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Executive Summary

This report provides the 2006 human immunodeficiency virus (HIV) incidence and prevalence estimates by behavioral risk population (BRP) in San Francisco.  It includes the estimated population size of each BRP, the projected number and rate of new HIV infections, HIV prevalence estimates, and comparisons to the 2001 estimates.  These numbers are calculated approximately every five years by the San Francisco Department of Public Health (SFDPH) for the HIV Prevention Planning Council (HPPC) using a rigorous consensus-based process.  More than 50 sources of data were used and a range of methodologies employed to determine the most plausible estimates in an expedient manner.  Over 100 researchers, HIV service providers, public health officials, and epidemiologists were involved in this process through direct consultation, serving on a review panel, or indirectly through their published and unpublished reports.

HIV incidence rates, or the percent of HIV-negative people that will become HIV positive in a given year, have decreased in almost every BRP since 2001 and there has been a modest 10% decrease in the total number of estimated new cases — from 1,084 in 2001 to 977 in 2006.  This decline appears to have reversed the rising trend found from 1995 to 2001 and signifies real progress toward San Francisco’s goal of a 50% reduction by 2009.  If the incidence rates of 2001 had continued, there would have been an estimated 1,301 new infections in 2006.  This decline is even more meaningful given the estimated increase in the population size of males who have sex with males (MSM) and MSM who inject drugs (MSM-IDU).  Exhibit 1 provides the 2006 Consensus estimates. 

Exhibit 1:  2006 HIV Consensus Estimates by BRPa
	Population for Consensus Estimatea
	Estimated Population
	Prevalence
	Incidence

	
	
	#
	%
	#
	%

	MSM non-IDU

Adult males who have sex with males and do not inject drugs
	58,343
	14,205
	24.3
	772
	1.75

	MSM-IDU

Adult males who have sex with males and inject drugs
	5,234
	2,196
	42.0
	79
	2.58

	MTF non-IDU

Adult male-to-female transgendered persons who do not inject drugs 
	1,434
	327
	22.8
	42
	3.78

	Male IDU (non-MSM)

Adult males who do not have sex with men and who inject drugs 
	7,076
	954
	13.5
	31
	0.51

	Female IDU

Adult females who inject drugs
	4,030
	423
	10.5
	18
	0.51

	MTF-IDU

Adult male-to-female transgendered persons who inject drugs
	449
	194
	43.2
	16
	6.08

	Female non-IDUb
Adult females who do not inject drugs
	325,801
	298
	<0.1
	12
	<0.01

	Male non-IDU (non-MSM) c
Adult males who do not have sex with men and who do not inject drugs
	266,441
	82
	<0.1
	5
	<0.01

	Perinatal transmissiond
Infants born to HIV-positive mothers
	na
	27
	na
	2
	na

	Blood product exposuree
Persons exposed to HIV through transfusion of blood, blood products or occupationally
	na
	29
	na
	0
	na

	Totalf

	668,808
	18,735
	2.8
	977
	-


a  Note: Consensus estimates are derived for populations that roughly correspond to the HPPC’s BRP model. For a comparison of the consensus populations with the BRPs, see Appendix E.

b These numbers represent all females 15 years old and older excluding IDUs. The estimated size of the female non-IDU population at risk is 8,999. Among the at-risk group, the prevalence is 3.3% and the incidence rate is 0.14%.

c These numbers represent all males 15 years old and older excluding MSM, IDUs, and transgendered persons. The estimated size of the male non-IDU (non-MSM) population at risk is 2,585. Among the at-risk group, the prevalence is 3.2% and the incidence rate is 0.19%.

d The number of infants born to HIV-positive mothers is estimated at 13 out of a total of 8,579 births in San Francisco in 2006; there are 27 persons living in San Francisco whose HIV was acquired through mother-to-child transmission.

e The hypothetical population of persons who might be exposed to blood products is not estimated; there are 29 persons living in San Francisco who acquired HIV through exposure to infected blood products.

f The estimated population size for San Francisco adults aged 15 and older is 668,808, with 18,735 people in this same age group living with HIV/AIDS, resulting in a 2.8% HIV prevalence among adults 15 and older. The total estimated San Francisco population size, including those younger than 15 years old, is 764,378, with an overall citywide HIV prevalence of 2.5%.

Introduction

The San Francisco Department of Public Health (SFDPH) periodically estimates population size, human immunodeficiency virus (HIV) incidence, and HIV prevalence for behavioral risk populations (BRPs) in San Francisco.  

· BRPs are categories that describe behavioral risk for HIV, and are used to identify who is at risk.  

· The incidence number is the number of new HIV infections in a given year.

· The incidence rate is the percent of uninfected persons who will become infected in a given year.

· Prevalence is the number of people living with HIV or acquired immune deficiency syndrome (AIDS), or the percent of people in a given population (e.g., BRP) living with HIV/AIDS, at a particular point in time.  

This report presents the estimated population size and the number and percent of persons living with HIV/AIDS for each BRP as of January 1, 2006.
  HIV incidence numbers and rates refer to new infections occurring from January 1 through December 31, 2006. 

HIV incidence and prevalence estimates are used by the SFDPH, the HIV Prevention Planning Council (HPPC), and service providers to better understand the progress of the HIV epidemic and to prioritize future prevention activities and funding.  These estimates are developed by the SFDPH using a consensus-based process.  This process, also known as a “Modified Delphi” method, synthesizes the results of many local studies and other sources of information and incorporates expert opinion.  Delphi methods are used when data are scant or imperfect, and interpretations depend upon the participants having an in-depth understanding of the limitations of the data.  The purpose is to seek the best possible estimates given what is known, rather than relying on a single model or one specifically designed survey.  Unfortunately, there is no gold standard for these estimates in existence or planned.  In the absence of such a gold standard, and in the presence of the wealth of data collected on HIV in San Francisco, the SFDPH believes the estimates to be as robust as those developed anywhere else in the world. 

Consensus estimates are derived for BRPs for two main reasons: 1) BRPs represent the foundation for setting HIV prevention priorities in San Francisco, and 2) existing studies and data lend themselves to the use of the consensus model for BRP estimates.  Consensus estimates are not derived for racial/ethnic groups, age groups, or groups affected by particular cofactors or specific subpopulations (e.g., sex workers, homeless persons, substance users) within each BRP because the uncertainties multiply as you attempt to divide the estimates into smaller and smaller pieces.  When the consensus model is applied to race/ethnicity estimates for MSM, for example, the result is a set of estimates that are plausible at best, and unreliable and inaccurate at worst.  In contrast, the consensus estimates by BRP offered in this report can be regarded with confidence.
For racial/ethnic, age, and other subgroups and cofactors, existing data from studies that have been specifically designed to examine the issue in question can often provide a more accurate picture than consensus estimates could.  Fortunately, San Francisco has a wealth of published and unpublished research covering many BRP subpopulations and cofactors.  Additional sources of data include the HIV and AIDS case registries, HIV counseling and testing data, HPPC needs assessments, and many others.  Much of this data is readily accessible on the SFDPH website (http://www.sfdph.org/Reports
/HlthAssess.htm) or can be obtained by special request through the HIV Epidemiology Section.

Process

The consensus-based process to arrive at estimates for the size of the populations at risk, HIV prevalence, and HIV incidence is complex, flexible, and driven by the differing sources of information available for each population.  This report outlines the general approach while focusing on the key findings.  A complete example of the calculations behind the estimates is presented for MSM in Appendix A.  Further details for other populations are available upon request from the SFDPH AIDS Office. 

Determining estimates, particularly for small or underserved populations, is a challenging and time-consuming process due to limitations in all available data.  Nevertheless, estimates are invaluable for HIV prevention planning and for the allocation of local resources.  All of the estimates in this report are based on the most recent data available from a range of sources and on the opinions of experts working in the field.  Different studies and methodologies were used to compute the rates for each BRP.  The data from each study used have their own potential biases.  The guiding rationale is that while all studies have potential biases, some biases may result in over-estimation, while others tend to under-estimate.  The convergence or central point of multiple studies, after taking into account limitations, biases, and sample sizes (precision), should approach the true estimate.  In the process, over 50 sources of data were examined. 

In addition, the studies needed to be assessed in order to understand the potential direction of biases and to give more weight to the more scientifically rigorous studies. To this end, the SFDPH solicited the opinion and judgment of local experts.  For this process, over 100 researchers, HIV service providers, public health officials, and epidemiologists submitted data, provided consultation, served on a review panel, or indirectly provided input through their published and unpublished reports. 

The “Modified Delphi” process involved several rounds of data gathering, review of biases, calculation of point estimates, and establishment of upper and lower plausible bounds.  Selected experts then reviewed these calculations to assess limitations and identify further sources of data.  This process is intended for estimation when pure statistical methods are not practical or possible due to lack of specifically designed studies.  In practice, the process is ongoing (and potentially limitless) as new data continually come to light. Nonetheless, an expedient point in time must be selected to provide health planners with concrete numbers.   

Although ongoing and iterative, the process can be summarized by the following steps (for a complete example, see Appendix A):

· Gather all known data.  All known data relevant to the HIV epidemic are assembled, primarily including: HIV and AIDS surveillance data (diagnoses reported to SFDPH), sexually transmitted disease (STD) surveillance data, behavioral surveillance surveys, research studies, prevention and care programmatic data, and a review of quantitative and qualitative reports (published and unpublished).  The time period of focus was data collected since 2001, the date of the last consensus estimates.  Data are also limited to San Francisco County residents only.

· Calculate point estimates from each data set for each BRP.  Population size, HIV prevalence, and HIV incidence are calculated from each source for each BRP.  Specific methods used in these calculations are discussed in the following section.  The median value is provisionally selected as the consensus estimate from the list of all values.  

· Determine plausible bounds for each point estimate.  Plausible lower and upper estimates are then selected on the basis of excluding outliers and through expert judgment.  The latter criterion is based on assessing the plausibility of very high and low estimates.  For example, a lower bound estimate for HIV prevalence cannot be lower than the known number of persons living with HIV/AIDS receiving care in San Francisco. In fact, the lower plausible bound must be somewhat higher than reported HIV/AIDS cases since some persons infected are unaware of their status. 

· Consult experts.  The preliminary point estimates and plausible upper and lower bounds are discussed with the HPPC, researchers, health officials, and service providers to identify possible biases and data previously not considered.  

· Revise estimates.  Projections are revised based on feedback from experts, biases discussed, and any new data incorporated.  Experts then review the new estimates.

· Present to public.  Findings are disseminated to the public through meetings, reports, and the media.  Public comment may also result in revision of point estimates and plausible bounds.

This is the fourth time that consensus estimates have been calculated (previous estimates were assembled in 1992, 1997, and 2001).  The most recent series began with data gathering in June 2005, and continued through revisions to April 2006.  The results were presented to the HPPC for feedback in April 2006, and the HPPC voted to accept the final estimates in April 2007.
Methods

Estimates were derived from as many reliable sources of data as possible.  Several different methods were used to calculate the estimates, depending on the original source of data.  These methods included:

· Population-based surveys:  Population-based surveys are probability-based samples and the most rigorous for providing estimates.  These surveys provide a percentage of respondents reporting a particular behavior such as injection drug use or may directly measure HIV prevalence.  This survey proportion can then be extrapolated to the entire population to determine the size of the population at risk or HIV prevalence in the population as a whole.  While population-based surveys provide the most scientifically rigorous method of estimation, they are also the most expensive, time-consuming, and infrequently available source of data.  Nonetheless, San Francisco is fortunate to have several population-based surveys (e.g., The HIV Incidence Survey, the American Communities Survey, and the HEYMAN Project). 

· Multiplier method:  This method uses two pieces of data to calculate the population size or HIV prevalence — a count and a survey.  To illustrate, if the total count of reported arrests for male injection drug users in San Francisco was 1,000 in 2005 and the results of a survey asking male IDU if they were arrested for injection drug use was 10.0% in the same year, then the estimated number of male IDU would be 10,000 (i.e., 1,000 ÷ 10.0% = 10,000).

· Component method:  This method adds known pieces of information from subgroups together to obtain an estimate of the whole population.  For example, if according to HIV/AIDS surveillance data, there are 5,000 MSM living with AIDS and 2,500 MSM living with HIV non-AIDS, and a survey estimates that 25.0% of MSM with HIV do not know they are infected, then there are an estimated total of 10,000 MSM living with HIV (i.e., 5,000 + 2,500 + 2,500 = 10,000). 
· Ratio method:  This method projects the number of persons in a population by knowing the size of one population and a ratio of one population to another.  For example, a survey found that there is a ratio of 1 male-to-female transgendered person who inject drugs (MTF-IDU) to every 3.45 male-to-female transgendered persons (MTF) overall.  Also, through surveys of IDU, it is determined that there are 449 MTF-IDU.  From these two pieces of information, 1,549 MTF non-IDU would be estimated in San Francisco (i.e. 3.45 ( 449 = 1,549). 
· Trends in HIV indicators:  This method uses data from indicators associated with HIV — that is, data that predict, follow, or mark HIV transmission.  Examples of HIV indicators include risk behaviors such as sharing needles, rates of STDs such as syphilis, and programmatic data such as the number of clean needles exchanged.  Trends in these indicators over time suggest whether HIV incidence is increasing, decreasing, or remaining stable.  Interpretation is based on whether all or the majority of indicators are increasing or decreasing during the relevant time period (i.e., for this report from 2001 to 2006).

· “Roll forward” method:  This method is based on the assumption that the 2001 estimates were correct.  Taking the 2001 estimates, adding the projected number of new infections (i.e., incidence), and subtracting the number of AIDS deaths will yield a new HIV prevalence and population size.  HIV incidence is then recalculated based on the above methods. 

· Correction of past mistakes.  Lastly, retrospective re-examination of the previous consensus estimates can identify errors that require correction for the current estimates.  For example, previous projections of HIV incidence in 2001 can be compared to new diagnoses during the period of 2001 to 2006.  In populations with high levels of testing, a substantial proportion of the predicted new infections should be diagnosed each year during the five-year period.  

Unlike statistical sampling, the above methods and studies used often overlap and provide an interlinked, rather than an independent, view of the HIV/AIDS epidemic in San Francisco.  The interconnections provide a basis to cross-check calculations.  For example, the HIV estimated prevalence from a multiplier method cannot be lower than the number of people living with HIV/AIDS known to be in care by the components method.  In summary, all of the projected numbers of population sizes, HIV prevalence, and HIV incidence must be reconciled with each other.  

Limitations

No matter what method is used, all data are potentially biased for a variety of reasons.  Possible biases include the selection of study participants, sampling strategies, the measures of risk behavior, and various reasons for persons to under- or over-state their risk.  In addition, the population of some BRPs in San Francisco is so small that minor changes in size can substantially alter the estimated prevalence and incidence.  For other BRPs, limited research has been conducted, which forces the estimates to depend on the results of a small number of studies.  It is important to acknowledge these biases and limitations and to understand that they make it impossible to develop precise estimates.  In general, because multiple data sources are used, the biases become apparent and balance out across studies.  For this reason, the SFDPH believes these estimates represent the best possible calculations given the data available.  

Findings

This section provides an overview of the consensus estimates for 2006, as well as a more detailed description of the estimated population size, HIV incidence, and HIV prevalence by BRP.  Comments on the data are included for those interested in more detailed information about how the estimates were developed for each BRP.
Overview
Since the last consensus estimates, the number of estimated new HIV infections in San Francisco has declined by 9.9% from 1,084 in 2001 to 977 in 2006.  Overall, the HIV incidence rates have decreased or stayed the same in every BRP. 

This decline reverses the rising trend found from 1995 to 2001 (Exhibit 2) and signifies meaningful progress towards the goal of a 50% reduction in HIV by 2009.  If the incidence rates of 2001 had continued, an estimated 1,301 new infections would have occurred in 2006.  This decline is even more meaningful given the estimated increase in size of both the MSM and MSM-IDU populations between 2001 and 2006.  In other words, growth in the MSM communities has not translated to growth in the HIV epidemic. 

Exhibit 2: Estimated HIV Incidence (Number of New Infections) in San Francisco, by Year
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Exhibit 3 provides the estimated HIV/AIDS prevalence for each BRP.  Note that the actual number of people living with HIV/AIDS within each BRP depends on the total population size.  For example, MTF-IDU and MSM-IDU exhibit the highest percent prevalence — both over 40.0% — but the prevalence number for MTF-IDU equals 194 individuals compared to 2196 individuals for MSM-IDU.  While non-injecting females and males (non-MSM) have the largest populations, they also have the lowest HIV percent prevalence.  
Exhibit 3: Estimated 2006 Prevalence, by BRP
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Exhibit 4 illustrates the estimated number of new HIV infections by BRP.  MSM continue to have the highest number of estimated new infections in San Francisco, with roughly ten times the number of new infections in 2006 compared to the BRP with the next highest incidence number.

Exhibit 4: Estimated 2006 HIV Incidence Numbers, by BRP
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Behavioral Risk Populations

The following sections provide specific estimates for each BRP.  With the exception of perinatal transmission and blood product exposure, all estimates are for adults, with adults defined as persons 15 years or older. 

MSM Non-IDU:
Adult Males who Have Sex with Males and Who Do Not Inject Drugs

The consensus estimates for MSM include all non-IDU adult males who have sex with males (MSM), regardless of the gender of any other sexual partners.  The MSM non-IDU population continues to have the highest number of HIV-infected individuals and the highest number of new infections in San Francisco compared with other BRPs.  Despite an overall decrease of 15.5% in San Francisco’s population since 2001, the MSM non-IDU population actually increased by 24.7% from the 2001 consensus estimate of 46,800 to 58,343 in 2006.  This translates to nearly one in five of the city’s males above the age of 15.  The increase in population size was likely due to real growth in the MSM community, but potentially in part the result of an underestimation of the population size in 2001.  The 1.75% HIV incidence rate represents a substantial decline compared to the 2001 rate of 2.2%.  However, due to the increase in population size, the expected number of new infections per year increased from 748 to 772, an increase of 3.3%.  Therefore, the growth in population size and subsequent increase in the absolute number of new cases per year masks a reduction in the incidence rate.  While the estimated number of MSM living with HIV increased from 12,786 in 2001 to 14,205 in 2006, the overall percent of MSM living with HIV decreased, from 27.3% in 2001 to 24.3% in 2006. 

Comments on the data:  The population size estimate for MSM was the median of nine studies; the upper plausible bound was selected as 64,174 (the second highest estimate) and the lower plausible bound was selected as 46,263 (the third lowest).  HIV prevalence was the median of four studies that produced similar estimates; the upper plausible bound (the highest) was 26.1% and the lower plausible bound was 21.0% (the lowest).  The preponderance of the evidence suggested a downward trend in HIV incidence; six indicators showed a downward trend, three were level, and three showed an upward trend.  The plausible upper incidence bound was selected as 2.00%; the lower bound was selected as 1.50%.

MSM-IDU:
Adult Males who Have Sex with Males and Inject Drugs

The consensus estimates for this group include all adult injection drug-using males who have sex with males, regardless of the gender of other sexual partners.  MSM-IDU have the second highest rate of HIV incidence and HIV prevalence of any BRP.  The estimated population size is 5,234, which is based on the median from MSM studies and the median from IDU studies.  This represents a 31.4% increase in the population size from the 2001 projections due in part to an actual increase in the number of MSM overall, in part to increases in the number who injected speed in the early years of the decade, and in part to some underestimation in 2001. 

This BRP is among the highest in terms of prevalence out of all the BRPs, with an estimated 42.0% currently living with HIV.  The incidence rate for MSM-IDU is projected to be 2.58%, which translates to 79 new infections in 2006.  This represents a substantial decrease in the infection rate from the 2001 estimate of 4.6%.  However, methamphetamine injection, which is a strong risk factor for HIV, appears to have increased and its use is more common among MSM-IDU than other groups who inject. 

Comments on the data:  The population size estimate for MSM-IDU was the median of ten studies with MSM and five studies with IDU; the upper plausible bound was selected as 7,869 (the third highest estimate) and the lower plausible bound was selected as 3,923 (the third lowest).  HIV prevalence was the median of five studies; the upper plausible bound (the second highest) was 42.2% and the lower plausible bound (the second lowest) was 38.8%.  The preponderance of the evidence suggested a slight downward trend in HIV incidence; one indicator showed a downward trend, seven were level, and none showed an upward trend.  The plausible upper incidence bound was selected as 4.60%; the lower bound was selected as 2.30%.
MTF Non-IDU:
Adult Male-to-Female Transgendered Persons who Do Not Inject Drugs

The consensus estimates for this group include all non-IDU adult male-to-female transgendered persons.  MTF persons who inject hormones, but not other substances, are also included in this group.  Both the estimated rate and number of new infections among MTF in 2006 were down considerably from the 2001 estimates.  The much lower number of new infections is in large part due to previous overestimation in population size in 2001.  The 2006 population size estimate is 1,434, which represents a decrease of 33.6% from the 2001 Consensus estimate of 2,160.
 

MTF have the second highest HIV incidence rate at 3.78%, which translates to an estimated 42 new cases in 2006.  The HIV prevalence for MTF is 22.8%, translating to 327 individuals currently infected.  This is a decrease from the estimate of 656 individuals (30.4%) in 2001, again largely due to population size overestimation in 2001. 

Comments on the data:  The population size estimate for MTF non-IDU was the median of four studies; the upper plausible bound was selected as 1,719 (the highest estimate) and the lower plausible bound was selected as 1,064 (the lowest).  HIV prevalence was the median of four studies; the upper plausible bound (the highest) was 24.7% and the lower plausible bound (the lowest) was 13.0%.  The preponderance of the evidence suggested a downward trend in HIV incidence; the overestimation of incidence in 2001 was taken into account, in addition to six new indicators showing a level to slight downward trend and one with an upward trend.  The plausible upper incidence bound was selected as 6.20% (as in 2001); the lower bound was selected as 1.36%.

Male IDU (Non-MSM):
Adult Males who Inject Drugs and who Do Not Have Sex with Males 

The consensus estimates for this group include all injection drug-using adult males who do not have sex with males.  HIV prevalence and incidence remain stable and moderate among non-MSM male IDU.  The estimated population size is 7,076, a substantial decrease from the 2001 estimate of 9,000, and most likely attributable to a decrease in heroin injection.  The estimated number of HIV-infected individuals is 954 compared to 900 in 2001.  Due to the decrease in the overall population size estimate, however, this results in a prevalence of 13.5% compared to 10.0% in 2001.  The estimated number of new infections has decreased since 2001, with 31 new infections expected in 2006 compared to 45 in 2001. 

Comments on the data:  The population size estimate for male IDU was the median of five studies with IDU; the upper plausible bound was selected as 10,322 (the second highest estimate) and the lower plausible bound was selected as 5,818 (the second lowest).  HIV prevalence was the median of three studies; the upper plausible bound (the highest) was 13.9% and the lower plausible bound (the lowest) was 9.2%.  The preponderance of the evidence suggested a downward trend in HIV incidence; three indicators showed a downward trend, four were level, and one showed an upward trend.  The plausible upper incidence bound was selected as 0.83%; the lower bound was selected as 0.43%.

Female IDU:
Adult Females who Inject Drugs

The consensus estimates for this group include all adult females who inject drugs.  Female IDU are estimated to have an HIV prevalence of 10.5% and an incidence rate of 0.51%.  This incidence rate is down 53.6% in 2006 compared to the 2001 estimates, most likely due to decreased heroin injection and potential overestimation of the incidence rate in 2001. 

Approximately 24.0% of all IDU are women.  Female IDU remain a fairly large population group, with an estimated 4,030 currently living in San Francisco compared to 4,850 estimated in 2001.  

Comments on the data: The population size estimate for female IDU was the median of five studies of IDU; the upper plausible bound was selected as 5,879 (the second highest estimate) and the lower plausible bound was selected as 3,488 (the second lowest).  HIV prevalence was the median of three studies; the upper plausible bound (the highest) was 13.9% and the lower plausible bound (the lowest) was 7.6%.  The preponderance of the evidence suggested a downward trend in HIV incidence; three indicators showed a downward trend, five were level, and none showed an upward trend.  The plausible upper incidence bound was selected as 0.77%; the lower bound was selected as 0.42%.

MTF-IDU:
Adult Male-to-Female Transgendered Persons who Inject Drugs

The consensus estimates for this group include all adult male-to-female transgendered persons who inject drugs, except those who inject only hormones.  MTF-IDU have the highest estimated HIV incidence rate of any BRP at 6.08% and the highest prevalence at 43.2%.  The estimated population of 449 is 46.5% lower than the 2001 estimate of 840, largely due to overestimation in 2001 (see the section on MTF non-IDU for an explanation).  The HIV incidence rate also shows a substantial decline compared to the 2001 estimate. 
Comments on the data: The population size estimate for MTF-IDU was the median of five studies of IDU; the upper plausible bound was selected as 548 (the highest estimate) and the lower plausible bound was selected as 308 (the second lowest).  HIV prevalence was the median of four studies; the upper plausible bound (the highest) was 62.4% and the lower plausible bound (the lowest) was 25.4%.  The preponderance of the evidence suggested a downward trend in HIV incidence; three indicators showed a downward trend, two were level, and none showed an upward trend.  The plausible upper incidence bound was selected as 9.42%; the lower bound was selected as 2.75%.

Female Non-IDU:
Adult Females who Do Not Inject Drugs

The consensus estimates for this group include all adult females who do not inject drugs, that is, whose risk of HIV is through sexual contact.  Of the total adult female population of 325,801 (age 15 or older, non-IDU), an estimated 8,999 are estimated to be at risk for HIV infection, based on surveys measuring female partnerships of men who either also have sex with other men or who inject drugs.  An estimated 298 non-IDU females are currently living with HIV, resulting in an HIV prevalence of <0.1% for all female non-IDU (3.3% for those at risk).  The estimated 12 new cases for 2006 results in an incidence rate of <0.01 for all female non-IDU (0.14% for those at risk). 
Comments on the data:  The population size estimate for female non-IDU at risk was derived by the components of three studies.  No upper or lower plausible bounds were selected for population size.  HIV prevalence was the median of two studies; the upper plausible bound was the higher estimate of 353 cases; the lower plausible bound was the lower at 243 cases.  The preponderance of the evidence suggested a downward trend in HIV incidence; three indicators showed a downward trend, seven were level, and two showed an upward trend.  The plausible upper incidence bound was selected as 20 cases; the lower bound was selected as 9 cases.

Male Non-IDU (Non-MSM):
Adult Males who Do Not Have Sex with Men and Do Not Inject Drugs

The consensus estimates for this group include all adult males who do not have sex with other males or inject drugs.  This group has a low incidence rate compared to other BRPs.  The estimated total male population, excluding MSM and male IDU, is 266,441 with 2,585 assumed to be at risk due to sex with a partner who injects drugs or with a partner who is currently living with HIV due to other risk factors. 

HIV prevalence for the total male non-MSM, non-IDU population is estimated to be <0.1 (3.2% for those at risk).  In 2006, 5 non-MSM, non-IDU males are expected to acquire HIV, with an incidence rate of <0.01 (0.19% for those at risk). 

Comments on the data:  The population size estimate for male non-IDU (non-MSM) at risk was derived by the components of three studies.  No upper or lower plausible bounds were selected for population size.  HIV prevalence was the median of two studies; the upper plausible bound was selected as 83 cases; the lower plausible bound was 63 cases.  The preponderance of the evidence suggested a downward trend in HIV incidence; nine indicators showed a level to downward trend, and three showed an upward trend.  The plausible upper incidence bound was selected as 7 cases; the lower bound was selected as 2 cases.

Perinatal Transmission

In 2006, an estimated 13 births to HIV-positive women and 8,579 total births in San Francisco were expected.  Of those births, 2 were estimated to be born with HIV, which is the same number estimated in 2001.  In general, the incidence of perinatal HIV infection has declined substantially since the 1990s when HIV testing during pregnancy became more routine and antiretroviral therapy administered to HIV-positive women during pregnancy and/or delivery became standard practice.  Nonetheless, some HIV-positive mothers remain without prenatal care.  Currently, there are an estimated 27 persons living with HIV who were infected as infants. 

Blood Product Exposure


No new infections from blood product exposure were expected in 2006.  Screening blood donors for HIV has virtually eliminated transfusion-associated infection in the United States.  There are currently 29 people living with HIV in San Francisco who were previously infected from blood products. 

Conclusion

In conclusion, there was a 9.9% decrease in the estimated number of new HIV infections in 2006 compared to 2001.  This modest decrease is in fact a much greater success than it appears, because it marks the reversal of an increasing trend from 1995 to 2001.  Moreover, had the size of the MSM population not increased so substantially, the number of new infections would have declined by even more.

The true success in San Francisco is revealed when examining the incidence rates, as opposed to the incidence numbers.  The HIV incidence rate, or the percentage of uninfected persons who will become infected with HIV in a given year, declined in virtually all of the BRPs.  This ranged from slight declines among non-IDU females and non-IDU, non-MSM males, to substantial decreases among MTF and MTF-IDU.  If the incidence rates from 2001 had continued, San Francisco would have had 1,301 new infections in 2006 instead of the estimated 977 — or 33.2% more infections. 

MSM continue to have the highest HIV incidence number of all the BRPs.  However, the increase in the number of new infections is due to the increase in population size, not a rise in the epidemic.  Although MTF and MTF-IDU have the two smallest population sizes among the BRPs, they have the two highest HIV incidence rates. 

The impact of HIV remains distinct among various BRPs living in San Francisco as summarized below:

· HIV remains epidemic among MSM and MTF transgendered persons, but appears to have crested since 2001.

· HIV persists at a moderately low, endemic (relatively stable) rate among female and non-MSM male injection drug users.

· There is no epidemic among heterosexuals; rather, sporadic cases continue to occur among the male and female sex partners of persons in the other BRPs.

Appendix A – Consensus Process Example

In order to illustrate how the consensus process works, the data and steps used to derive the 2006 estimates for the MSM population size, HIV prevalence and HIV incidence are described below.  The example was selected because MSM make up the majority of the epidemic in San Francisco, and as a result, there are several sources of data for this population, making it a useful example for illustrative purposes.  Details of the data and calculations for other BRPs are available from the AIDS Office upon request. 

The process began with a comprehensive search for existing data on MSM in San Francisco that was collected since 2000 (overlapping the timing of the previous consensus estimates).  The search entailed review of the scientific and “grey” literature (published and unpublished reports), direct contact with investigators and program directors, and scanning the websites of San Francisco institutions conducting research or prevention and care health services.  Data sources included any information that pertained to the size of the population of MSM, HIV prevalence among MSM, HIV incidence among MSM, and indicators or factors related to HIV infection among MSM.  Sources included research studies, programmatic process data, health reports, disease case reporting, and personal communications.  

The second step was to estimate the size of the MSM population (Exhibit 5).  Review of the available sources by experts on MSM identified nine studies or approaches to estimating the number of MSM in San Francisco, which are listed here from the highest to the lowest estimate: 

1. The Behavioral Risk Factor Survey (a random digit dial telephone survey) found that 22.0% of adult male respondents in San Francisco reported being gay or bisexual.  Multiplying 22.0% times the adult male population of 388,977 (projected from Claritas for 2006) yielded 74,575 MSM.  Subtracting 10.7% of MSM who are MSM-IDU (the consensus figure calculated for this BRP), yielded 66,595 MSM non-IDU.

2. The American Communities Survey (a household survey) found that 21.2% of adult male respondents in San Francisco reported being gay or bisexual.  Multiplying 21.2% times the adult male population of 388,977 (projected from Claritas for 2006) yielded 71,863 MSM.  Subtracting 10.7% of MSM who are MSM-IDU (the consensus figure calculated for this BRP), yielded 64,174 MSM non-IDU.

3. The third approach was conducted by Spencer Lieb, who modeled the ratio of known cases of MSM living with HIV/AIDS to unknown and non-infected MSM in the urban western region of the US.  Applying the approach to San Francisco’s reported case load in 2006 determined that there are an estimated 61,202 MSM. 

4. The fourth approach was a multiplier method, combining HIV/AIDS case reporting data with the National HIV Behavioral Surveillance Survey (NHBSS, a venue-based survey) of MSM.  The calculation is based on 14,002 unduplicated MSM HIV/AIDS cases reported to the health department by 2006 and the survey finding that 21.0% of HIV-positive MSM were already aware of their infection (and therefore likely to have been reported as diagnosed in San Francisco).  Dividing 14,002 by 21.0% yielded 66,676 MSM total.  Subtracting the 10.7% consensus estimate of MSM-IDU, yielded 59,542 MSM non-IDU. 

5. Another multiplier approach used a different count, the number of MSM anonymously testing in a specified nine month period (n=588) and the proportion of MSM who reported anonymously testing during the period in the NHBSS (0.9%).  In this case, the calculation yielded 58,343 after subtracting the 10.7% MSM-IDU. 

6. Another multiplier approached used the percent of MSM with known HIV infection in the HIV Incidence Survey (a random digit dial telephone survey) of 21.0% and the count of MSM reported with HIV/AIDS of 11,094 (not including MSM-IDU in this case).  Dividing 11,094 by 21.0% yielded 52,829 MSM (none were IDU in this survey).

7. Another multiplier approach used the count of MSM STD clinic patients in a defined six-month period of 2004 (n=1,606) and the percent of NHBSS respondents reporting being treated for an STD at the City Clinic in the same year (3.1%).  Dividing 1,606 by 3.1% yielded 46,263 after subtracting the 10.7% MSM-IDU.

8. Some experts suggested that the MSM population declined in San Francisco by the same proportion as the general population of San Francisco.  Using the 2001 consensus estimate of 44,842 and the projected population loss in San Francisco from 2001 to 2006, yielded an estimate of 40,044 MSM.

9. A final multiplier approach used the number of MSM STD clinic patients in a defined period in 2005 (n=3,578) and the percent of MSM reporting being treated for an STD in the Urban Men’s Health Study (10.0%).  Dividing 3,578 by 10.0% and subtracting the 10.7% of MSM-IDU yielded 31,952 MSM. 

The median of these nine methods (58,343) was selected as the consensus estimate for the number of MSM (non-IDU) in San Francisco on January 1, 2006.  The upper plausible bound was selected by omitting the highest estimate as an outlier, and accepting the second highest (64,174).  The panel selected the lower plausible bound as the third lowest (46,263) under the rationale that the MSM population was not likely to have decreased, or at least not by very much, from the 2001 estimate of 44,842.

Exhibit 5: Estimated 2006 MSM Population Size, by Data Source
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The third step was to estimate HIV prevalence using the above population size denominator.  Four studies or methods were identified that estimated HIV prevalence among MSM non-IDU in San Francisco (Exhibit 6), listed here from highest to lowest:

1. A “roll forward” method used the 2001 estimate of 12,786 MSM living with HIV, added the projected new infections of 748 per year, and subtracted the known AIDS-related deaths among MSM each year (181+173+105+103) to reach 15,778 MSM living with HIV at the beginning of 2006.

2. A components approach added the number of known MSM HIV/AIDS cases in care (11,094) to the estimated 23.0% additional cases (3,314) that would be unknown from the findings of the NHBSS to total 14,408 MSM living with HIV.

3. The NHBSS found 24.0% of MSM were HIV-infected (of whom 23.0% were previously unaware).  Multiplying 24.0% by the consensus population size yielded 14,002 MSM living with HIV. 

4. The HIV Incidence Survey, a random digit dial telephone survey with mail-in HIV testing of MSM, found 21.0% of MSM were HIV-infected (of note, 1.6% were previously unaware).  Multiplying 21.0% by the consensus population size yielded 12,252 MSM living with HIV. 

The consensus estimate for HIV prevalence took the median of the above four estimates at 14,205, or 24.3% of the consensus estimate of the population size of MSM.  Because all four of the estimates were very consistent, the upper plausible bound was taken as the highest (15,778) and the lower plausible bound as the lowest (12,252).

Exhibit 6: Estimated 2006 HIV Prevalence among MSM, by Data Source
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The final step was to project HIV incidence.  HIV incidence is the hardest to calculate given the scarcity of direct incidence measures and the high level of potential bias regarding who participates in studies of HIV incidence.  Therefore, the process relied on the trends in HIV indicator data and the panel’s judgment.  Indicator data were identified that provided a marker for temporal trends in factors that relate to HIV transmission over the period from 2001 through 2006.  For MSM, 12 indicators were identified.  Their trends were as follows:


Downward indicator trends: 

· HIV incidence measured by the Serologic Testing Algorithm for Recent HIV Seroconversions (STARHS) surveillance tool among MSM seeking HIV testing at anonymous test sites (note, the peak was in 1999).

· HIV incidence measured by STARHS among MSM tested for HIV at STD clinics (note, the peak was in 1999).

· HIV incidence by STARHS in 2004 in NHBSS compared to a similar surveys of MSM done in 1992, 1995, 1997, and 2000.

· Syphilis cases among MSM (note, the peak was in 2004).

· Unprotected serodiscordant anal sex among HIV-negative MSM surveyed by the STOP AIDS Project.

· Unprotected serodiscordant anal sex among HIV-positive MSM surveyed by the STOP AIDS Project.

Level indicator trends: 

· Reported new HIV/AIDS cases.

· New HIV diagnoses among MSM testing at public sites.

· HIV incidence among MSM who repeatedly test at public sites.

Upward indicator trends: 

· Male rectal gonorrhea cases (note, screening of the rectum may have increased in recent years, and this is not necessarily an indicator of HIV serodiscordant sex).

· Average number of sexual partners among MSM screened for STDs. 

· The number of MSM living with HIV/AIDS. 

Taking into account potential biases and limitations, the net balance of indicators suggests a level to slight downward trend in HIV incidence since 2001.  This assessment guided the calculations for several scenarios of HIV incidence for 2006 using the 2001 estimates:

· One scenario was that the incidence rate of 2.20% (yielding 971 new cases) remained unchanged.  This scenario was selected as the upper bound.

· A second scenario was that the incidence number of 748 (yielding a rate of 1.69%) remained unchanged. 

· A third scenario was that HIV incidence was the estimate measured by the NHBSS, 1.20% (or 530 new cases).  This was considered the lower bound.

· A fourth components scenario was that new cases would be the number of new HIV diagnoses reported, plus anonymous cases detected, plus a proportion of unknown cases over three years.  This scenario yielded 536 projected cases (a rate of 1.21%). 

· The fifth scenario was the median of the above upper and lower bounds, or 1.45% (yielding 642 new cases).
The final consensus estimate was determined by a panel reviewing the above indicator data and calculations.  The panel agreed upon a conservative estimate of HIV incidence of 1.75% that fell within the range of the data, with an upper bound of 2.00% and a lower bound of 1.50%. 

Appendix B – Consensus Estimates: 2001 vs. 2006

Exhibit 7 summarizes the HIV/AIDS consensus estimates by BRP in San Francisco for the years 2001 and 2006.  The arrows indicate whether the number appears to be increasing, decreasing, or remaining stable between 2001 and 2006.  Note that the incidence rate, the key indicator for the trend in the epidemic, is either declining or stable for each BRP. 

Exhibit 7: 2001 vs. 2006 Consensus Estimates by BRPa 

	Population for Consensus Estimate
	
	Incidence Number
	Incidence Rate
	Prevalence Number
	Prevalence Percent
	Population Size

	MSM non-IDU
	2001

2006
	748

772
	2.2%

1.75%
	12,786

14,205
	27.3%

24.3%
	46,800

58,343

	MSM-IDU
	2001

2006
	87

79
	4.6%

2.58%
	2,080

2,196
	52.2%

42.0%
	3,982

5,234

	MTF non-IDU
	2001

2006
	102

42
	6.2%

3.78%
	513

327
	23.8%

22.8%
	2,160

1,434

	Male IDU (non-MSM)
	2001

2006
	45

31
	0.6%

0.51%
	900

954
	10.0%

13.5%
	9,000

7,076

	Female IDU
	2001

2006
	48

18
	1.1%

0.51%
	485

423
	10.0%

10.5%
	4,850

4,030

	MTF-IDU 


	2001

2006
	40

16
	13.2%

6.08%
	537

194
	63.9%

43.2%
	840

449

	Female non-IDUb
	2001

2006
	10

12
	<0.1%

<0.1%
	334

298
	     0.1%

     <0.1%
	   331,163*

   325,801*

	Male non-IDU (non-MSM) c
	2001

2006
	2

5
	     <0.1%

     <0.1%
	82

82
	     <0.1%

     <0.1%
	   283,928*

   266,441*

	Perinatald
	2001

2006
	2

2
	-

-
	49

27
	-

-
	-

-

	Blood product exposuree
	2001

2006
	0

0
	-

-
	51

29
	-

-
	-

-

	Totalf
	2001

2006
	1,084

977
	
	17,817

18,735
	2.6%

2.8%
	682,723

668,808


a  Note: Consensus estimates are derived for populations that roughly correspond to the HPPC’s BRP model.  For a comparison of the consensus populations with the BRPs, see Appendix E.

b These numbers represent all females 15 years old and older excluding IDUs. For 2001, the estimated size of the female non-IDU population at risk is 5,000. For 2006, the estimated size of the female non-IDU population at risk is 8,999, and among the at-risk group, the prevalence is 3.3% and the incidence rate is 0.14%.

c These numbers represent all males 15 years old and older excluding MSM, IDUs, and transgendered persons. For 2001, the estimated size of the male non-IDU (non-MSM) population at risk is 2,000. For 2006, the estimated size of the male non-IDU (non-MSM) population at risk is 2,585, and among the at-risk group, the prevalence is 3.2% and the incidence rate is 0.19%.

d The number of infants born to HIV-positive mothers is estimated at 13 out of a total of 8,579 births in San Francisco in 2006; there are 27 persons living in San Francisco whose HIV was acquired through mother-to-child transmission.

e The hypothetical population of persons who might be exposed to blood products is not estimated; there are 29 persons living in San Francisco who acquired HIV through exposure to infected blood products.

f The estimated population size for San Francisco adults aged 15 and older is was 682,723 in 2001 and  668,808 in 2006. The HIV prevalence estimates provided represent the prevalence among adults aged 15 and older. The overall HIV prevalence in San Francisco, based on the total population including those under 15, was 2.3% in 2001 and 2.5% in 2006. 

Appendix C – List of Data Sources Reviewed

The following data sources were reviewed in preparing the estimates provided in this report.  Some sources of data or information were obtained outside of formal reports, publications, or other citable sources.  Other sources may be missing from this list due to unintentional oversight.  More information about the studies and sources listed are available from the SFDPH AIDS Office upon request.
1. ACE Study [SFDPH AIDS Office]
2. AIDS Case Registry

3. American Communities Survey

4. Asian Pacific Islander HIV Study [Operario]
5. Behavioral Risk Factor Survey

6. Blood Centers of the Pacific testing

7. Claritas Population Projections

8. Community Substance Abuse Services Database

9. Drug Abuse Warning Network (DAWN)
10. Detuned ELISA at Alternative Testing Sites (ATS)

11. Detuned ELISA at City Clinic

12. Focused Assessment of Counseling and Testing (FACT) Study
13. Health Assessment of the Young Man (HEYMAN) Project [Page-Shafer]
14. HIV Counseling and Testing Database

15. HIV Incidence Survey

16. HIV Testing Survey, Heterosexuals

17. HIV Testing Survey, IDU

18. HIV Testing Survey, MSM

19. HIV Testing Survey, Transgenders

20. Homeless and Runaway Youth Survey

21. Job Corps testing

22. Latino HIV Study [Diaz]
23. Military recruitment testing

24. National Behavioral Surveillance, IDU

25. National Behavioral Surveillance, MSM

26. Non-names HIV Case Registry

27. Pediatric Spectrum of Disease Study [Centers for Disease Control & Prevention]
28. Project Connect [Centers for Disease Control & Prevention]
29. Project Explore [UCSF Center for AIDS Prevention Studies]
30. Project T [SFDPH AIDS Office]
31. Ratio method application [Lieb]
32. “Red Plus” Study [AIDS Health Project]

33. Research in Access to Care in the Homeless (REACH)
34. Reggie Database [SFDPH AIDS Office]
35. Repeat Testers Study

36. San Francisco Department of Public Health Vital Statistics

37. San Francisco Overdose records

38. San Francisco Police DepartmentFPD records

39. Sentinel Surveillance of IDU in Jails

40. The STOP AIDS Project

41. STD among People Living with AIDS (PLWA) Study

42. STD Case Registry [SFDPH] 

43. Transgender Community Health Study [Clements]
44. Transgender Study [Nemoto]
45. UFO Project [UCSF Center for AIDS Prevention Studies]
46. UFO Vax, [UCSF Center for AIDS Prevention Studies]
47. UFO3

48. Urban Health Study [UCSF]
49. Urban Men’s Health Study, 2000

50. Urban Men’s Health Study, 2003

51. US Census 2000

52. Vaxgen Study

53. Vision Study

54. Walden House Records

55. Women’s Options Clinic Study

56. Young Women’s Survey [Klausner]
57. Youth Risk Behavior Survey [San Francisco Unified School District]
Appendix D – Consensus Participants/Contributors
The following individuals participated in the 2006 consensus process through the provision of data, direct consultation, participation in review panels, personal communication or through published and unpublished reports.  The SFDPH apologizes for any unintentional omission or inclusion.

1. Emily Arnold

2. Sonya Arreola

3. Amie Ashcraft

4. Oliver Bacon

5. David Bangsberg

6. Mark Berry

7. Sally Blower

8. Susan Buchbinder

9. Michael Busch

10. Adam Carrico

11. Joe Catania

12. Edwin Charlebois

13. Janice Chaw

14. Sanny Chen

15. Kyung-Hee Choi

16. Dan Ciccarone

17. Kristen Clements-Nolle

18. Dara Coan

19. Deb Cohan

20. Grant Colfax

21. Peter Davidson

22. Viva Delgado

23. Rafael Diaz

24. James Dilley

25. Tony DiStefano

26. Tri Do

27. Teri Dowling

28. Eleanor Drey

29. Brian Edlin

30. Susan Fernyak

31. Sam Friedman

32. Jonathan Fuchs

33. Gary Gates

34. Catherine Geanuracos

35. Lori Gee

36. Steven Gibson

37. Alice Gleghorn

38. Cynthia Gomez

39. Robert Grant

40. Anne Guiltinan

41. Robert Guzman

42. Judy Hahn

43. Wendy Hartogensis

44. Jennifer Hecht

45. Nina Harawa

46. Anne Hirozawa

47. Ling Hsu

48. Sheila Jain

49. Anne Jenkins

50. Mitch Katz

51. Susan Kegeles

52. Timothy Kellogg

53. Charlotte Kent

54. Andrea Kim

55. Jeffrey Klausner

56. Robert Kohn

57. Alex Kral

58. Bahar Kumar

59. Margery Lazarus

60. Priscilla Lee Chu

61. Annie Leuketmeyer

62. Tom Liberti

63. Spencer Lieb

64. Albert Liu 

65. Jennifer Lorvick

66. Paula Lum

67. Tooru Nemoto

68. Duncan MacKellar

69. Kai Mander

70. Alexis Martinez

71. Willi McFarland

72. Robert McMullin

73. Fred Molitor

74. Andrew Moss

75. Tor Nielands

76. John Newmeyer

77. Charles Oke

78. Don Operario

79. Dennis Osmond

80. Tracey Packer

81. Pragna Patel

82. Ben Peacock

83. Sharon Pipkin

84. Lance Pollack

85. Travis Porco

86. Roop Prabhu

87. Henry Raymond

88. Nooshin Razani

89. Robert Remis

90. Lisa Reyes

91. Elise Riley

92. Marisé Rodriguez

93. Valerie Rose

94. Juan Ruiz

95. Keith Sabin

96. Elko Sugano

97. Jennifer Sarche

98. Jae Sevelius

99. Susan Scheer

100. Tara Schubert
101. Sandra Schwarcz
102. Douglas Sebesta

103. Kim Shafer

104. Jeff Sheehy

105. Steven Solnit

106. Hilary Spindler

107. Padmini Srikantiah

108. Ron Stall

109. Jamila Stockman

110. Hanne Theide

111. Steven Tierney

112. Hong-Ha Truong

113. Janet Turan

114. Linda Valleroy

115. Sheri Weiser

116. Sarah Wheeler

117. Dan Wohlfeiler

118. Will Wong

Appendix E – Definition of Behavioral Risk Populations
The Exhibit below compares the populations for which consensus estimates were derived with the HPPC BRP model. The third column explains the differences.
Exhibit 8: Comparison of HPPC and Consensus Estimate Populations

	Population for Consensus Estimate
	Corresponding HPPC BRP 
	Differences

	MSM non-IDU
	· Males who have sex with males

· Males who have sex with males and females
	The consensus estimate includes only males 15 years or older, whereas the HPPC BRP includes all ages.

	MSM-IDU
	· Males who have sex with males and inject drugs

· Males who have sex with males and females and inject drugs
	The consensus estimate includes only males 15 years or older, whereas the HPPC BRP includes all ages.

	MTF non-IDU
	· Transgendered persons who have sex with males

· Transgendered persons who have sex with males and females

· Transgendered persons who have sex with females

· Transgendered persons who have sex with transgendered persons

· Transgendered persons who have sex with males and transgendered persons

· Transgendered persons who have sex with females and transgendered persons
	The consensus estimate includes only MTF 15 years or older, whereas the HPPC BRP includes all ages.  In addition, the consensus estimate includes only MTF transgendered persons, whereas the HPPC BRP includes female-to-male (FTM) transgendered persons as well.  Both include persons who inject hormones but no other substances.

	Male IDU (non-MSM)
	· Males who have sex only with females and inject drugs
	The consensus estimate includes only males 15 years or older, whereas the HPPC BRP includes all ages.

	Female IDU
	· Females who have sex with males and inject drugs

· Females who have sex with males and females and inject drugs

· Females who have sex with females and inject drugs
	The consensus estimate includes only females age 15 years or older, whereas the HPPC BRP includes all ages.

	MTF-IDU
	· Transgendered persons who have sex with males and inject drugs

· Transgendered persons who have sex with males and females and inject drugs

· Transgendered persons who have sex with females and inject drugs

· Transgendered persons who have sex with transgendered persons and inject drugs

· Transgendered persons who have sex with males and transgendered persons and inject drugs

· Transgendered persons who have sex with females and transgendered persons and inject drugs
	The consensus estimate includes only MTF 15 years or older, whereas the HPPC BRP includes all ages.  In addition, the consensus estimate includes only MTF transgendered persons, whereas the HPPC BRP includes female-to-male (FTM) transgendered persons as well.

	Female non-IDU
	· Females who have sex with males

· Females who have sex with males and females 

· Females who have sex with females
	The consensus estimate includes only females 15 years or older, whereas the HPPC BRP includes all ages.

	Male non-IDU (non-MSM)
	· Males who have sex only with females
	The consensus estimate includes only males 15 years or older, whereas the HPPC BRP includes all ages.


Appendix F – Glossary of Terms

AIDS
Acquired immune deficiency syndrome

BRP
Behavioral risk population, categories that describe behavioral risk for HIV

Endemic
A disease persists in the community, without substantially increasing or decreasing over time

Epidemic
The spread of a disease is increasing

HPPC
HIV Prevention Planning Council

HIV
Human immunodeficiency virus

IDU
Injection drug user

Incidence number
Number of new HIV infections in a given year

Incidence rate
Percent of uninfected persons who will become infected in a given year

Indicators
Information that predicts, follows, or marks HIV transmission including risk behaviors, rates of sexually transmitted diseases, and programmatic data such as the number of clean needles exchanged
Lower plausible
The lowest reasonable estimate
Median
The midpoint in a series of numbers
MSM
Males who have sex with males

MSM-IDU
Males who have sex with males and inject drugs

MTF
Male-to-female transgendered person

MTF-IDU
Male-to-female transgendered persons who inject drugs

Point estimate
An estimate that is a single number as opposed to a range of scores
Prevalence
The number of people living with HIV/AIDS, or the percent of people in a given population living with HIV/AIDS, at a particular point in time

SFDPH
San Francisco Department of Public Health

STD
Sexually transmitted disease

UCSF
University of California San Francisco
Upper plausible
The highest reasonable estimate
MSM non-IDU estimates 2006


Population size: 58,343


HIV Prevalence: 14,205 (24.3%)


HIV Incidence: 772 (1.75%)





MSM-IDU estimates 2006


Population size: 5,234


HIV Prevalence: 2,196 (42.0%)


HIV Incidence: 79 (2.58%)





MTF non-IDU estimates 2006


Population size: 1,434


HIV Prevalence: 327 (22.8%)


HIV Incidence: 42 (3.78%)





Male IDU (non-MSM) estimates 2006


Population size: 7,076


HIV Prevalence: 954 (13.5%)


HIV Incidence: 31 (0.51%)





MTF-IDU estimates 2006


Population size: 449


HIV Prevalence: 194 (43.2%)


HIV Incidence: 16 (6.08%)





Female IDU estimates 2006


Population size: 4,030


HIV Prevalence: 423 (10.5%)


HIV Incidence: 18 (0.51%)





Median





Female non-IDU estimates 2006


Population size: 325,801 total


(8,999 at risk)


HIV Prevalence: 298 (<0.1%)


HIV Incidence: 12 (<0.01%)





Male non-IDU (non-MSM) estimates 2006


Population size: 266,441 total


(2,585 at risk)


HIV Prevalence: 82 (<0.1%)


HIV Incidence: 5 (<0.01%)





Perinatal transmission estimates 2006


Estimated number of new infections: 2


Currently living with HIV/AIDS: 27





Blood product exposure estimates 2006


Estimated number of new infections: 0


Currently living with HIV/AIDS: 29 
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� This report does not include estimates of the number and percent of people living with HIV/AIDS in San Francisco by race/ethnicity.  Nonetheless, this information is available from the Department of Public Health based on various HIV/AIDS surveillance data sources.


� The consensus estimates described in this report are derived for populations that roughly correspond to the HPPC’s BRP model.  For a comparison of the consensus populations with the BRPs, see Appendix E.


� If the 2001 estimates were true, far more new cases of HIV would have been diagnosed between 2001 and 2006 than actually were, even taking into account that this population is difficult to reach and underreported in the data.  Therefore, at least one piece of the equation – population size or HIV incidence rate – was likely incorrect in 2001.  Evidence continues to support the high incidence rate, and therefore it is reasonable to assume that the population size was overestimated in 2001. 
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