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This summer marks the 25t anni-
versary of HIV in America, an occa-
sion which compelled us at the
Health Department to reflect on
this disease and its impact on Mult-
nomah County residents. Nation-
ally, the HIV epidemic has caused
500,000 deaths and more than a
million cases of HIV-related illness
over the past 25 years; this year
alone, 40,000 new HIV infections
are expected to occur (1). Fortu-
nately, the death rate from HIV
disease has plummeted in the last
ten years, mostly as a result of a
combination of medications dubbed
highly active anti-retroviral ther-
apy (HAART) (2). HAART is a drug
“cocktail” of several antiviral medi-
cations that act together to lower
the HIV count in the body, allowing
those with the disease to live
longer, and with less illness.

There are downsides, however.
First, the medication is not a cure
and does not completely rid some-
one of HIV. This has led some ex-
perts to fear that individuals will
mistakenly believe that the HIV
crisis is over, and that infection and
death rates will grow as a result.
Further concerns relate to the long-
term effectiveness of HAART. Some
researchers claim that HAART is
simply delaying HIV-related
deaths, and that the death rate will
again climb as HIV resistance to
HAART increases (3). There is also
growing evidence of disparities in
access and adherence to HAART.
Recent studies have shown that
African Americans, Hispanics,
women, the less educated, and
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Graph 1. HIV Disease Deaths.

those in poverty are less likely than their more advantaged counterparts to
access HAART. Researchers have shown that such disparities are contrib-
uting to a higher burden of HIV-related disease and death among disad-
vantaged groups (4-5).

Mortality Decline, Demographic Changes

We sought to examine HIV disease deaths in Multnomah County from
1986 to 2005, with particular attention paid to HAART availability, in or-
der to 1) show trends in death rates, and 2) highlight any changes that
would suggest disparities in HIV disease deaths to disadvantaged groups.

Analysis of death data—using HIV disease as the underlying cause of
death™—shows that, as with data nationally, there has been a substantial
decline in the HIV disease death rate from 1990 to 2004 (linear test for
trend, p<0.001). The most dramatic declines occurred in 1996 and 1997,
immediately following the availability of HAART (Graph 1). Between 1990
and 2004, 1,292 Multnomah County residents died from HIV-Related IlI-
nesses. Examining deaths per 100,000 population, the HIV disease death
rate declined from its peak of 30 in 1994 to 4.1 in 2004, an 86% drop. This
is an extraordinary decline, larger than for any other major cause of death
in Multnomah County. As a way to emphasize this, consider that in 1994,
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Table 1. Demographic Characteristics of HIV Disease Deaths

County; by 2004, it was no longer Demographic 1990-1994 2000-2004
in the top 20. Between 1998 and Ade 50 and 1?1 2:/‘;*
2004, HIV disease death rates re- M%soritsr::th(r)w\ilsirty/race 101 19.5%
mained fairly stable (hovering at a Female gender 4.0 7.0
rate of 5 per 100,000), contrary to Less than high school educ. 8.6 21.9%
forecasts that the death rate would Died at home 37.3 29.1*
creep back up. N 702 179

We also examined demographic
characteristics of HIV disease from
1990 to 2004. The percentages of
racial and eth-
nic minorities,
those age 50
and over, and
those with less
than a high
school education
have increased
significantly in
the past 15
years among Multnomah County
residents. Table 1 shows, for exam-
ple, that of all HIV disease deaths
in the 2000-2004 period, 20% were
racial and ethnic minorities, com-
pared to only 10% in the 1990-1994
period (p<0.001). Examination of
incidence data (the number of new
cases of HIV in any given year)
reveals that these changes are
most likely due to increased pro-
portions of racial and ethnic mi-

norities with the
disease over the
years, compared to
White non-
Hispanics. Also of
interest 1s the sig-
nificant increase in
the percentage of
deaths to those ages 50 and older
(p=0.001), indicating that those
with HIV disease are growing
older, and/or living longer.

In 1994, HIV disease was the

6th leading cause of death in

Multnomah County; by 2004, it

was no longer in the top 20.

No Differences in Access to
HAART Found

We also sought to determine
whether differences in HAART
treatment can explain any of the
demographic changes that have
occurred over the years. As will be
shown below, no such disparities in

Table 2. Mortality of HIV Positive Individuals by Race, Ethnicity, and Gender
Multnomah County: 1986-2005

Pre HAART: 1986-1995 HAART era: 1996-2005

Race % %
White Non-Hispanic 11.9 3.2*
African American 9.7 3.0*
Hispanic 10.3 3.2*
Gender
Male 11.8 3.2%
Female 7.2 2.2*

Note: HIV incidence and prevalence data kindly provided by Oregon Department of Human Services,
HIV/AIDS Reporting System.

Numbers for Asians and American Indians not included due to small numbers of cases.

* Difference between pre HAART and HAART era is significant at p<0.05.

No significant differences were found in the HAART era by race, ethnicity, and gender.

Note: Mortality data from Oregon Department of Human Services, Center for Health Statistics.
* Difference between the two time periods is significant at p<0.05.

HAART access were found. In par-
ticular, we wanted to know whether
higher percentages of minority and
female deaths in 2000-2004 are a
result of disparities in access to
HAART, compared to Whites and
males, respectively. We reasoned
that reduced access to HAART for
disadvantaged groups would result
in higher death rates for those diag-
nosed with HIV. For example, re-
cent national estimates show that
the odds of African Americans re-
ceiving HAART are less than half
that for whites (5). If this is the
case in Multnomah County, we
should expect to see relatively little
change before and after HAART in
death rates for this group. We com-
pared a ten year time period imme-
diately preceding the introduction
of HAART to a ten year period im-
mediately after. Analysis of the per-
centage of deaths among those with
HIV disease shows significant de-
clines for most all racial, ethnic, and
gender groups before and after
HAART (Table 2). For example,
9.7% of African Americans diag-
nosed with HIV died before HAART
(1986-1995). In the HAART era,
HIV positive African Americans
showed a significant decrease
(p<0.01) in deaths, with 3.0 % dying
in the later time period (1996-2005).

Conclusion

Multnomah County has seen a sub-
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stantial decline in HIV disease deaths
since 1996, primarily due to the avail-
ability of HAART. No evidence was
found to suggest that disparities in
access to HAART exist among ra-
cial/ethnic groups or women in Mult-
nomah County. The demographic
changes indicating a higher burden of
HIV disease death falling on disadvan-
taged groups is a possible cause of con-
cern, and is most likely due to changes
in incidence of the disease.

* The following ICD codes for HIV dis-
ease were used:

ICD-10: B20-B24.

ICD-9: 042-044
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