latinos were more likely than US-born to be
married (12% vs. 3.2%; p < 0.001) and to have had
sex with women as well as with men (27% vs. 21%;
p = 0.025), but less likely to have tested for HIV
(61% vs. 73%; p < 0.001) [31]. A recent HEP
behavioral survey of Los Angeles MSM found a
significantly higher level of self-reported bisexual
behavior among younger men, age 18 - 29 years
than among men age 30 and over (18% vs.11%;
OR= 1.8; 95%CL= 1.2, 2.7) [32].
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Heterosexual Male Injection
Drug Users (HMIDU) 

Of the estimated 88,100 heterosexual male
injection drug users (HMIDU) thought to reside in
LAC, 44% are Latino, 35% White, 18% Black, 2%
Asian, and 2% mixed race. Men who report
injection drug use and report only sex with women
comprise 6% of all persons in LAC living with
HIV/AIDS. HMIDU have only the fifth highest
seroprevalence among BRGs (4.1%), yet Black
HMIDU have an estimated 7% seroprevalence.

An HIV Epidemiology Program study conducted at
LAC methadone treatment clinics found that, at least
among male IDU, HIV infection was associated with
the frequency of cleaning needles, frequency of
injection, frequency of using unclean needles,
number of people sharing a needle, and the
frequency of needle sharing [33].

Female Injection Drug Users
(FIDU)

Of the estimated 58,100 female injection drug
users (FIDU) thought to reside in LAC, 41% are
White, 38% Latino, 17% Black, 1% Asian, and 3%
mixed race and others. Women who report
injection drug use comprise about 3% of persons
living with HIV and AIDS in LAC, and about one
quarter of women living with HIV and AIDS. While
overall, HIV seroprevalence is relatively low in this
BRG, Black FIDU have a higher estimated
seroprevalence of 7%.

As mentioned above, FIDU living with AIDS were
more likely than any other BRG to have had an STD.
In a recent local study of young injection drug users,
FIDU reported more frequent needle sharing, more
needle exchange use, and carrying clean syringes
than did male IDU respondents [34]. A San
Francisco study had similar findings, but also found
FIDU to be more likely than males to report having
been injected by a partner, having recent
intercourse, and having a sexual partner who was
also an IDU; in fact, the most significant risk factor for
HIV infection among FIDU in this study was having 

an injection partner who was also a sexual partner
[35]. A study of drug-using women-who-have-sex-
with-women found that, in the 30 days prior to
interview, over half of respondents had shared
syringes and/or shared drug supplies and had also
had sexual intercourse with men, over 70% of which
was unprotected [36].

Women at Sexual Risk (WSR)

The greatest challenge in estimating the relative
impact of HIV and AIDS on women in this BRG is
identifying just which women are at risk. All agree
that unprotected sex with multiple male sexual
partners, a partner with HIV, a partner who also has
sex with men, or an HIV-infected partner, puts a
woman at risk for HIV. However, many women with
HIV infection in LAC who reported being
monogamous or married, have shown up in hospitals
with AIDS having never suspected that they were at
risk for HIV. This scenario was especially prevalent
among Latinas, as shown in the SHAS section below.

Of the estimated 267,100 women at sexual risk
(WSR) thought to reside in LAC, 38% are Latino,
37% White, 13% Black, 11% Asian, and 1% mixed
race and others. Women who identified sexual
intercourse with a man as their mode of exposure
are estimated to comprise 7% of persons living with
HIV and AIDS in LAC. Rates of new infection for
repeat testers at state-funded counseling and testing
sites were similarly low for WSR and FIDU (0.2%
and 0.3% per year, respectively). WSR have the
lowest estimated seroprevalence of any BRG (1.5%).

When distributed by race/ethnicity, Black and
Latino women were estimated to have higher HIV
seroprevalence than White or Asian women (see
Table 5.1). One reason for this may be the higher
degree of bisexual behavior reported by Black and
Latino men (see MSM of Color in Section V).
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In a recent study conducted at UCLA, HIV
seropositivity in a community sample of HIV infected
and uninfected women was found to be associated
with unemployment, less education, the number of
sexual partners, the number of sexually transmitted
diseases, and a history of traumatic life experiences
[37]. Young women who have older male sex partners
have also been shown to be at risk for HIV [38].

SHAS (Supplement to
HIV/AIDS Surveillance)

In SHAS interviews from 2000 to 2003, women at
sexual risk (WSR) were less likely than FIDU to have
engaged in unprotected receptive anal intercourse
(2% vs. 8%, respectively), half as likely to ever have
had an STD (34% vs. 64%), and much less likely to
have had sex while high on alcohol or drugs (4% vs.
16%). Among non-injection drug using female
respondents, Latinas were 4 times more likely than
non-Latinas to have first tested positive for HIV
while an inpatient in the hospital and twice as likely
to have reported illness as the primary reason for
being tested for HIV for the first time [39].

Transgendered Persons and
Their Partners (TG)

Historically, transgendered women (male-to-
female) and transgendered men (female-to-male)
have been ignored in population enumerations -
such as the US Census - and other population-based
surveys - such as the HIV/AIDS Reporting System
(HARS). And while the LAC HIV Epidemiology
Program and the California Office of AIDS have
been able to record male-to-female and female-to-
male transgender as gender reporting options in
HARS since July 2002, these data have yet to be
evaluated for completeness and accuracy. For these
reasons, the transgendered population and the
impact of HIV and AIDS on this population must still
be estimated. Finally, there is as yet no data available
on the partners of transgendered persons.

The 2001 Consensus Meeting on HIV/AIDS
Incidence and Prevalence estimated the
transgendered population in LAC to be around
10,000 persons [40]. In local studies, the HIV
seroprevalence for transgendered women ranged
from 7% to 22%, while in local state-funded HIV
testing sites, transgendered men (female-to-male
transgender) had a much lower seroprevalence
(2%). Overall, 17% of transgendered persons in
LAC are estimated to be HIV-infected, including
those with AIDS (see Table 5.1).

Although relatively little objective HIV risk
information is available on this population [41],
recent studies indicate that transgendered women
continue to be at high risk for HIV [42]. An
incidence of new HIV infections of 5.6% per year
was found among transgendered women who
received repeat HIV testing at state-funded
counseling and testing sites in Los Angeles - higher
than for any other socio-demographic group. At
counseling and testing sites in San Francisco, an HIV
seroconversion rate of 7.8% per year was found in
transgendered women and a seroprevalence of 35%
[43].
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Los Angeles Transgender
Health Study 

Recent HEP analysis of data from the Los Angeles
Transgender Health Study - a collaborative study
with the Van Ness Recovery House [44] -
demonstrated significant differences in risk behaviors
between transgendered women for whom sex work
was their primary source of income in the prior 6
months and those for whom it was not.
Transgendered women for whom sex work was
their primary source of recent income were more
likely to report having engaged in receptive anal
intercourse (98% vs. 65%), having had more than 10
sex partners in the last 6 months (83% vs. 11%),
having had sex while high on drugs or alcohol (74%
vs. 33%), and having used street-bought needles to
inject hormones (84% vs. 57%; see Figure 5.8).

Reported illicit drug use was infrequent among all
study participants (less than 10%) and no difference
was seen in sharing the needles and syringes used
for injecting illicit drugs between groups based on
source of income.

Table 5.2 illustrates the higher likelihood of being
HIV-infected for older transgendered women whose
primary source of income was exchange sex when
compared with other older transgendered women
and younger study participants. As such, younger
transgendered women whose primary source of
income is exchange sex, then, whose seroprevalence
is relatively low, represent a subgroup who could be
intensively targeted with HIV prevention messages
and support services, because they are likely at very
high risk of infection. Results from further analysis of
this study will soon be published [45].
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Of the over 3 million adult males in LAC over the
age of 15 years of age in LAC, an estimated 10% (n=
330,700) either identify as gay or bisexual and/or
engage in sex with other men. Taken together, men
who report having sex with men-including those
who have also had sex with women (MSM/W)
and/or have injected drugs (MSM/IDU) - continue to
be the socio-demographic group most highly
impacted by HIV in LAC, representing three out of
every four persons living with HIV and AIDS. MSM
(men who do not report having sex with women
nor injecting drugs) is the BRG that comprises the
largest portion of LAC cases (53%), while MSM/W
comprise the second largest group (14%).

Aside from transgendered women, the BRGs with
the highest estimated seroprevalence of HIV and AIDS
were MSM/IDU (16%), MSM (13%) and MSM/W
(8.4%; see Figure 5.4). Finally, as shown in Figure 5.5,
rates of seroconversion among repeat testers (new
infections) at state-funded testing sites in LAC were ten
times higher for these three BRGs (2.4 - 4% per year)
compared with the three non-MSM, non-transgender
BRGs (0.2 - 0.4% per year).

What follows are some selected results from
some local studies that have assessed the risk
behaviors of men who reported having sex with
men. A comparison of study results shows that,
among men who have sex with men, MSM/IDU are
most likely to engage in high-risk behaviors.

SHAS (Supplement to
HIV/AIDS Surveillance)
In SHAS interviews from 2000 to 2003, the recent
increases in both unprotected anal intercourse and
number of partners among MSM, as seen in Figure
5.7, differed by BRG, with 12% of MSM/IDU
reporting UAI (receptive and insertive), compared
with 7% of MSM and none of the MSM/W. Similarly,
while 14% of MSM/IDU reported having had 10 or
more sex partners in the last 12 months, only 6% of
MSM reported as much, and only 2% of MSM/W.
Among other high-risk behaviors, a higher
proportion of MSM/IDU (23%) reported being
“high” on alcohol or drugs at last sexual intercourse
than did either MSM (16%) or MSM/W (13%) and
over half of MSM/IDU (57%), MSM (52%) and
MSM/W (52%) reported ever having had an STD.

Los Angeles Bathhouse
Study (HIV Incidence Study
in Commercial Sex Venues)
In the Bathhouse Study, 50% MSM/IDU reported
UAI in the last 6 months, compared with 38% of
MSM and 25% of MSM/W. Also, the median number
of reported total male sex partners in the previous
6 months ranged from 20 for MSM/IDU to 15 for
MSM, to 11 for MSM/W. Finally, twice as many
MSM/IDU reported ever having has an STD (79%)
as did either MSM (40%) or MSM/W (34%).
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Young Men's Survey II
A majority of young men, aged 23 to 29 years, who
were interviewed about risk behaviors at gay-
identified public venues reported having engaged in
insertive UAI (72% of MSM/IDU, 59% of MSM, 58%
of MSM/W) and receptive UAI (67% of MSM/IDU,
55% of MSM, 51% of MSM/W) in the 6 months prior
to interview. The mean number of male sex partners
in the last 6 months ranged from 14 for MSM/IDU to
9 for MSM/W to 6 for MSM. The proportion who
ever had an STD was highest for MSM/IDU (44%),
followed by MSM (28%) and MSM/W (18%).
MSM/IDU were also nearly twice as likely to report
being “high” on alcohol or drugs at last sex (50%)
than either MSM/W (28%) or MSM (26%).

AIDS Project Los Angeles
(APLA) Client Survey, 2001
In a recent APLA client survey, 54% of MSM/IDU,
25% of MSM, and 10% of MSM/W reported having
UAI with a casual partner in the last 6 months [46].
During the same time period, 54% of MSM/IDU,
40% of MSM, and 19% of MSM/W reported having
more than 6 casual sex partners. Having sex in a
bathhouse was reported by 52% of MSM/IDU, 26%
of MSM, and 16% of MSM/W. Exchanging sex for
money, drugs, or food was reported by 22% of
MSM/IDU, 6% of MSM, and 3% MSM/W. Finding a
sex partner on the internet was reported by 30% of
MSM/IDU, 17% of MSM, and 2% MSM/W. Finally,
81% of MSM/IDU, 43% of MSM, and 29% of
MSM/W reported sometimes or always using drugs
or alcohol during sex in the last 6 months.

E. Comparison of Injection Drug

Risk Groups: MSM-IDU, HMIDU,

FIDU

Taken together, MSM/IDU, heterosexual male
(HMIDU) and female (FIDU) injection drug users
represent 17% of persons living with HIV and AIDS in
LAC. Of the estimated 130,000 injection drug users
residing in LAC, about 19,800 (12%) are also MSM.
Rates of new infection for repeat testers at state-
funded counseling and testing sites were significantly
higher for MSM/IDU (4% per year) than for either
HMIDU (0.4% per year) or FIDU (0.3% per year).

SHAS (Supplement to
HIV/AIDS Surveillance)
In SHAS interviews from 2000 to 2003, similarly
smaller proportions of HMIDU (15%) and FIDU
(16%) living with AIDS reported having been “high”
on alcohol or drugs the last time they had sex,
compared with MSM/IDU (23%). In the 12 months
prior to interview, 64% of MSM/IDU, 42% of
HMIDU, and 31% of FIDU reported using non-
injection drugs. Only half of FIDU (52%) had ever
enrolled in a drug treatment program, compared
with 61% of HMIDU and 72% of MSM/IDU. FIDU
were more likely than any other BRG to report ever
having an STD (64%), followed by MSM/IDU (57%),
and HMIDU (55%). Another high-risk behavior,
unprotected receptive anal intercourse, was
reported by 12% MSM/IDU, 8% of FIDU, and none
of the HMIDU in the last 12 months.
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F. American Indians and Alaskan Natives

Nationally, American Indians and Alaskan Natives (AI/AN) suffer with AIDS at a higher rate than any other
race/ethnicity [47]. In LAC, 3.4 out of every 1,000 of AI/AN are living with AIDS, with the impact of the disease
on this population second only Blacks (Figure 5.9). Eighty-five percent of AI/AN AIDS cases were among men.
By mode of exposure, nearly three out of four AI/AN AIDS cases are among men who have sex with men (MSM),
including those who also inject recreational drugs (MSM-IDU; Figure 5.10). Together, IDU and MSM-IDU
accounted for 20% of AI/AN cases.

Of the approximately 30,000 American Indians and Alaskan Natives (AI/AN) living in Los Angeles County in
2002, the largest concentration live in SPA 2 (30%), followed by SPA 3 (18%), SPA 8 (17%), SPA 7 (15%), and SPA 4
(12%; see Figure 5.10). In contrast, of the 96 AI/AN estimated to be living with AIDS in LAC, the greatest number
reside in SPA 4 (39%), followed by SPA 8 (24%), and SPA 2 (13%; see Figure 5.12).
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American Indian/Alaskan
Native Validation Project of
2002

Because routine methods for ascertaining
race/ethnicity information in the HIV/AIDS
Reporting System (HARS) might lead to a
pronounced underestimation of AI/AN living with
AIDS due to racial misclassification, the HIV
Epidemiology Program's core surveillance units
undertook a study in conjunction with the US Indian
Health Service (IHS) and CDC to validate
race/ethnic data using the IHS database and the LAC
Vital Records mortality database, and the Office of
AIDS Programs and Policy's Ryan White CARE Act
client database.

In HARS, AI/AN cases were misclassified in HARS
as follows: 67% as White, 22% as Latino, 5% as
African-American, 3% as Asian, and 3% as unknown.
AIDS cases reported at private facilities were
significantly more likely to have AI/AN
misclassification (68%) than were those reported at
public facilities (33%). After the correction of
misclassified cases in HARS, the average annual AIDS
rate for AI/AN increased 29% in HARS, from 2.1 to
2.7 per 1,000. When adjusted for misclassification
based on all data sources,AI/AN cases increase even
more to 3.1 per 1,000, a 48% increase. As of
December 2003, the rate of AI/AN living with AIDS
was 3.4 per 1,000 (Figure 5.9).
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The LAC Commission on HIV/AIDS Health Services (CHHS) has identified eleven populations with special HIV
care and service needs. These include: MSM of Color; White MSM; Injection Drug Users; Non-injection Drug
Users; Transgendered Persons and Their Partners; Recently Incarcerated; Chronically Mentally Ill; Homeless;
Undocumented Immigrants; Women of Child-bearing Age; and Youth, aged 13 - 24 years. In this section,
Epidemiologic data are presented for each group and are summarized in Table 6.1. Note, unlike Behavioral Risk
Groups presented in Section V, these special needs populations are not mutually exclusive. Therefore, some
persons may fit into more than one category. Methods for estimating the size of the population for each group
are presented in Technical Note #5.

A. Transgendered Persons and Their Partners

This population is discussed in Section V: Behavioral Risk Groups.

B. MSM of Color 

As of 2002, an estimated 8,300 MSM of Color  -
defined here as MSM of Black, Latino, American
Indian/Alaskan Native, or Asian/Pacific Islander
race/ethnicity - were reported living with AIDS in
LAC. Seroprevalence estimates for this group varied
from 6% of MSM of Color who tested in state-
funded counseling and testing sites, to 7% of those
testing at STD clinics, to 20% in mostly Latino and
Black MSM in the Young Men's Survey II.
Seroprevalence for MSM of Color used in the
Profile, 10%, was based on these and other data.

In data from repeat testers at state-funded
counseling and testing sites in LAC from 1995
through 2002, MSM of Color  - specifically, Black,
Latino, and American Indian MSM - had the highest
rates of new positive tests (4-5% per year) of any
demographic group other than transgendered
women. Asian/PI MSM, on the other hand, had the
lowest rate (2%).

One reason for the higher seroprevalence among
Black MSM, as well as the lower seroprevalence
among Asian/PI MSM, may be their choice of sexual
partners. A study of Asian MSM postulates that,
while Asian/Pacific Islander MSM engage in relatively
high rates of unprotected anal intercourse, they are
doing so predominantly with other Asian/Pacific
Islanders, who have a relatively lower prevalence of
HIV [48]. Partner characteristics of Black MSM are
discussed in the YMS section below. From another
recent study in LAC, other factors associated with an
increased high-risk behavior among Black MSM
included lower socioeconomic status, older age,
having sex with both men and women, and having
significant “psychological distress” [49].

One local study suggests that prevention efforts
targeting gay and bisexual men may not be reaching
many Latino and Black men who, while engaging in
sex with other men, do not identify as gay or
bisexual; reasons postulated for this “nondisclosure”
include fear of discrimination, stigma, and
marginalization - from families, from communities of
color, and from the White gay community [51]. Also,
in many studies, MSM of Color were more likely than
White MSM to report having sex with women; this
can lead to HIV transmission to women of color
who are unaware of their risk [29].

VI.VI. Special Needs Population
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Young Men's Survey II
In the second YMS, young men aged 23 to 29 years were interviewed at public venues between 1999 and 2000.
Young Black men were found to have engaged in similar or fewer risk behaviors than did young White men, yet had
7 times the odds of being HIV-infected [50]. The authors postulated that having older and mainly Black partners - that
is, partners with a higher likelihood of being HIV-infected - may place these young Black men at increased risk for HIV.

Los Angeles Men's Survey (LMS)
National HIV Behavioral Surveillance is an interviewer-administered survey measuring HIV-related risk behaviors
among high-risk groups. The first survey, Los Angeles Men's Survey, was conducted from 2003 - 2004 and
included men who have sex with men (MSM). Preliminary results from this survey indicate that about 10% of
MSM of Color self-reported being HIV-infected, half of whom (53%) reported having had unprotected anal
intercourse in the last year. Only 3% of MSM of Color reported ever having injected drugs.

C. White MSM

As of 2002, an estimated 6,100 White MSM were reported living with AIDS in LAC. Seroprevalence estimates
for this group varied from 3% who tested in state-funded counseling and testing sites and STD clinics to 14% in
the Urban Men's Health Study. The seroprevalence rate for White MSM, 9.5%, used in the Profile is based on
these and other data.

While the number of White MSM diagnosed with AIDS each year continues to decrease, recent statistics from
CDC showed a 17% increase in newly reported HIV infections among MSM, in general, and an 8% increase
among White MSM. While LAC was not included in this data, there is reason to believe that White MSM in LAC
- both HIV-infected and non-infected - are increasingly engaging in the high-risk behaviors that can transmit HIV.

Supplement to HIV/AIDS Surveillance Project (SHAS)
In SHAS interviews from 2000 to 2003, MSM respondents living with AIDS were asked about both unprotected
anal intercourse (UAI) and having 10 or more sexual partners in the last 12 months. Preliminary analysis reveals
that White MSM were twice as likely as other racial/ethnic groups to report 10 or more partners (OR= 2.1;
95%CL= 1.1, 4.1) and to engage in unprotected anal intercourse (OR= 2.2; 95%CL= 1.1,4.3).

Los Angeles Men's Survey (LMS)
National HIV Behavioral Surveillance is an interviewer-administered survey measuring HIV-related risk behaviors
among high-risk groups. The first survey, Los Angeles Men's Survey, was conducted from 2003 - 2004 and
included men who have sex with men (MSM). Preliminary results from this survey indicate that about 15% of
White MSM self-reported being HIV-infected, two-thirds of whom (66%) reported having had unprotected anal
intercourse in the last year. White MSM were three times more likely than MSM of Color to report ever injecting
recreational drugs (10% vs. 3%; OR=3.3; 95%CL= 1.9, 5.9) and nearly twice as likely to have found their most
recent casual sex partner via the Internet (18% vs. 11%; OR=1.8; 95%CL= 1.1, 2.3).

STD Program 
In the LAC Early Syphilis Surveillance Summary of January 15, 2004, the number of early syphilis cases reported
in LAC for 2003 remained high (n=720). MSM (including MSM/W) accounted for 65% of all cases (n=470), with
Whites accounting for 53% of MSM cases. Among newly reported MSM syphilis cases, 57% were co-infected
with HIV.There is concern that these statistics point to at least a subgroup of White MSM who continue to engage
in high-risk behaviors that are known to transmit HIV. (See discussion of this topic in Section VII on Syphilis-HIV
co-morbidity.)
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D. Homeless and Unstably

Housed Persons

As of 2002, 3,300 homeless persons were
estimated to be living with AIDS in LAC. HIV
seroprevalence estimates for this group varied from
1.4% in a recent study of LAC shelter and street
persons [52], to 3.7% in an HEP study of downtown
Los Angeles' “skid row” residents, to 5.4% of
homeless persons who tested in state-funded
counseling and testing sites. The seroprevalence of
3.5% for homeless persons used in the Profile was
based on these data.

Little else has been published on homeless persons
with HIV and AIDS in LAC. A recent study of
homeless women in LAC found that 68% of these
women reported having been tested for HIV,
including 75% of those who had risk factors for HIV
[53]. Of women tested, 1.6% reported testing
positive for HIV.

Project One: Low-income-
hotel-based Study of HIV
Incidence (Hotel Study)

The HIV Epidemiology Program (HEP) recently
conducted a study of 1,098 mostly Black (70%) “skid
row” residents who lived in single occupancy hotel
rooms or other low income housing and who
identified themselves either as HIV-negative or of
unknown HIV status. Preliminary results found
evidence of unidentified HIV infection among 1.6%
of all study participants who had not previously
tested positive for HIV. All but 1 of the 18
participants newly diagnosed as HIV-infected were
Black. HIV seroprevalence was 2.1% for previously
undiagnosed Black women, 2.3% for all Black men,
17% for Black MSM, 4.1% for Black men and women
who exchanged sex for drugs or money, and 3.3%
for Black men who reported having recently paid for
sex. (See also “HIV Incidence Studies” in Section III).

E. Persons Who Inject Drugs

As of 2002, about 2,800 persons living with AIDS
were reported with injection drug use (IDU) as the
mode of HIV exposure in LAC. Seroprevalence
estimates for this group varied from 1.3% of injection
drug users tested in state-funded counseling and
testing sites to 5.5% for injection drug users (IDU)
who participated in the Collaborative Intravenous
Drug Users Study (CIDUS) [54]. The seroprevalence
of 3.7% for IDU used in the Profile was based on
these and other data.

In LAC, 17% of recently reported AIDS cases were
among IDU; this is substantially lower than the over
40% of HIV and AIDS cases in both metropolitan
and rural areas of the Northeastern US attributable
to IDU [55]. Similar regional differences were seen
in a study of HIV in IDU in six US cities, in which 3 -
5% of IDU in Western cities were infected with HIV
compared with 28 - 29% in Northeastern cities [56].
One explanation postulated for the lower infection
rates is the common use of black tar heroin on the
West Coast compared with white powder heroin
more commonly used in the East [57]. Black tar
heroin is gummy, so needles and syringes need to be
“cleaned thoroughly” between uses. Black tar heroin
also must be “cooked” at higher temperatures which
may kill the HIV virus. Also, because tar causes veins
to collapse and scar more quickly, users are more
likely to inject it into muscles and subcutaneous
tissue, which may pose a lesser risk of HIV
transmission than intravenous injection [57]. (For
more discussion of IDU, see Section IV: Behavioral
Risk Groups.)
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F. Recently Incarcerated Persons

As of 2002, there were an estimated 1,500 county
residents living with AIDS who have been recently
incarcerated in federal, state, or county jail or prison
in LAC in the last 12 months. The California
Department of Corrections and the Los Angeles
Sheriff's Department estimates a seroprevalence
rate of 2.4% for incarcerated men, 3.2% for women
and 3% for incarcerated IDU. The Profile identifies
a seroprevalence of 2.7% for recently incarcerated
persons based on these and other data.

A recent survey of men who have sex with men
who were kept segregated in LAC's Men's Central
Jail found a 12% HIV seroprevalence [58]. Another
recent study showed, that among recently
incarcerated Black men, more anal intercourse was
reported outside the jail setting (45%) than within
jail (16%) and that there was no association between
HIV transmission and either anal sex or injection
drug use in jail; in fact, the study found that the
longer one spent incarcerated, the less likely one was
to be HIV-infected [59].

Project One: Jail Study of
HIV Incidence
HIV Epidemiology Program conducted a study to
assess new HIV infections among persons recently
incarcerated in LA county jails who reside in SPA 4
and SPA 6. Preliminary analysis found an HIV
seroprevalence of 1.8% among 1,447 male and
female participants who did not know their HIV
status. The seroprevalence for men was 2.4% and
1.1% for women. Among men, HIV seroprevalence
was 9.8% for MSM and 0.6% for non-MSM. (see also
“HIV Incidence Studies” in Section III).

G. Persons Who Use Non-

injection Drugs

As of 2002, 1,100 non-injection drug users (not
including alcohol) were estimated to be living with
AIDS in LAC. The California Department of Health
Services estimates that 2.3% of the state's
population use illicit non-injection drugs. The only
estimate of HIV seroprevalence for non-injection
drug users in LAC comes from state-funded
counseling and testing sites, in which 1.5% were
positive.

While the prevalence of HIV is relatively low
among illicit non-injection drug users, being high on
drugs or alcohol while having sex has been
associated with an increase in high-risk behaviors
that can transmit HIV, such as unprotected anal
intercourse [60], and is associated with an increased
likelihood of getting infected (see also YMS results
below). The Urban Men's Health Study found that a
majority of urban MSM, from Los Angeles and three
other cities, engaged in both alcohol and recreational
drug use [61]. Recent articles in the New York Times
[62] and the Miami Herald [63] conclude that recent
infections were caused by risky sexual behaviors
associated with the use of “crystal meth” (see also
YMS results below). Even among heterosexuals, the
association between having sex while under the
influence of drugs or alcohol shows an increased
probability of HIV infection. For example, one San
Francisco study found a much higher HIV
seroprevalence among heterosexuals in alcohol
treatment than among similar community-based
heterosexuals [64]. Also, a recent local study found
alcohol use among HIV-infected patients to be twice
that of the general population [65].
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Young Men's Survey II (YMS)
Phase two of YMS revealed that, among MSM aged
23 - 29 years, the 51% of participants who reported
having intercourse while high on non-injection drugs
were twice as likely to have tested positive for HIV
than those who did not engage in drug use when
having sex (OR=2.1; 95%CL= 1.1, 4.1). Also, the 13%
of participants who reported having intercourse while
high on non-injection “crystal” in the prior 6 months
were nearly 3 times more likely to have tested
positive for HIV than those who did not use drugs
when having sex (OR=2.8; 95%CL= 1.4, 5.7).

Los Angeles Men's Survey
(LMS)
National HIV Behavioral Surveillance is an
interviewer-administered survey measuring HIV-
related risk behaviors among high-risk groups. The
first survey, Los Angeles Men's Survey, was conducted
from 2003 - 2004 and included adult men who have
sex with men (MSM). Among study participants, 12%
reported using “crystal meth” in the 12 months prior
to interview. These recent crystal users were nearly
4 times as likely as non-crystal users to report being
HIV-infected (OR= 4.1; 95%CL= 2.7, 6.3) and over
twice as likely to report having engaged in
unprotected anal intercourse in the past 12 months
(OR= 2.5; 95%CL= 1.7, 3.6). Other non-IDU drugs
reportedly used by participants in the 12 months
prior to interview included: marijuana (30%), cocaine
(12%), ecstasy (9%), GHB or ketamine (4%), and
“crack” cocaine (2%) [32].

H.  Persons with Serious Mental

Illness

As of 2002, 1,100 seriously mentally ill persons
were estimated to be living with AIDS in LAC.
Seroprevalence estimates for this demographic
group varied from 0.75% by the LAC Mental Health
Department to 1.1% among seriously mentally ill
persons tested in a 1997 LAC-based study. The HIV
seroprevalence for seriously mentally ill used in the
Profile, 0.9%, was based on these data.

In contrast to the low HIV seroprevalence among
persons with serious mental illness, less serious
mental illness was found to be very prevalent among
adults receiving HIV care services in the US, with
nearly half of those screened found to have
depression, dysthymia, generalized anxiety disorders,
or panic attacks [66]. In a study of urban MSM, an
association was found between psychosocial
disorders, high-risk behaviors, and high prevalence of
HIV infection [67]. Further, co-morbidity with
substance abuse and psychiatric illness was found to
be prevalent among HIV-positive persons and MSM
in Los Angeles [68, 69].

I.  Women of Childbearing Age

As of 2002, 1,500 women of childbearing age, aged
15 - 49 years, were reported living with AIDS in
LAC. Seroprevalence estimates for this
demographic group varied from 0.1% in a 1995 LAC
Survey of Childbearing Women to 0.5% among
women tested in state-funded counseling and testing
sites. The seroprevalence of 0.2% for women of
childbearing age used in the Profile was based on
these and other data. For further discussion, see
“Women at Sexual Risk” and “Female Injection Drug
Users” in Section VI: Behavioral Risk Groups.
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J.  Youth, Age 13 - 24 Years 

As of 2002, 200 youth, between 13 and 24 years
old, were reported living with AIDS in LAC. Other
than those infected at or around birth, youth
infected with HIV are less likely than older persons
to have progressed to AIDS. In Colorado, which has
been reporting HIV infections for many years, there
are 8 times as many youth reported with (non-
AIDS) HIV than with AIDS. In LAC, seroprevalence
in youth tested in state-funded counseling and
testing sites was 0.8%, compared with 0.2% for those
youth testing at STD clinics. The 0.1%
seroprevalence for youth in the Profile was lower
than that for either site and is based on these and
other data.

“ Runaway” youth have been found to be much
more likely to be HIV infected than other youth
populations [70]. Compared with San Diego, Los
Angeles youth were nearly twice as likely to have
been tested for HIV, with 78% reported having been
tested. [71]. In the most recent study of
incarcerated youth in Los Angeles, HIV infection was
rarely found, even though 96% reported being
sexually active, and the vast majority were not using
a condom consistently [72]. Preliminary results of
some recent studies found that 25% of youth at one
drop-in center in San Diego reported engaging in
sex while high on drugs or alcohol [73] and that
young Latino males have more sex partners than
other youth, have higher anxiety about getting tested
for HIV, and are less likely to test for HIV [74].

Los Angeles Men's Survey
(LMS)
National HIV Behavioral Surveillance is an
interviewer-administered survey measuring HIV-
related risk behaviors among high-risk groups. The
first survey, Los Angeles Men's Survey, was
conducted from 2003 - 2004 and included adult
men who have sex with men (MSM). Preliminary
results from this survey indicate that 15% of MSM
youth, age 18 - 24 years, reported having had sex
with both men and women in the 12 months prior
to interview compared with only 10% of older
participants. Younger participants were one-tenth as
likely as older participants to report being HIV-
infected (2% vs. 14%; OR=0.1; 95%CI=0.03, 0.3).
Few surveyed youth reported having injected drugs
in the prior 12 months (2%).
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K.  Undocumented Immigrants

As of 2002, 800 undocumented immigrants were
estimated to be living with AIDS in LAC. There is
evidence that foreign-born clients at LAC STD
clinics have HIV seroprevalence rates similar to their
US-born counterparts (1.6% vs. 1.8%, respectively)
[75]. The seroprevalence for undocumented
immigrants (0.3%) was based on a weighted average
of the seroprevalence of racial/ethnic populations
believed to make up the great bulk of undocumented
immigrants - that is Latinos and Asians.

In a recent HIV Epidemiology Program analysis,
foreign-born immigrants with HIV tended to have
come to the United States at a relatively young age
and were most likely to be infected after
immigration [75]. Another study found that 44% of
illegal immigrants attending LAC STD clinics had no
access to alternative medical care [76].
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A. Tuberculosis

Tuberculosis disease (TB) is one of the
opportunistic infections that identifies an HIV-
infected person as being diagnosed with AIDS. HIV
has been characterized as the most significant risk
factor for progression of latent Mycobacterium
tuberculosis infection to active TB [77]. While
approximately 10% of persons infected with 
M. tuberculosis will develop active TB in their lifetimes,
about 50% of all persons compromised by HIV
infection will develop active TB [78]. Not only does
infection with HIV increase a person's susceptibility
for becoming infected with M. tuberculosis and
progression to active TB disease,TB has detrimental
effects on the course of HIV disease as well; the risk
of death in an HIV-infected person with TB is twice
that of an HIV-infected person without TB, even with
similar CD4 cell counts [79].

Statistics from the 2002 LAC Tuberculosis Control
Program show a decreasing trend in the number of
annual TB cases - from 1,299 in 1998 to 1,025 in
2002. Among active TB cases who had an HIV test
performed, a decreasing trend was also seen in the
proportion that tested positive for HIV - from 15%
in 1998 to 11% in 2002. TB cases reported during
this 5-year period were predominantly male (62%),
Latino (46%) or Asian/Pacific Islander (33%), and 45
years of age or older (53%). Asian/Pacific Islanders
were the most impacted racial/ethnic group in 2002,
with an active TB incidence rate of 30 new diagnoses
for every 100,000 population, followed by Blacks 
(12 per 100,000) and Latinos (11 per 100,000);
Whites were the least impacted with 2.5 new
diagnoses per 100,000.

Compared with Whites, Black TB cases had twice
the odds of being co-infected with HIV, while
Asian/Pacific Islander TB cases had only one-tenth
the odds (Table 7.1). Compared to male cases,
female TB cases had one-fifth the odds of being co-
infected with HIV. The age group most likely to be
co-infected with HIV was that of persons age 30 -
39 years, with 15 times the odds of infection
compared with cases older than 60 years of age.

HIV/AIDS Reporting System
(HARS) 
Overall, 5.5% of AIDS cases reported in HARS
also had TB. White AIDS cases had the lowest
prevalence of TB (2.3%), while American
Indian/Alaskan Natives, Latinos,Asian/Pacific Islanders,
and Blacks had 1.7 - 4.6 times greater odds of having
have had TB than Whites (Table 7.2). Female AIDS
cases had a 20% increased odds of having had active
TB than did male cases (6.5% versus 5.4%). There
was little difference in TB co-morbidity between age
groups. By mode of exposure, male AIDS cases who
reported sex with men (MSM) as their exposure for
HIV had the lowest prevalence of TB (4%), while
those exposed to HIV through injection drug use
(IDU) had 3 times as much active TB (12.4%), and
MSM-IDU twice as much (9.3%), as MSM cases.
Lastly, foreign-born AIDS cases had more than twice
the odds of having had TB than did US-born cases
(9.9% versus 4.4%).

VII.VII. Co-Morbid Communicable Deseases
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B. Sexually Transmitted Diseases

Many sexually transmitted diseases (STDs) can
facilitate the transmission of HIV. Those that cause
an open ulcer on the genitalia - such as syphilis,
herpes, and chancroid - as well as those that do not
- such as gonorrhea, chlamydia, and trichomoniasis -
decrease the protective mucosal/skin barrier and/or
increase HIV viral shedding and thereby increase the
odds of transmission by 2 to 5 fold [80]. Some STDs
are also markers of unprotected sexual intercourse
- such as syphilis, gonorrhea, and chlamydia.

Finally, there are some infections not commonly
considered STDs that nonetheless may be
transmitted between sexual partners; examples
include “Hepatitis A” and shigellosis - both spread 
via the fecal-oral route - and Staphylococcus skin
infections - spread via skin-to-skin contact. Small
outbreaks of, and increased risk for, these diseases
have been reported among MSM in recent years,
according to the LAC Acute Communicable Disease
Control Unit.

In LAC, diseases reportable to STD Program
include syphilis, gonorrhea, and chlamydia. Unless
otherwise noted, the following data have been
abstracted and/or summarized from LAC's Sexually
Transmitted Disease Morbidity Report 1998 - 2002.

Chlamydia 
In LAC, chlamydial infections increased 40%, from
275 cases per 100,000 population in 1998 to 386
per 100,000 in 2002. LAC chlamydial rates for 2002
were 23% higher than the rate in California (313 per
100,000) and 30% higher than the US rate (297 per
100,000) for the same year. The highest chlamydial
rates by demographic classification include women,
youth (age 15 - 24 years), Blacks, and residents of
SPA 6 (Table 7.3).

Gonorrhea
From 1998 to 2002, gonorrhea rates have
decreased slightly, from 132 to 125 per 100,000. For
2002, LAC gonorrhea rates were 49% higher than
that for California (84 per 100,000) and 79% higher
than the US rate (70 per 100,000). In LAC, the
highest number of gonorrhea case reports was
among men, youth (age 15 - 24 years), Blacks, and
residents of SPA 6 (Table 7.3).

Syphilis
Recently reported syphilis case rates in LAC have
nearly quadrupled, from 1.0 per 100,000 in 1999 to
3.9 per 100,000 in 2002. Once lower than US rates,
the 2002 LAC syphilis rate was 63% higher than that
of the US and 30% higher than the California rate.
Unlike chlamydia and gonorrhea, the highest syphilis
rates were seen among adults aged 35 - 44 years,
Whites, and residents of SPA 4 (Table 7.3).

In 2002, men had 19 times the rate of “early
syphilis” - that is, primary, secondary, and early latent
cases - than did women (95 vs. 5 per 100,000).
From 1998 to 2002, the syphilis rate in White men
increased 17 fold, from 0.7 to nearly 12 per 100,000.
This recent increase of early syphilis seen in LAC
was first recognized in 2000 as an outbreak among
men who have sex with men (MSM) throughout
Southern California [81]. This, in turn, prompted a
multifaceted outbreak response lead by LAC STD
Program that included a media campaign (“Stop the
Sores”), increased provider awareness and
community outreach, and initiated studies targeting
incarcerated transmission and internet partner
notification [82].

A decline in new syphilis cases has yet to be realized.
In STD Program's January 2004 issue of Early Syphilis
Surveillance Summary, the number of reported early
syphilis cases rose from 371 cases in 2002 to 398 cases
in 2003. A similar trend was seen for California, with
1,797 early syphilis cases reported in 2002 and 1,991
cases for 2003 [83].
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Of syphilis cases reported in LAC for 2003, 90%
were male, three-quarters of the cases were either
White (41%) or Latino (36%), and 58% were aged
30 - 44 years. Men who have sex with men (MSM)
accounted for about a third of all cases in 2000 to
over two-thirds of cases in 2002 - 2003 (Figure 7.1).
In 2003, over half of syphilis cases among MSM were
also HIV-infected, two-thirds (67%) reported having
anonymous sex, and only one-quarter 25% reported
use of a condom during sexual intercourse.

Public health implications of the recent early
syphilis outbreak in LAC among MSM, half of whom
are HIV-infected and half HIV-uninfected, are unclear.
The rise in syphilis was not accompanied by a
concomitant increase in new HIV cases at STD
clinics during this period [84]. Some believe that
these men may be engaging in sexual intercourse
exclusively with “seroconcordant partners” - that is,
sex between two infected men or between two
uninfected men [85] - and one study has found
evidence for this [86].

60 HIV Epidemiology Program

FIGURE 7.1



www.lapublichealth.org/hiv 61



C. Hepatitis C Virus

Infection with hepatitis C virus (HCV) is the most
common bloodborne infection the United States,
with an estimated 1.8% of all Americans infected
[87]. HCV is predominantly transmitted through
contact with contaminated blood and blood
products. Persons at high risk for HCV include those
receiving clotting factors made before 1989 and
injection drug users (IDU); at intermediate risk are
those who received a blood transfusion or solid
organ transplant prior to 1992, hemodialysis
patients, persons with undiagnosed liver problems,
and infants born to infected mothers [88]. While
HCV has been shown not to be easily transmitted
through sexual contact [89, 90], it may account for
up to 15% of cases.

Once established, HCV is not cleared from the
blood of its human host in 85% of infected persons
and leads to chronic illness, such as cirrhosis, liver
failure, and liver cancer, in 60 - 70% of those infected
[91]. Unlike hepatitis A and B viruses, there is
currently no vaccine for HCV. Although recent
advances have been made, HCV disease in persons
co-infected with HIV is especially difficult to treat [92].
Lastly, in one recent study, HIV-HCV co-infected
patients were found to have a significantly higher
proportion of depression and other psychiatric
problems (70%) than did mono-infected persons
(57%) [93].

HIV/AIDS Reporting System
(HARS)
To get a crude assessment of the co-morbidity of
HCV and AIDS in LAC, we recently matched our
living AIDS cases in HARS with LAC Acute
Communicable Disease Control Program's HCV
database (see Technical Note #7). Of the
approximately 19,794 persons living with AIDS at
the end of July 2004, 901 also had evidence of HCV
infection (4.6%). Among the 10,634 non-AIDS
cases reported to LAC HARS by July 2004, 360
were also identified in the HCV Registry, for a 
co-morbidity of 3.4%.

These co-infection proportions are much lower
than the 40% co-morbidity among HIV-infected
persons reported in New York City [94] and lower
than CDC's estimate that 25% of US HIV-infected
persons are co-infected with HCV [95]. Injection
drug users have never accounted for more than 18%
of LAC AIDS cases by mode of exposure in HARS;
this is in contrast to the Northeastern US, where
IDU was a reported mode of exposure for over
40% of AIDS cases [55]. Therefore, it is not
surprising to observe lower HIV-HCV co-morbidity
in LAC than in areas of the nation with higher IDU
exposure risk. When analysis is limited to HIV and
AIDS cases that reported injection drug use,
however, HCV co-infection was estimated to be
between 46 - 65% in LAC, which is similar to CDC's
national estimate of 50 - 90% co-infection among
HIV-infected IDU [95].

Finally, preliminary findings from a recent local
study of 679 current and former IDU in LAC found
a low HIV seroprevalence (4.0%), a high HCV
seroprevalence (70%), and a low HIV-HCV 
co-infection (2.6%) [96]. Reasons postulated for the
relatively low observed HIV seroprevalence among
IDU in LAC are discussed in Section VI, E.
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Satellite Testing Office for
Research and Education
(STORE)
In 1996, HIV Epidemiology Program started a
counseling and testing site in West Hollywood (the
city in LAC with the highest AIDS rate). Before its
closure in 2001, the Satellite Testing Office for
Research and Education, or “STORE”, screened
1,044 clients for HCV, of whom 5% were positive for
antibodies to HCV. Clients who tested positive for
HIV had an equal HCV seroprevalence as those
who tested negative for HIV (5%). Regardless of
gender, race/ethnicity, or sexual orientation, injection
drug users had 20 times the odds of testing positive
for HCV (OR=20; 95%CL=11, 37), with an HCV
seroprevalence of 31% for IDU compared with only
2.2% for non-IDU clients.

Collaborative Injection Drug
User Study (CIDUS III)
Health Research Association of Los Angeles
conducted the third Collaborative Injection Drug
User Study in collaboration with CDC and four
other cities from 2002 - 2004. Injection drug users,
age 15 - 30 years, were interviewed and tested for
both HIV and hepatitis C. Preliminary analysis found
27% of these young IDU participants from Los
Angeles to be infected with HCV, 6.3% with HIV, and
1.8% to be co-infected with HIV and HCV; other
participating cities - New York, Baltimore, Seattle, and
Chicago - had similar low co-infection levels [97].
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In this new section of the Profile, results from the AIDS Drug Assistance Program (ADAP) database and from
three local long-term studies will be presented to help characterize care utilization among persons living with HIV
and AIDS in LAC. The three studies are the “Supplement to HIV/AIDS Surveillance” project (SHAS), and the
“Adult/Adolescent Spectrum of HIV Disease” study (ASD), which have both been conducted by HIV Epidemiology
Program for the last 14 years, and the 4 year old “Directly Administered Antiviral Treatment“ Project (DAART).

A.  AIDS Drug Assistance Program (ADAP)

The AIDS Drug Assistance Program, or ADAP, was authorized under the 1990 Ryan White CARE Act to cover
some or all of the costs associated with HIV/AIDS medications for uninsured and underinsured persons living with
HIV and AIDS. Prior to that, in 1987, ADAP had been implemented in California as a state-funded county-run
system; it was restructured in 1997 as a centralized state-funded program administered through the California
Department of Health Services [98].

During June - August 2003, 9,170 of the 20,359 clients enrolled in ADAP in California (45%) were LAC
residents, with LAC accounting for half of all State ADAP costs for the period [98]. Sociodemographic
characteristics of ADAP enrollees living in LAC are presented in Table 8.1. The vast majority of enrollees were
male (90%), 31 - 50 years of age (75%), either White or Latino (79%), reported English as their preferred language
(81%), had an annual income of less than $18,000 (81%), and did not have any health insurance (78%).

VIII.VIII. Care Services Utilization
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B. Supplement to HIV/AIDS Surveillance Project (SHAS)

The SHAS Project was a cross-sectional interview study that ran from 1990 through June 2004 to supplement
information routinely collected through the national HIV/AIDS Reporting System (HARS). Information in SHAS
was collected from persons with newly reported cases of AIDS reported to the local health department. SHAS
used a standardized questionnaire administered by trained interviewers. The objective of SHAS was to improve
our understanding of sexual and drug-using behaviors, health care access, minority issues, utilization and adherence
to therapies, geographic differences, and disability as related to HIV infection. Overall, 81% of enrollees were male,
65% were between the age of 30 and 49 years, and 50% were Latino.

Table 8.2 shows the proportion of SHAS
participants who use health care and laboratory
services, prophylactic and antiretroviral drugs. Nearly
all SHAS participants were in medical care at the
time of interview. Only 16% of participants were
receiving care from a private physician. Men were
twice as likely to have a private provider as were
women (18% vs. 9%; OR= 2.2; 95%CI= 1.1, 4.3) and
Whites were over 6 times more likely to have a
private physician as non-Whites (40% vs. 10%; OR=
6.3; 95%;CI= 4.2, 9.5). Overall, 35% of participants
were hospitalized in the year prior to interview;
Latinos were twice as likely as non-Latinos to have
been hospitalized (44% vs. 27%; OR= 2.0; 95%CI=
1.5, 2.8). Females tended to be less likely to report

ever having been on antiretroviral therapy than were
males (84% vs. 89%, respectively), but the difference
was not “statistically significant” (see Glossary). The
percent of participants taking prophylaxis for the
opportunistic infection PCP was 68%. Participants
under 30 years of age were twice as likely as those
50 years of age and older to have been on PCP
prophylaxis (73% vs. 58%; OR= 2.0; 95%CI= 1.1, 3.4).
Of those who knew their CD4 count, 36% reported
a CD4 count under 200. Whites were half as likely
as other racial/ethnic groups to report they did not
know their CD4 count (17% vs. 29%; OR= 0.5;
95%CI= 0.3, 0.8) and a third as likely as others to
report they didn't know their viral load (16% vs. 38%;
OR= 0.3; 95%CI= 0.2, 0.5).
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Table 8.3 shows the proportion of SHAS
participants enrolled from 2000 - 2004 who needed
select services, as well as the proportion of those in
need who reported receiving these services. Of the
45% of participants who reported needing case
management, 92% reported receiving those
services; of the 35% who needed mental health
services, 85% received them; of the 82% who
needed social services, 82% received them; and of
the 11% who needed home health care, 77%
received it. Whites were approximately 3 times
more likely to have received both mental health
(93% vs. 81%; OR= 2.8; 95%CI= 1.1, 8.5) and social
services (93% vs. 80%; OR= 3.3; 95%CI= 1.1, 13)
when needed than were non-Whites. No other
differences within demographic subgroups were
statistically significant.

The time between when persons first learn that
they are HIV-infected and when they are diagnosed
with AIDS is one measure of how early the disease
has been detected or of how late one gets tested for
HIV. Here, as in a previous SHAS analysis, “early”
detection is defined as greater than 5 years between
time of first reported HIV test and an AIDS 

diagnosis, and “late” detection as between 1 - 5 years
[99]. Here, we also defined “very late” detection as
less than 1 year between time of first reported HIV
test and an AIDS diagnosis. In SHAS interviews from
2000 - 2004, Whites living with AIDS were over 5
times more likely to have their HIV infection
detected “early” than were non-Whites (OR=5.6;
95%CI= 3.7, 8.3). Conversely, Latinos living with
AIDS were nearly 3 times more likely to have been
detected “very late” in their infection (OR= 2.7; 95%
CI= 2.0, 3.7). These differences are graphically
illustrated in Figure 8.1, which shows 72% of Latinos
with AIDS having learned of their HIV infection only
within 1 year of AIDS diagnosis, while 49% of Whites
learned of their infection 5 or more years before
their AIDS diagnosis.

Finally in SHAS, while there was no significant
difference in early or late detection between males
and females, but participants less than 30 years of
age were only half as likely to have their HIV
infection detected “early” than were older
participants (OR= 0.45; 95%CI= 0.2, 0.9).
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The HIV Epidemiology Program, in collaboration
with CDC, conducted ASD from 1990 to 2004 to
better define the spectrum of HIV-related diseases.
LAC was one of ten municipal areas participating in
the study. The objective of the study was to evaluate
trends in the clinical course, treatment and health
care utilization of persons living with HIV infection in
LAC, by collecting data from the medical records of
HIV-infected patients 13 years of age and older
receiving medical care at three outpatient clinics at
6-month intervals. Data collected include basic
demographics, HIV-exposure category,AIDS-defining
conditions, other infections and conditions,
treatment and prophylaxis history, CD4 lymphocyte
count, and viral load.

Nearly 5,000 persons were included in the LAC
ASD study, three-fourths of whom were male
(76%), two-thirds of whom were under the age of
40 years at intake (68%), with 41% Latino, 29% Black,
and 30% White (Table 8.4). In the last year of 
the study, Latinos comprised nearly half of 
all participants (48%), two-thirds of whom were 
also foreign-born (67%). Asian/Pacific Islanders 
and American Indian/Alaskan Natives altogether
comprised only 5% of participants.
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FIGURE 8.1

C. Adult/Adolescent Spectrum of HIV Disease Study (ASD)



*OI= Opportunistic Infection (see Glossary).

From Table 8.4, we can see the proportion of cases
that had CD4 counts less than 200 (an indication of
AIDS) was higher for males than females (40% vs.
26%), as was the proportion with viral loads counts
greater than 100,000 (21% vs. 14% respectively).
Among the three major race/ethnicities in ASD,
Blacks had the highest proportion of participants
with a low CD4 count (38%) and with a high viral
load (21%). The average rate of opportunistic
infections diagnosed each year was higher for males
than females (8.8% vs. 6.5%) and higher for Blacks
(8.9%) than for either Latinos or Whites (7.9% and
7.7%, respectively).

Average hospitalization rates ranged from 2 - 3
hospital days per person per year for all patient
subgroups and from 4 - 5 days per person per year
for patients with low CD4 counts. Average
outpatient visits ranged from 12  - 14 per year for all
patients and 15 - 16 per person per year for patients
with low CD4 counts. Regardless of CD4 count,
Blacks and older patients tended to average more
hospital days each year, while, on average, Latinos
and older patients required more outpatient visits.

68 HIV Epidemiology Program



Figure 8.2 shows the percent per year of ASD participants who have died from 1990 to 2002 by race/ethnicity.
Mortality rates remained high (20 - 30% per year) from 1990 to 1995 then fell, in the HAART era, to less than
5% per year for all race/ethnic groups by 2002. From 1998 to 2002, however, Latinos in ASD did have a
significantly lower average annual mortality rate (4.3% per year) than either Whites or Blacks (7.4% per year).

Of the non-AIDS-indicator malignancies suffered by ASD participants throughout the study period, the most
common for women was genitourinary cancer and, for men, skin cancer, followed by lymphoma and then lung
cancer (Table 8.5).
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FIGURE 8.2



The CDC-funded Directly-Administered
Antiretroviral Treatment Project (DAART) evaluated
interventions for improving adherence to Highly
Active Antiretroviral Treatment (HAART) from 2001
- 2004 at 3 public HIV clinics. The necessarily
complex HAART drug regimens provide challenges
for optimal adherence for many individuals.
Participants were randomized to one of three
adherence models: 1) the DAART model in which
participants receive daily delivery and observation of
the ingestion of HAART once-daily, five days per
week by a community worker; 2) a clinic-based
intensive case management intervention to
overcome barriers to HAART adherence; or, 3)
standard care provided at the clinics. The major
objective of the DAART project was to determine if
the three models of adherence support affected the
virologic, immunologic and clinical outcomes of HIV
disease and the development of drug resistance.

Preliminary results from DAART indicate that
adherence to HAART at baseline did not differ by
race/ethnicity, gender, age, income, foreign born
status, or cigarette, alcohol or drug use [101].
Sociodemiographic factors were also not found to
be associated with reasons for non-adherence.

Adherence support delivered as part of standard
care practice was also evaluated. Initial findings
suggest that most health care providers at the 3
public clinics provide adherence support for HAART
to their patients as part of routine care. Most
providers also reported referring a high proportion
of their patients (64% - 96%) to a number of other
HIV/AIDS services for additional support,
underscoring the perceived need for these services
[100]. In addition, providers reported increasing the
frequency which they provided HAART education
adherence over the course of the study.
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D. Directly-Administered Antiretroviral Treatment Project (DAART)
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APPENDIX A: Glossary of Terms 

AIDS Acquired Immunodeficiency Syndrome. Most often caused by chronic infection with the
human immunodeficiency virus, or HIV, a syndrome diagnosed when the host immune
system is depressed or damaged to such an extent that the CD4+ lymphocyte cell
count is below 200 cells per microliter, or when an Opportunistic Infection is present.

AIDS Commission The Los Angeles County Commission on HIV/AIDS Health Services (CHHS) serves as
the planning body for Title I of the Ryan White Comprehensive AIDS Resources
Emergency (CARE) Act and all other publicly funded HIV services and programs
administered by the Office of AIDS Programs and Policy (OAPP).

Anonymous HIV testing Testing a person for HIV without the person having to give personal identifying information;
all specimens are marked with a code number and cannot be linked to the person. Positive
anonymous HIV tests are not reportable. (Compare Confidential HIV testing)

Antibody Protein molecule produced by white blood cells to bind up and disable infectious agents,
such as viruses and bacteria.

Antigen Substance - such as a virus or bacterium - that provokes an immune (antibody)
response when introduced into the body. (See Antibody)

Antiretroviral therapy Drugs used specifically for the treatment of HIV disease. (See HAART, NNRTI, NRTI and
Protease inhibitors)

Asymptomatic Showing or having no symptoms. (See Incubation period)

Behavioral Risk Group (BRG) For prevention planning purposes, 7 mutually exclusive subpopulations identified to be
at high risk for HIV; they are men who have sex with men (MSM); men who have sex
with men and women (MSM/W); MSM and MSM/W who also inject drugs (MSM/IDU);
heterosexual men who inject drugs (HMIDU); women at sexual risk (WSR), female
injection drug users (FIDU); and transgendered men and women and their
sexual/injection partners (TG).

Bias Error not caused by chance that leads to a distorted result in a study.

CD4 (“helper T”) cell Type of white blood cell that oversees the action of the human immune system and is
the main target of HIV.

Candidiasis Fungus that usually infects the mucous membranes, commonly occurring in the mouth
(thrush) or in the vagina (yeast infection). These infections usually result in painful or
burning red lesions with or without white spots.

Case Occurrence of the disease or event of interest in a person.

Case fatality rate The proportion of persons with a particular disease who die from that disease within a
year, compared with the number of new cases of the disease reported in the same year.

CDC The national Centers for Disease Control and Prevention in Atlanta, Georgia.

Chlamydia Sexually transmitted disease (STD) caused by the bacteria Chlamydia trachomatis. In
men, chlamydia is characterized by a discharge from the urethra (penis). In women,
most will have no symptoms; if left untreated, however, pelvic inflammatory disease
(PID) can develop, which can lead to chronic pain or infertility. Chlamydia is curable
when treated with appropriate antibiotics.

Cohort Group of persons who share a common attribute - such as birth in a particular year -
which is followed over time.
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Cohort study Epidemiologic study in which a specified population (the Cohort) is observed for long
enough to calculate reliable disease incidence or mortality rates.

Combination therapy Use of two or more drugs to fight infections. Combinations may be more effective in
some ways than single-drug treatment and help prevent drug-resistance.

Confidence interval (CI) Range of values for an estimate, such as a proportion or rate, that is believed to contain
the true value within a specified level of certainty. For example, “95%CI=2-5” suggests
that we have 95% confidence that the true rate lies between 2 and 5. Similar to
Confidence Limit.

Confidence limit (CL) Similar to Confidence Interval. The values for an estimate, such as a proportion or rate,
between which the true value can be found within a specified level of certainty. For
example, “95%CL=2, 5” suggests that we have 95% confidence that the true rate lies
between 2 and 5.

Confidential HIV testing Testing a person for HIV where his or her name is known or given; specimens are
marked with a code number, but can be linked to a name. Positive confidential HIV tests
are reportable. (Compare with Anonymous HIV testing)

Confounding Systematic error in a study in which the effect of an exposure on the study outcome is
distorted due to the exposure of other factor(s) that also have an influence on the outcome.

Convenience sample Sample of study subjects selected without using probabilistic methods needed to obtain
a “random sample. ” Generalizing from the results of a survey based upon a convenience
sample is problematic, as there is no way of knowing what sorts of biases may have been
operating.

Correctional institution Prison or jail.

Cross-sectional study Study that examines the relationship between diseases and other variables of interest
as they exist in a defined population at one particular time - such as a one-time survey.

Crude Mortality Rate An estimate of the proportion of a population that dies within a given time period. It
is calculated by dividing the number of persons dying during the time period by the
number of persons living in the time period. (Also called the “Crude Death Rate”)

Cumulative Pertaining to the total number of persons/cases reported.

Cumulative incidence Risk of developing a particular disease within a specified period of time.

Cumulative AIDS The cumulative number of persons reported with AIDS during a specified period
divided by the total population at risk for AIDS at the midpoint of that period.

Death Rate See Crude Mortality Rate.

Demographic Pertaining to characteristics of a population - such as age, race/ethnicity and gender.

ELISA test Blood or oral fluid test which indicates the presence of antibodies to HIV. The HIV
ELISA test does not detect the disease AIDS, but only indicates if HIV infection has
occurred. (See also Western Blot test)

Epidemic Dramatic increase above the usual or expected rate of occurrence of a particular
disease in a population.

Epidemiology Study of the distribution and determinants of disease in a specified population in order
to promote, protect and restore health in that population.

Exposure Contact with a factor that is suspected to influence the risk for a person developing a
particular disease.

Gender Term or variable to classify persons as male or female; recent gender categories may
now include both male-to-female and female-to-male transgendered persons.
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Gonorrhea Common sexually transmitted disease caused by the organism Neisseria gonorrheae; it is
often abbreviated “GC”. GC is often used as a surrogate to identify persons at sexual
risk for HIV transmission. GC is curable when treated with appropriate antibiotics.

HAART “Highly Active Antiretroviral Therapy;” Combination of three or more anti-HIV drugs, of
which at least one is usually a protease inhibitor.

HARS “HIV/AIDS Reporting System;” surveillance database containing HIV and AIDS reports.

HEP See “HIV Epidemiology Program” of the Los Angeles County Department of Health
Services; often also called “HIV Epi” for short.

Hepatitis Inflammation of the liver ; often caused by viruses, drugs, or other chemicals.

Hepatitis A Called “infectious hepatitis. ” Form of viral hepatitis caused by the hepatitis A virus
(HAV). HAV may be transmitted through oral contact with infected feces (stool) or
surfaces and objects recently contaminated with infected feces. Usually causes mild
illness that resolves within weeks.

Hepatitis B Called “serum hepatitis. ” More severe form of viral hepatitis caused by the hepatitis B
virus (HBV). HBV may be transmitted through contact with infected blood, saliva,
seminal fluid, vaginal secretions, and breast milk. With persistent disease, may lead to
cirrhosis, liver failure, and/or death.

Hepatitis C Once called “Non-A/non-B hepatitis.” Severe form of viral hepatitis caused by the
hepatitis C virus (HCV). HCV is most often transmitted through contact with infected
blood, but may also be transmitted through contact with other body fluids. Persists for
decades, leading to cirrhosis, liver failure, and/or death.

Hepatocellular carcinoma Liver cancer. Often associated with chronic hepatitis B or C disease.

HIV Human immunodeficiency virus. Infection with HIV is the usual cause of Advanced HIV
Disease, or AIDS. (See AIDS)

HIV Epidemiology Program Los Angeles County program that collects, analyzes, and disseminates HIV/AIDS
surveillance and epidemiologic study data essential for the planning, implementation, and
evaluation of programs and policies involving HIV and AIDS care, prevention, education,
and research in Los Angeles County.

IDU Injection drug user. Person who injects illicit drugs into their body, usually to get high.

Immunology Study of the body's response to foreign organisms and how humans and other animals
fight off disease-causing microorganisms, such as viruses and bacteria.

Immunosuppressed State of the body where immune system defenses do not work normally. This can be
the result of an immune deficiency from birth, an illness such as cancer or AIDS, or from
the administration of certain drugs.

Incarcerated person Person who is in prison or jail.

Incidence rate Rate at which new events, such as cases of a particular disease, arise in a given
population - for instance, the number of new cases diagnosed in a year divided by the
population at risk in that same year.

Incubation period Period of time between contact with an infectious agent and the first clinical evidence
of illness resulting from that infection.

Independent variables Variables that are thought to explain or predict an outcome or event.

Infant Mortality Rate The rate of the number of deaths in a year among children less than one year old for
every 1,000 live births in that year.
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LAC Los Angeles County.

Latent period See Incubation period.

Longitudinal study See Cohort study.

Marker Substitute measure, or proxy, for an event or disease that cannot readily be measured
by any other method.

Median That value which divides a set of measurable values into 2 equal halves, such that half
of all values are above the median, and half are below. For example, the median age of
study participants was 35 years.

Migration Movement from one area or jurisdiction to another.

MSM Men who have sex with men, no matter how they identify themselves; by definition,
includes MSM/W (see next listing), unless MSM/W are counted separately. (See Behavior
Risk Groups).

MSM/W Men who have sex with men and women, no matter how they self-identify.

NIR No identified risk; cases of HIV or AIDS in which no risk behavior for infection was identified.

NRTI (“nuke”) Nucleoside/nucleotide Reverse Transcriptase Inhibitor. Antiretroviral drug that works by
interfering with the elongation of the viral chain during viral DNA synthesis; includes ddI,
ddC, D4T, 3TC, AZT, abacavir, lamivudine, tenofovir.

NNRTI (“non-nuke”) Non-Nucleoside Reverse Transcriptase Inhibitor. Antiretroviral drug that works by
interfering with the elongation of the viral chain during viral DNA synthesis; includes
nevirapine, efavirenz, delavirdine.

Non-named code Code required by regulation for use when reporting new cases of HIV infection in
California; includes alphanumeric code (based on last name), date of birth, gender, and
last four digits of social security number.

Non-gonococcal urethritis NGU. Sexually transmitted disease that causes inflammation of the urethra, but is not caused
by gonorrhea  -  most commonly, it is caused by Chlamydia.

OAPP The Los Angeles County Office of AIDS Programs and Policy was established in 1985
in the Department of Health Services, Public Health. The office directs the overall
response to the HIV/AIDS epidemic in L.A. County.

Odds ratio Odds of a person with a disease of interest having a particular exposure divided by the
corresponding odds of a person without the disease of interest having the same
particular exposure.

Opportunistic Infection (OI) OIs are diseases caused by agents commonly present in our bodies or environment but only
cause illness when the host immune system becomes damaged or depressed - as in AIDS.

Pandemic Epidemic occurring over a very wide area, crossing international boundaries and usually
affecting a large number of people.

PPC The Los Angeles County HIV Prevention Planning Committee makes ongoing evidence-
based recommendations concerning populations targeted for HIV prevention services,
types of prevention services provided, and the equitable distribution of funds to support
publicly-funded prevention services in LAC.

Prevalence Number or proportion of persons in a given population who have a particular disease
at a specified point or interval of time.

Probability sample See Random sample.

Proportion Ratio of a part of the whole to the whole - e.g. 45% of Angelenos are Latino.
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Prospective study See Cohort study.

Protease inhibitor (PI) Antiretroviral drug that works by binding to and blocking HIV protease thus preventing
the assembly and release of new infectious viral particles from an infected white blood
cell; includes indinavir, ritonavir, saquinavir, nelfinavir, lopinavir, and amprenavir.

Random sample Sample in which all individuals have a precisely defined and equal chance of being selected.

Rate Measure of the frequency of a disease in a specified population during a specified period
of time; used to compare the impact of a disease on one subpopulation compared with
others; also to monitor the impact on groups across time. (See Incidence rate)

Report delay Period between the date a reportable disease is diagnosed by a physician and the date
that the diagnosis is reported to public health officials. Reliable and accurate data are
only available after a period of months to years after diagnosis due to report delay.

Risk ratio Likelihood of a particular disease occurrence among persons exposed to a given risk
factor divided by the corresponding likelihood among persons not exposed.

Sample Subset of a population that is chosen for investigation. (See Convenience sample and
Random sample)

Serology Study of the components and properties of a patient's blood serum - for example,
serum antibodies to HIV.

Seroprevalence Proportion of a specified population who have antibodies to a particular organism in
their blood serum - for instance, HIV.

Seroconvert Positive blood serum test indicative of HIV infection in a person with a history of having
been negative at last HIV test.

Serorevert In an uninfected infant born to an HIV-infected mother, process in which maternal HIV
antibodies that were measurable in the infants blood at birth disappear over time,
thereby reverting to HIV negative.

Serostatus Status with respect to being seropositive or seronegative for a particular antibody - for
example, for HIV.

Service Planning Area (SPA) One of eight geographic subdivisions of Los Angeles County established to decentralize
public health service administration into regional areas more responsive to local needs.

Sexual risk Person is said to be at sexual risk for HIV when engaging in sexual intercourse - penile-
vaginal, penile-anal, or penile-oral - with a partner who is either HIV-infected or at high
risk for being HIV-infected, and without the use of a protective barrier, such as a condom.

Sexually exposed Exposure to an infectious agent as a result of sexual intercourse with an infected partner.

STD Sexually transmitted disease; disease spread from one sexual partner to another as a
result of sexual activity - usually through sexual intercourse.

Statistically significant The finding of an observed difference between two or more samples is described as
statistically significant when it can be demonstrated that the probability of obtaining such
a difference by chance alone, is low. It is customary to describe one's finding as
statistically significant, when the observed result would occur by chance no more than
5 times out of 100.

Superinfection The recent transmission of a new and different strain of HIV to an already HIV-infected
person. The risk for the superinfected person is that this new strain of HIV may have a
different drug-resistance pattern than their original infection and that this may result in
their HIV disease progressing more rapidly.
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Surveillance Systematic and ongoing collection and analysis of information about a disease within a
population, followed by the timely distribution of that information to those who need
to know so that action can be taken.

Syphilis Infectious disease - spread either sexually or from an infected mother to her newborn
- caused by the bacterial organism Treponema pallidum. Syphilis is curable when treated
with appropriate antibiotics.

Trichomonas vaginitis STD caused by the one-celled protozoan, Trichomonas vaginalis. In women, disease may
produce no symptoms or cause a vaginal discharge. In men, infection is usually without
symptoms, but can survive and hide in the male urethra or prostate, allowing for further
sexual transmission of the organism. Trichomonas vaginitis often co-exists with other
STDs, and is curable when treated with the appropriate antibiotic.

Tuberculosis (TB) Disease caused by the highly infectious microorganism, Mycobacterium tuberculosis;
spread through spitting and coughing of infected mucus or from ingestion of
unpasteurized infected cow's milk. TB is an AIDS-defining opportunistic infection.

Unique identifier A code used as a substitute for a person's identifying information - such as name,
birthdate, and address - and that can be retraced to a unique person. (Compare
Anonymous HIV testing and Non-name code)

Unlinked HIV test Test in which all blood specimens tested for HIV are marked with a code that cannot
be linked to the patient's name. (See also Anonymous HIV testing)

Urethra The canal in humans and other mammals that carries off urine from the bladder; in the
mammalian male, the urethra also functions as a duct for semen transit during ejaculation.

Venue In epidemiological research, a place or location for the observation or interviewing of
subjects in a study. For example, a sex club or a bathhouse

Western Blot test Blood or oral fluid test used to detect HIV antibody; most often used to confirm the
results of a positive ELISA test. (See also ELISA test)

Window period Time period between initial infection with a disease and the time when the antibodies can be
measured. In HIV infection, the window period is usually between 2 - 12 weeks after infection.

Sources:
• Merriam Webster Medical Dictionary, at Intelihealth.com, copyright 1997 by Merriam Webster, Inc.

• A Dictionary of Epidemiology, Third Edition. Edited by John M. Last, Oxford University Press, 1995, New York,
Oxford,Toronto

• The Internet Glossary of Statistical Terms: http://www.animatedsoftware.com/statglos/sgsignif.htm

• Merriam Webster Collegiate Dictionary: http://www/m-w.com/cgi-bin/dictionary
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APPENDIX B: Technical Notes

1. Population Pyramids (Section II) 

The age-sex distribution of a population is an important feature to analyze if you wish to understand a country's
demographic situation. A good way to illustrate the structure of a population is to graph the number of males
and females for various ages. A horizontal bar graph with data for males on the left and females on the right is
called a “population pyramid”. Vivian Z. Klaff describes age structure models (in Dem-Lab:Teaching Demography
Through Computers, 1992 Prentice Hall) that range from an “expansive” population - with a high proportion of
children, a rapid rate of population growth, and a low proportion of older people - to “stable” growth, to
“declining” population-with a high proportion of older persons and declining numbers. Modified from the
Canadian Statistical Reference Centre Web site at: http://www.statcan.ca/english/kits/animat/pyone.htm.

2. Mode of Exposure and the redistribution of AIDS cases with “no identified risk”
(Section III)

Exposure categories are assigned in a hierarchical fashion, so that cases for which more than one exposure
category have been identified are assigned to the category listed highest in the hierarchy. For example, a man
who reports having sexual contact with another man and also reports having “heterosexual” contact with an
injection drug using woman would be classified as "male-male sexual contact", because that is the highest risk
exposure category. The only exposure category that includes two risk exposures is the MSM-IDU category - that
is, men who report both sexual contact with another man (MSM) and who also engage in injection drug use
(IDU). The "Undetermined" exposure category includes persons with no history of exposure to HIV through one
of the defined exposure categories. If subsequent case investigation identifies a mode of exposure, the case is
reclassified into the corresponding exposure category. For analysis, the number of cases with no identified risk
(NIR) is distributed into one of the defined exposure categories proportionately, based upon the past pattern of
reclassification of undetermined exposure cases.

3. Reliability of rates calculated from a small number of observations (Section III) 

All vital statistics rates, including incidence rates, are subject to random variation. This variation is inversely related
to the number of events used to calculate the rate. Small frequency in the occurrence of an event results in the
greater likelihood that random fluctuations will be found within a specified time period. The observation and
enumeration of rare events is beset with uncertainty. The "standard error" of a death rate and "coefficient of
variation" (or relative standard error) provide a rational basis for determining which rates may be considered
“unreliable.” Although reliability of a rate is not either-or/on-off, in this report, rates with a relative standard error
of greater than or equal to 23 percent of the rate - that is, rates based on less than 20 observations - are marked
with an asterisk (*). The observation of no vital events is especially hazardous, regardless of the size of the
population. Rates of zero, based on no events, are not shown in the Profile, because the standard error cannot
be calculated. These criteria conform to standards used by the National Center for Health Statistics in
determining the reliability cut-off for rates. (Modified from County Health Status Profiles, 2004 available at California
Department of Health Services Web site at: http://www.dhs.ca.gov/chs/PHweek/CProfile2004/CProfile2004.htm.)
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4. Estimation of population size and HIV prevalence in Behavioral Risk Groups (Section V)

Population sizes for BRGs were estimated using a variety of sources, including the 2002 population estimate based
on the 2000 Census provided by the Data Collection and Analysis Unit of the LAC Health Assessment and
Epidemiology Program, and from data smoothed and projected by Dr. John Hedderson and Joyce Bixler of Walter
R. McDonald & Associates of Sacramento, California. Other population estimate sources include the LA Health
Survey, the HIV Counseling and Testing database kept by Office of AIDS Programs and Policy, the 2001 Consensus
Meeting on HIV/AIDS Incidence and Prevalence in California, and the LAC Alcohol and Drug Program
Administration. In addition, a variety of local research studies involving these behaviors and groups were used.
Because not all HIV cases have been reportable in LAC until recently, HIV prevalence for BRGs had to be
estimated as well. These estimates were based on a CDC-recommended formula for estimating all persons living
with HIV from the number of persons living with AIDS. Using this formula, we estimate about 50,000 - 60,000
persons to be living in LAC with HIV/AIDS, of whom one in four are either unaware of their infection or have
only tested anonymously. Again, a variety of sources were used to estimate HIV prevalence within each BRG. For
further information on how population size and HIV prevalence were estimated for BRGs, please call Dr. Douglas
Frye at HIV Epidemiology Program (ph. 213-351-8196).

5. Estimation of population size in Special Populations of the Commission on HIV/AIDS
Health Services, including Incarcerated Persons, Women of Childbearing Age, and Youth
(Section VI)

Youth and Women of childbearing age populations were estimated from 2002 updated census data provided by
the California Department of Finance. Estimates for Transgender and Injection Drug Using populations were
based on presentations at the 2001 Consensus Meeting on HIV/AIDS Incidence and Prevalence in California. The
non-injection drug using population was based on a statewide estimate provided by the California State Alcohol
and Drug Programs. MSM of Color and White MSM estimates were based on 2002 census estimates and 1999
LA Health Survey results. The estimate for Homeless and Unstably Housed persons was obtained from the LA
Homeless Services Authority. LAC Sheriff's Department provided an estimate of Incarcerated persons in the last
year. The estimate of persons living with Serious Mental Illness was based on data from both Medi-Cal and the
California State Department of Mental Health. The number of Undocumented persons in LAC was based on a
statewide estimate from the federal Immigration and Naturalization Service. HIV prevalence estimates for these
populations were based on many sources, including the Alternative Test Site database, the Confidential Testing Site
database, Colorado HIV surveillance data on youth, the LAC Survey of Childbearing Women study, HEP's
Collaborative Intravenous Drug Users Study, the Young Men's Survey, Urban Men's Health Study, HEP's “skid row”
study, LA Transgender Health Study, the California Department of Corrections, and other sources. For further
information on how population size and HIV prevalence were estimated for BRGs, please call Dr. Douglas Frye
at HIV Epidemiology Program (ph. 213-351-8196).
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6. Comparing the odds of infection with TB and HIV for demographic groups (Section VII) 

The Odds Ratio describes the odds a person in one demographic group has of being co-infected with HIV and
TB compared with a person in the referent group. Since the odds ratio is a statistical estimate, it is not exact. To
account for this inherent error, a “95% confidence interval” is used to give a range of odds within which the “true”
odds ratio will be 95% of the time. If the confidence interval does not include 1.0 (or even odds), then a person
in one demographic group has a “statistically significant” higher or lower odds of being co-infected than a person
in the referent group. For example, in Table 7.1, Blacks with active TB have a statistically significantly higher odds
of being co-infected with HIV than do the referent group, Whites, because the 95% confidence interval of their
odds ratio (1.4 - 2.9) is greater than 1.0. Similarly, in Table 7.2, among persons reported with AIDS, injection drug
users have a statistically significantly higher odds of being co-infected with TB than do the referent group, MSM,
because the 95% confidence interval of their odds ratio (3.1 - 3.9) is greater than 1.0.

7. The Hepatitis C - HARS Database Match (Section VII)

HIV Epidemiology Program worked with Acute Communicable Disease Control staff to do a match of persons
reported in the HIV/AIDS Reporting System (HARS) database with persons reported with any laboratory
evidence of having been infected with the hepatitis C virus. The match was conducted within the premises of
HIV Epidemiology Program's core surveillance unit after deduplication of hepatitis cases was performed. To
estimate prevalence of HIV/HCV co-infection for persons reported in HARS, HCV cases were matched against
all cases in HARS, against those still living with AIDS, against those diagnosed with non-AIDS HIV, and against those
reporting injection drug use. Matching criteria included last and first names (for AIDS cases), soundex, date of
birth, gender, social security number, etc. If you have any questions about the methods or results of this match,
please contact either Dr. Douglas Frye at HIV Epidemiology Program (ph. 213-351-8196) or Virginia Hu, Data
Analysis Unit Chief (ph. 212-351-8142).
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