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Recipient Update

• OHC held our annual Subrecipient meeting last week to kick off the new contract year

• OHC is providing capacity building support by offering a grant writing workshop tomorrow 3/27

• An RFP will be issued for all Ryan White service categories not procured in the Braided Funding RFP
• Food (Pantry and Home Delivered Meals)
• Home and community-based health services
• Emergency Financial Assistance – Housing, Utilities, and Food
• Legal Services
• Medical Nutrition Therapy
• Medical Transportation
• Mental Health Services
• Oral Health
• Outpatient Ambulatory Health Services
• Psychosocial Support Services
• Referral for Services
• Substance Abuse Services

• OHC will also be issuing an RFP for Ending the HIV Epidemic funds

• We’re closing in on the due date for the Ryan White Services Report 3/31 and are reviewing/approving and submitting a few 
outstanding agencies



Client Served through 2/28/2025
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Clients Served MAI Part A
Early Intervention Services 38 114
EFA Food 0 192
EFA Housing 0 126
EFA Utilities 0 173
Food Bank 0 192
Food Home-Delivered Meals 0 158
Health Education/Risk Reduction 0 48
Home and Community-Based Health Services 34
Medical Case Management Services 225 1941
Medical Nutrition Therapy 0 232
Medical Transportation Services 218 282
Mental Health Services 120
Non-Medical Case Management Services 12 12
Oral Health Care 0 202
Other Professional Services 0 101
Outpatient/Ambulatory Health Services 224 1121
Psychosocial Support Services 233 766
Substance Abuse Services - Outpatient 21 64
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Units of Service Provided
Units of Service MAI Part A
Early Intervention Services 710 1248
EFA Food 0 549
EFA Housing 0 960
EFA Utilities 0 1873
Food Bank 0 2289
Food Home-Delivered Meals 0 6530
Health Education/Risk Reduction 80
Home and Community-Based Health Services 0 12767
Medical Case Management Services 1328 37666.8
Medical Nutrition Therapy 0 3576
Medical Transportation Services 0 2612
Mental Health Services 952 3227
Non-Medical Case Management Services 586 586
Oral Health Care 0 1131
Other Professional Services 0 5897
Outpatient/Ambulatory Health Services 1314 11488
Psychosocial Support Services 2017 11254
Substance Abuse Services - Outpatient 567 2583
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Spending as of 1/31/2025
% Spent to date MAI Part A
Early Intervention Services 94% 78%
EFA Food 98%
EFA Housing 100%
EFA Utilities 98%
Food Bank 89%
Food Home-Delivered Meals 84%
Health Education/Risk Reduction 68%
Home and Community-Based Health Services 84%
Medical Case Management Services 90% 72%
Medical Nutrition Therapy 91%
Medical Transportation Services 100%
Mental Health Services 94% 89%
Non-Medical Case Management Services 89%
Oral Health Care 69%
Other Professional Services 91%
Outpatient/Ambulatory Health Services 100% 98%
Psychosocial Support Services 98% 70%
Substance Abuse Services - Outpatient 92% 70%

This spending data is through January 2025, we have one month of invoices still be to added to 
the totals.



Questions?
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Planning Council, March 2025: 
HIV New Diagnoses, OTGA, 
2021-2023
Presented by Danny Allgeier



Newly Diagnosed Cases
2021-2023, Alameda and Contra Costa Counties
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New HIV Diagnoses by County of Residence at Diagnosis, 
OTGA, 2021-2023
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New HIV Diagnoses by County of Residence at Diagnosis, 
OTGA, 2021-2023
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New HIV Diagnoses by Race/Ethnicity, OTGA, 2021-2023 
(N=957)
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Percent of New HIV Diagnoses by Race/Ethnicity, OTGA, 2021-
2023 (N=957)
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HIV Diagnosis Rate by Race/Ethnicity, OTGA, 2021-2023 (N=957)
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New HIV Diagnoses by Age at Diagnosis, OTGA, 2021-2023
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New HIV Diagnoses by Age at Diagnosis, OTGA, 2021-2023 
(N=957)

4% 31% 32% 17% 9% 6%
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HIV Diagnosis Rate by Age Group, OTGA, 2021-2023 (N=957)
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Percent of New Diagnoses by Race/Ethnicity and Age Group, 
2021-2023, OTGA
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New HIV Diagnoses by Gender at Diagnosis, OTGA, 2021-2023
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HIV Diagnosis Rate by Sex at Birth, OTGA, 2021-2023
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HIV Diagnosis Rates by City, OTGA, 2021-2023
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New HIV Diagnosis Rates by 
City, OTGA, 2021-2023
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New HIV Diagnoses by Transmission Category, OTGA, 2021-
2023
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Characteristics of New Diagnoses in the OTGA
2018-2020

• In 2020 there were 219 new HIV diagnoses.
• 86.9% of new diagnoses were male.
• There were 17 new diagnoses among transgender persons.
• African Americans comprised 32.8% and Latinx 34.3% of new diagnoses, 

whites comprised 20.0%.
• Most new diagnoses were among those 20-29 (33.6%) and 30-39 

(30.7%) years old.
• HIV cases have declined steadily since 2006.

COVID

Compared to 2021-2023

84.2%
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Key Points

• The largest race/ethnic group among new diagnoses is Latinx
• The highest diagnosis rate is among African Americans
• 2/3 of new cases are among people under 40 years of age
• The cities with the highest diagnoses rates are Emeryville, San 

Pablo, Oakland, Antioch, and Pittsburg
• Gay and bisexual men who have sex with men make up the 

majority of newly diagnosed cases
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New Alameda County 
Annual Report 
Available
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Review of Engagement 
 
The Ryan White Part A program provides a network of comprehensive services for people 
living with HIV.  Ryan White services are critical to keeping people living with HIV healthy. 
Spearheaded by the Health Resource & Services Administration (HRSA), this national initiative 
is focused on the eradication of HIV in America.  
 
The Oakland Transitional Grant Area  of Alameda and Contra Costa Counties (OTGA) Planning 
Council is an independent planning body that works collaboratively with the Alameda County 
Department of Public Health, Office of HIV Care and Prevention. Its purpose is to reduce 
suffering related to the HIV disease and enhance the quality of life for persons affected by 
HIV/AIDS.  
 
Mission  
The Planning Council will provide comprehensive planning, prioritization, and education 
regarding HIV/AIDS services in Alameda and Contra Costa Counties that is inclusive, equitable, 
compassionate, and respectful of human rights.  
 
Membership  
The Planning Council is composed of healthcare providers, public health officials, and 
community volunteers, including people living with HIV. No expertise in health care or policy 
is required to be a member. Federal regulations mandate that the Planning Council reflect 
the demographic trends of the epidemic in the OTGA. Joining the Planning Council is a 
two-year commitment. Approved applicants are seated In February and September.  
 
Meetings  
Planning Council meetings take place on the 4th Wednesday of every month from 1pm to 
3pm. The Planning Council’s four standing committees take place on various days of the week  
and meet for two hours per month. Members who are living with HIV are reimbursed for 
travel and childcare expenses related to attending the meetings. All meetings are open to the 
public. 
Specific deliverables of the capacity building planning process include: 

●​ An assessment of the current “ecosystem” of Planning Council Practices - including the 
current internal strengths and weaknesses; 

●​ Clarification and articulation of identity, purpose, and principles - which may include 
enhancing Council Practices.  

●​ Direction and trajectory for the next year regarding the Council practices, including 
outreach & recruitment, onboarding, training, and development. 
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Scope of Work 
 
The scope of work for this engagement is guided by the collaboration between the Executive 
Committee and Jones Psychological Services. The key elements of the engagement are 
Awareness, Acceptance, and Action. 
 

Awareness 
This phase intends to foster an empathic 
alignment among OTGA Planning Council 
members and staff by focusing on what 
matters, what’s happening, and what’s 
desirable for their sustainability.  It is during 
this phase that we generate and share a 
divergence of perspectives and practices from 
the multiple experiences of the OTGA 
Planning Council.  

Acceptance 

With this phase, we reckon with what we’re 
learning about the multiple experiences and 
impact of the culture at OTGA Planning 
Council, and begin to promote “aha’s” for the 
possibilities going forward. 

Action 

In this phase we begin to design, 
embed, embody, and implement new 
perspectives, principles, and practices 
with greater intention and attention. 
Specifically, we’ll implement 
capacity-building efforts for the 
council, its committees, and its 
operations. 

 
Dr. Jones and Dr. Almanzor will  provide facilitation, coaching, and consulting throughout 
the engagement, as necessary, as well as foster engagement with the council and staff.  
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Summary of Perspectives Data  
 
This Summary of Perspectives and Practices was utilized to achieve shared clarity for the 
experiences and desires among commissioners. The Executive Committee, in collaboration 
with Dr. Margaret Jones & Dr. Renato Almanzor, developed the survey. The areas to explore 
and address include articulating personal purpose, individual and collective competencies, 
Council effectiveness, and desired areas for capacity building.  

We framed our inquiry within three primary headings:  
 

1.​ What Matters: These questions asked what draws commissioners to OTGA. 
 

2.​ What’s Happening: These questions explored not only how commissioners engage 
with each other and within their roles, but also what commissioners thought and 
felt about working together. We also included questions to consider structural and 
cultural influences on behaviors and perspectives. 

 
3.​ What’s Desirable: These questions sought an understanding of individual and 

relational wants and needs, as well as council changes in procedures and practices. 
 
Reflecting on those essential questions, three themes coalesced across the data. 
 

Theme 1 : Quality Experience Meaningful Work:  The first theme characterizes the purpose of 
membership on the Council. Responses acknowledged an intimate connection to the 
communities benefiting from OTGA’s work (as someone with HIV and a family member with 
HIV). In addition, the servant leadership stance of the Commission aligned with the 
professional work of members. For many, the meaningful work was from lived experiences 
and professional practice 

Theme 2: What are Standard Council Practices: This theme describes the immensity of the 
Councils’ roles, responsibilities, and obligations. A number of responses indicated the “packed 
agendas” and the periods of “so much to review.” Compounding the quantity of work, there 
were responses that described the rigidity of the agenda & Robert’s Rules of Order, and the 
conflict-averse characteristics of the Council 

Theme 3: Council Membership challenges: This theme acknowledges the varied knowledge 
base of the members, as well as the various levels of tenure. Consequently, timelines and 
opportunities for discussions feel rushed and insufficient. In addition, attendance and the low 
number of Council members raise concerns for bandwidth. 
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Designing the Retreat  
 
The retreat was designed in collaboration with the Executive Committee, with the intention of 
reckoning with how the Council perceived “who and how” they are. The Summary of 
Perspectives and Experiences was assigned to the Council to read prior to the retreat, noting 
their “wows, whoas, and wonders.” 
 

 
 
The OTGA Executive Committee Retreat  
 
We held an in-person retreat. Members were able to come 
together in person if comfortable doing so, with one participant 
attending by ZOOM. Staff from Councils and Commissions 
provided support throughout the day to support facilitation and 
group activities.  
 
We began the retreat setting summarizing steps taken by the 
Executive Committee to date, then asking for hopes and  
expectations that folks bring into the day. From there, Drs. Jones and Almanzor 
acknowledged the hopes and expectations while framing the retreat within the specific 
purpose and objectives that we had set.  
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The hopes and expectations participants shared included: 
❖​ A desire to learn 
❖​ A desire to bond 
❖​ More community at table 
❖​ Work on decision making practices 
❖​ Reignite passion for the work 
❖​ Better understand how the council works 
❖​ Desire for clear direction and understanding 
❖​ Time to focus in 
❖​ Work on time management 
❖​ Advance the work of the council 
❖​ Gain perspective 
❖​ Form connections and build relationships 

The group further acknowledged that there is a value to and inherent risks of a retreat like 
this, and so participants expressed their wants and needs in order to participate fully and 
authentically. Drs. Almanzor and Jones served as the facilitators for the day by paying 
attention to these wants and needs. Participants developed guidelines for interactions during 
the retreat  included: 
 
Value of Convening Risks/Challenges of 

Convening 
“What I need to Fully & Authentically 
Participate” 

Education Conflict Transparency 

Different perspectives Ego Direction 

Team Building Sparks Inclusion and Nourishment 

In Person Connection Communication Styles + 
Unmet Needs 

Respect 

Brainstorming Time to discuss Understanding 

Trust Building Productivity and Unclear 
Follow Through 

Commitment to goals and Results and 
Listening 

 
After a break, we reviewed the purpose, objectives, and process for the Summary of 
Perspectives and Experiences.  NOTE: Members present observed that there were 
significant absences and commitment levels (some left early). 
 
We  further expressed that the Summary is an internal document of personal responses to 
the questions posed. It’s intended to be an opportunity to deepen our understanding of each 
other’s experiences.  
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Collecting Wows, Whoas, and 
Wonders 
 
In order to prompt participant responses to the Summary of Perspectives and Experiences, 
we introduced a Small Group activity to allow participants to share their personal wows, 
whoas, and wonders from the Summary. This activity also modeled their resistance to 
problem identification and solving toward acknowledging their awareness and acceptance of 
the perspectives and practices shared. 
 
Wows 
This is where you can acknowledge confirmation for any of the praise and criticism that aligns 
with your experience. 
 
Whoas 
This is where you can acknowledge any surprises for the comments, framing, and 
suggestions. 
 
Wonders 
This is where you can provide additional curiosities and questions that can deepen your 
understanding and our analysis. 
 
The participants were assigned to four mixed groups to generate their own wows, whoas, and 
wonders for thirty minutes. Councils and Commissions staff members were  taking notes in 
the mixed groups. The OTGA  Retreat Notes for the day were collected here. Through the 
sharing, commonalities among the wows, whoas, and wonders clustered: 
 

Wows Whoas Wonders 
●​ Passionate people on 

Council  
●​ Progress of Staff Support 

is helpful  

●​ Worked or lived 
experience not both  

●​ Lack of resources and 
understanding of local 
issues  

●​ Better recruitment 
strategies 

●​ More represented 
community involved to 
be more effective and 
active as group 

●​ Open up to community 
to recruit 

●​ Better provider training 

The whole group further discussed their wows, whoas, and wonders, especially to accept, even 
embrace, these perspectives and practices of OTGA Councils and Commission. Drs. Almanzor and 
Jones offered a consideration going into lunch that we are not striving for a unified narrative as much 
as a shared understanding of the narratives. This shared understanding, it was  suggested, will be the 
basis for making meaning of OTGA’s Council and Commission  identity, programs, and partnerships. 
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Reckoning with our Stories 
 

After lunch, Dr. Almanzor led the group through a movement activity based on the 
murmuration of swallows. He offered that as an example of shared leadership, the 
concept from which we will draw to reckon with the emerging narratives from the wows, 
whoas, and wonders. 
 
This module’s purpose was to cultivate shared meaning-making of the Summary within 
OTGA  context and community. Specifically, we explored the extent to which the Council 
co-owning not only their thoughts and feelings, but also the thoughts and feelings of  
each other. The activity was to generate responses to what the narratives mean in three 
areas. We created three mixed groups that would rotate and populate specific flipcharts 
querying the three areas. After populating each flipchart, one group would then cluster 
the sticky notes and share emerging themes. 
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What, So What, Now What: Emergent and 
Salient Issues and Priorities 
 
After a break, the facilitators wanted to ensure that we allowed for individual journaling, to 
capture what we individually are learning. From the individual journaling time, we then 
assigned participants to one of two groups to identify “low-hanging” salient issues and/or 
emerging priorities the staff could address. We asked the participants to reflect on these 
issues personally, interpersonally, programmatically, organizationally, and societally. The 
emerging issues and priorities were in three areas: Culture, Relationships, and Identity. 
 
 
Leadership  
Participants shared the need learn how to lead effectively by fostering 
mentorship, clarifying roles, encouraging participation, and building 
strategies for recruitment and retention 
 
 
Capacity Building  
The data highlights a need for better time management to address key 
items, clearer expectations connected to larger goals, enhanced 
networking, capacity building, access to educational materials, 
stronger support for client-facing roles, and ensuring quorum for 
effective decision-making. 
 
Equity  
Data suggests a need to improve shared understanding of policies, 
enhance accessibility, inclusivity, and clarity through improved policies, 
seamless care transitions, trauma-informed language, and recruiting 
individuals with lived experience.  
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Next Steps 
 
Teams  
In the last hour of the retreat, Drs. Jones and Almanzor  shared the 
next steps of our process, in particular that the Executive Committee  
will debrief and review what was produced in the retreat, and work 
with the facilitators on recommendations for embedding key 
principles and practices reflective of OTGA’s commitments to the 
community. In order to provide  a greater sense of context for the 
work going forward, the teams checked in on what may be inspiring, 
daunting, and/or confusing coming out of the day. In addition, teams 
were invited to express their wants and needs as we proceed with 
the OTGA  engagement.  
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JPS Recommendations 
 
 

As mentioned above, the emerging issues and priorities concern OTGA  culture, relationships, 
and identity. Although we  describe the following sequentially, each may be addressed 
concurrently as well as linked to other efforts already in progress within OTGA. 
 
Addressing Leadership  

1.​ Develop clear role descriptions and expectations  including accountability measures, for 
all members, committees, and leadership teams. Regularly communicate how 
individual contributions align with the larger council  mission to foster a sense of 
purpose and identity. 

 

2.​ Create structured mentorship programs that prioritize trust, psychological safety, and 
clear expectations. Pair mentors and mentees based on shared goals, lived experiences, 
or complementary skills to enhance relationship-building and mutual growth. 

 

Addressing: Capacity Building  

1.​ Provide  training, and coaching for council staff and committee members. Provide tools 
and resources to enhance organizational effectiveness, such as improving recruitment 
and retention strategies, transportation planning, and knowledge-sharing for 
decision-making. Incorporate lived experiences into capacity-building initiatives to 
ensure authentic and community-driven growth 

 

2.​ Train committee members and staff on how to have difficult conversations while 
maintaining empathy and professionalism. Ensure open communication channels that 
encourage feedback, collaboration, and accountability to improve participation and 
attendance. 

Addressing Equity  

1.​ Develop and enforce policies that are culturally sensitive, equitable, and 
trauma-informed. Conduct regular training on cultural humility, inclusive language, and 
bias reduction to create environments where all voices are valued. 

 

2.​ Foster inclusivity and accessibility by clarifying policies, improving resource awareness, 
ensuring seamless medical transitions, strengthening care linkages, adopting 
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trauma-informed language, prioritizing accessibility, and recruiting 
individuals with lived experience 

 
Capacity Building Road Map  
 
The Capacity Building Road Map provides OTGA with objectives and processes to 
complement work in progress while also developing the capacity and capabilities for OTGA  to 
enhance its commitment to community work and engagement.  It will be important to 
develop the road map understanding the twists and turns that occur when implementing. 

 
 
 
 
 
 
 
 

 
 
 

Conclusion 
 
The Staff Retreat was an opportunity to cultivate a shared understanding of how  Executive 
Committee and Council Members experiences with OTGA . A key purpose for the gathering 
was also to enhance the relationships among the members  by making meaningful 
connections personally, as well as collectively to the identity, programs, and practices of OTGA  
 
The Summary of Perspectives and Experiences and the retreat encouraged divergence in our 
conversations toward differences as healthy, generative, and necessary for cultivating a shared 
and vibrant vision. Conversations and Recommendations launches this next phase of the 
Capacity Building engagement to strive for convergence from embracing acceptance of the 
meaning made of experiences toward promoting the “aha’s” into the most loving, powerful, 
and elegant strategic priorities and actions.  
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Appendix: Retreat Evaluations 
 
The participants were reminded  of the purpose and objectives for the retreat, and we 
gathered the following feedback asking what worked and what could have been even better. 
6  participants completed the evaluation. 

 
Very Satisfactory: 5 
Somewhat Satisfactory: 1 
 
In addition to the feedback on how we did, there were also specific recommendations on how 
to move the work forward: 
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Some overall quotes from both retreats 
 

What Worked What Could Be Different Overall and Additional 
Comments 

Retreat Structure 

The diversity rounds were 
surprisingly fun and helpful. Wows, 
Whoas and Wonders strayed off 
topic but still super 
helpful/enlightening 

Group Interactions 
 
thought provoking activities and 
group discussions 
 
In person interactions with other 
members and group discussion 
 
getting insights directly from other 
participants 
 
group discussions 
 
 

Retreat 
Structure/Format/Design 

“What, so what” discussion felt 
like it could have been more 
focused, but I appreciated the 
thoughtful conversation. 

I wish there was more member 
participation… 

More Time 

Less upfront stuff and more time 
and exercises geared towards the 
needed work By upfront I mean 
introductions, purpose… 

Next Steps (clearer actions 
defined) 

I will really need leadership to 
drive the results. Glad we did this, 
it can set a positive course if we 
take action and follow through. 
 
Keep creating opportunities to 
meet, discuss and grow the PC 
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Jones Psychological Services empowers our clients on their journey 
through compassionate, kind, graceful collaboration, nurturing 

personal strengths and cultivating innate power 
https://jonespsych.com/ 
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Office of HIV Prevention
OGTA Planning Council (March 26, 2025)



Office of HIV Prevention Team (OHP)

Carly Rachocki (she/her)
Program Specialist
Carly.Rachocki2@acgov.org 

Moises Cruz Jauregui (they/he/elle)
Program Specialist
Moises.CruzJauregui@acgov.org 

Liviier Lara (they/them/liv)
Public Health Investigator
liviier.lara@acgov.org

Earl Jefferson (he/they/dude)
Public Health Investigator
Earl.Jefferson@acgov.org 

Averie Lico (she/her)
Public Health Advisor
Averie.Lico@acgov.org 

Steven Gibson (he/him)
Office of HIV Prevention Director
Steven.Gibson@acgov.org 

mailto:Carly.Rachocki2@acgov.org
mailto:Moises.CruzJauregui@acgov.org
mailto:liviier.lara@acgov.org
mailto:Earl.Jefferson@acgov.org
mailto:Averie.Lico@acgov.org
mailto:Steven.Gibson@acgov.org


Syndemic Programming Priority 
Populations: HIV, STIs, & HCV

Black and African 
American men who 
have sex with men 

Latinx men who 
have sex with men 

Black and African 
American cisgender 

women 
Transgender women 

People who inject 
and who use drugs 

People experiencing 
homelessness or 

are unstably housed 

People who have 
been incarcerated or 

justice involved 
Youth ages 14 -30 



Agencies Awarded Funding from OHP under Braided Funding 
RFP: A Syndemic  Approach to Sexual Health & Wellness



HIV 
Prevention & 

Outreach 
Services

AIDS Healthcare 
Foundation
• Focused HIV Testing & 

PrEP Navigation

Asian Health 
Services
• Focused HIV Testing & 

PrEP Navigation

Cal-PEP
• Focused HIV Testing & 

PrEP Navigation

Dream Youth Clinic
• RO-OT, Focused HIV 

Testing, & PrEP 
Navigation

East Bay Advanced 
Care
• Focused HIV Testing & 

PrEP Navigation

LifeLong Medical 
Care
• RO-OT & PrEP 

Navigation

Presenter Notes
Presentation Notes
Dream: RO-OT at Dreamcatchers, Tiny House, Covenant House�LifeLong: East Oakland Health Center



Harm 
Reduction 

Services

• Syringe Distribution & Disposal
• Overdose Prevention & Education for Clients
• Naloxone Distribution
• Harm Reduction Services at Fixed and Mobile Sites

• Wound Care, Substance Use Treatment for Substance Use 
Disorder, Medication for Opioid Use Disorder, Food Pantry, 
Hygiene and Laundry Services

• Overdose Prevention Training and Naloxone Distribution for 
Providers

• HIV & HCV Testing

HEPPAC

• Syringe Distribution & Disposal
• Overdose Prevention & Naloxone Education for Clients
• Naloxone Distribution
• Navigation to Substance Use Treatment
• HIV & HCV Testing

BACH



Technical 
Assistance & 

Capacity 
Building

• Facilitate PrEP Navigation Working Group 
Meetings

• Maintain PrEP/PEP Resources & Service 
Directory Listing

• Facilitate HIV Care Continuum Network 
Meetings

• Coordinate regional HIV prevention 
mobile services in AC

• Provide clinical TA and capacity-building 
support to implement HIV prevention 
and testing services with local CBOs

East Bay Getting to Zero (EBGTZ)



OHP 
Supplemental 

Services

• Take Me Home
• Self-testing for HIV, gonorrhea, chlamydia, 

syphilis, and HCV to AC Residents ≥13 years
• PrEP Navigation: TMH participants can 

schedule a one-on-one meeting with OHP 
(Spanish-speaking staff available) to discuss 
PrEP and find an East Bay PrEP Provider

• Doxy PEP Education and Navigation for East 
Bay Providers (pending)

• Provider Trainings: Santa Rita Jail on HIV and 
Syphilis Prevention, Sexual Health Trainings for 
Youth with Behavioral Health & Office of 
Homeless Care Coordination Providers 

• Naloxone Stand Boxes

HIV Prevention & Harm Reduction



Steven Gibson, MSW
steven.gibson@acgov.org
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Overview of  this Report 

This report is based on human immunodeficiency virus (HIV) case surveillance in Alameda County. It 

summarizes data on HIV in 3 chapters as described below.  

2. New Diagnoses: This chapter describes patterns of HIV diagnosis in Alameda County, characterizing 

those who were recently diagnosed according to demographic factors, risk factors and stage of disease.  

3. People Living with HIV: The second chapter of the report describes the characteristics of all people 

known to be living with HIV disease (PLHIV) in Alameda County. This chapter describes the total 

burden of HIV disease in the county and how it varies by demographic factors as well as by geography. 

It also describes changes in mortality rates (deaths) over time among those ever diagnosed with 

Acquired Immune Deficiency Syndrome (AIDS).  

4. The Continuum of HIV Care: This chapter presents the continuum of HIV care in Alameda County. 

Modern medical treatments for HIV can halt the progression of the disease and prevent its spread, but 

not all persons living with HIV receive effective treatment. The continuum of HIV care (also known as 

the “HIV care cascade”) is a framework that presents different indicators of engagement in HIV care 

among people living with HIV, including linkage to care, retention in care, and viral suppression.  

 

HIV 

HIV attacks the immune system, weakening it over time such that people living with HIV become 

increasingly susceptible to opportunistic infections and other medical conditions. The most advanced stage 

of infection, when the immune system is weakest, is called AIDS. HIV treatments are highly effective in 

controlling HIV replication and reducing transmission, but they do not eliminate viral infection. HIV is 

typically transmitted through sex, contaminated needles, or spread from birthing parent to fetus during 

pregnancy.  

 

 

 

 

 

Background 
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Definitions Used in this Report 

Stages of HIV Infection 

For surveillance purposes, HIV disease progression is classified into 4 stages, from acute infection (Stage 0) 

to AIDS (Stage 3). In this report, we use “HIV” to refer to HIV disease at any stage (including Stage 3/

AIDS) and AIDS to refer specifically to Stage 3 HIV disease. We use the acronym “PLHIV” to refer to all 

people living with HIV disease, regardless of stage.  

Case Definition  

All reported HIV cases must meet the Centers for Disease Control and Prevention (CDC) case definition 

based on laboratory or clinical criteria.1 Clinical criteria include a medical provider diagnosis and evidence of 

HIV treatment, unexplained low CD4 count, or opportunistic infection. The full criteria may be found at 

https://www.cdc.gov/hivnexus/hcp/guidelines/?CDC_AAref_Val=https://www.cdc.gov/hiv/clinicians/

guidelines/index.html.   

Transmission Category  

For surveillance purposes, each reported HIV case must be classified according to their risk factors for 

acquiring HIV. Cases with multiple risk factors are assigned a transmission category, the risk factor most 

likely to have resulted in HIV transmission according to a hierarchy developed by the CDC. In this context, 

“heterosexual contact” refers to sexual contact with a partner of the opposite sex with a known risk factor 

for HIV. In some cases, partners’ risk factors are unknown, leaving some heterosexual cases without known 

HIV risk factors. Such cases are assigned to the “unknown” transmission category. The only exception is 

when a case’s sex at birth is female and she reported sex with males, in which case she is presumed to have 

been infected through heterosexual contact in accordance with CDC-accepted guidance set by the Council 

of State and Territorial Epidemiologists.2  

Demographics 

Demographic data in this report are based on investigations of medical records. Although the transgender 

community is highly impacted by HIV, data on current gender identity are not reliably captured in medical 

records. For this reason, analyses are presented for sex assigned at birth as well as known current gender.  

Data from racial/ethnic groups in which there were very small numbers were combined for these analyses 

for the purpose of maintaining privacy. Asians and Pacific Islanders are combined into a single category. 

American Indians, Alaskan Natives, and those identifying with multiple races are combined along with those 

of unknown race into another group (“Other/Unk”). In tables and charts, the category “Asians and Pacific 

Islanders” is abbreviated “API” and “African American” is abbreviated “AfrAmer”. Analyses that are 

broken out by subgroup (e.g., race/ethnicity) are presented along with the overall group total (e.g., all races) 

for comparison.  

Geographic Area 

Residential addresses are geocoded to census tract and city/Census-designated place. Region and 

neighborhood boundaries established by the Alameda County Community Assessment, Planning, and 

Evaluation (CAPE) unit based on census tract aggregates are used. These geographic areas are shown in 

Figures 1.1 and 1.2. 
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Figure 1.1: Regions of Alameda County 

Figure 1.2: Neighborhoods in the City of Oakland 
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Alameda County Public Health Department (ACPHD) monitors the HIV epidemic through mandated 

reports of new diagnoses and laboratory results. Estimating the true incidence rate of new HIV 

transmissions is complex due to the variable time interval between when a person becomes infected and 

when their infection is diagnosed. However, surveillance data reliably describe all new HIV diagnoses and 

diagnosis rates. In 2022, there were an estimated 38,043 new diagnoses of HIV in the US for an overall 

diagnosis rate of 11.3 per 100,000 persons.3 Among people newly diagnosed in 2022, 79% identified as men, 

18% as women, and 3% as transgender. The age group with the highest rates for people 13 years and older 

were among those aged 25 to 34 (30.8 per 100,000). The racial/ethnic groups with the highest rates were 

African Americans and Latinx (41.6 and 23.4 per 100,000), and the U.S. regions with the highest rates of 

new diagnoses were the South and West (18.2 and 11.8 per 100,000). Gay and bisexual men who have sex 

with men, including those who inject drugs, accounted for 67% of all new diagnoses and 82% of newly 

diagnosed males. Heterosexual contact accounted for 83% of newly diagnosed females.3  

 

In California, an estimated 4,882 new diagnoses for an overall statewide rate of 12.2 diagnoses per 100,000 

in 2022.4 In Alameda County, the average annual diagnosis rate calculated over the 3-year period from 2021 

to 2023 was 11.8 diagnoses per 100,000.  

  

America’s HIV Epidemic Analysis Dashboard (AHEAD) displays HIV data and goals for 57 priority areas, 

including Alameda County. AHEAD tracks national and jurisdictional progress for six Ending the HIV 

Epidemic (EHE) indicators that aim to reduce new HIV infections in the US by 75% in five years and by 

90% in 10 years. According to the dashboard, Alameda County’s knowledge of status – the estimated 

percentage of people with HIV who have received an HIV diagnosis – was 90.1% [CI 82.5-99.3] in 2022.4 

 

This chapter describes HIV in Alameda County by examining the characteristics of new diagnoses, new 

diagnosis rates, and the timeliness of diagnoses by demographic characteristics.  

New Diagnoses 
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Figure 2.2: Diagnosis Rates by 3-year Period, Alameda County, 2006-2023 

Characteristics of  New Diagnoses 

Since HIV became reportable by name in California in 2006, between 200 and 300 new cases of HIV 

disease have been reported each year among Alameda County residents with the exception of 2020 (160 

new diagnoses) and the most recent year, 2023 (190 new diagnoses). The substantial drop in number of 

newly diagnosed cases in 2020 may be attributed to the impact of the COVID-19 pandemic. Seeking 

medical testing as well as routine testing outreach activities was limited due to shelter-in-place orders and 

social distancing. It is probable that many new cases of HIV went undiagnosed in 2020. Social restrictions 

may have also reduced the number of high-risk sexual interactions between casual partners, possibly 

resulting in fewer transmissions. Additionally, reduced case reporting capability during the pandemic could 

have contributed to the apparent decline in cases. The data to quantify the role of these factors is not yet 

available through routine surveillance methods or other sources.  

N
E
W

 D
IA

G
N

O
S
E
S
 

Figure 2.1: New Diagnosis by Year, Alameda County, 2007-2023 
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Diagnosis rates are not equivalent to HIV incidence rates. Trends in diagnosis rates may reflect changes in 

HIV incidence over time but may also reflect changes in HIV testing practices, access to care, stigma, and 

other barriers to testing. For example, HIV incidence could decrease while HIV diagnosis rates increase if 

more HIV-unaware persons are tested and diagnosed. Due to the relatively small number of diagnoses 

occurring in Alameda County in any given year, annual diagnosis rates are statistically unstable. 

 

Diagnosis rates were calculated using new case counts over a 3-year period to accrue large enough numbers 

to calculate statistically stable rates. The rate of new diagnoses across Alameda County has been steadily 

decreasing by an average annual change of -2.95%, starting at 18.5 per 100,000 in 2006-2008 to 11.8 per 

100,000 in 2021-2023. 

Figure 2.3: New Diagnosis by Race/Ethnicity, Alameda County, 2021-2023 

When broken down by race/ethnicity, the largest number of new diagnoses were among Latinx residents, 

accounting for 42.4% of new cases. This is a shift from previous years where African American residents 

have historically represented the plurality of new diagnoses. Asian and Pacific Islander residents continue to 

have the fewest new diagnoses despite making up a large portion of Alameda County’s population. The 

category Other/Unknown includes those who identify as American Indian, Other, or Multiracial, and those 

for whom race/ethnicity is unknown.  
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Despite having the second most new diagnoses, African American residents still have the highest rate of 

new diagnoses in Alameda County with 37.5 new diagnoses per 100,000 residents, a rate 5.6 times higher 

than White residents and over 10 times higher than Asian and Pacific Islander residents. 

Figure 2.5: Average Diagnosis Rates by Race/Ethnicity, Alameda County, 2021-2023 
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Figure 2.4: Percent of New Diagnoses by Race/Ethnicity, Alameda County, 2021-2023 
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Figure 2.7: New Diagnoses by Sex at Birth, Alameda County, 2021-2023 

However, the new diagnosis rate among African American residents has been declining since 2006 

with an average annual change of -3.6%, driving the county-wide decline in diagnosis rates. The de-

cline is even more dramatic among African American people designated female at birth with an aver-

age annual change of -5.8%. In contrast, Latinx have experienced an average annual increase of 2.0% 

with Latinos designated male at birth increasing at 2.3%. The rate among Latinas designated female 

at birth has been increasing by an average of 6.5% a year since 2013, however, these counts are still 

relatively low and therefore the rates are not as stable. This trend among Latinx, while noticed over 

the last few years, has only become statistically significant when 2023 data is considered. 

Figure 2.6: Diagnosis Rates by Year and Race/Ethnicity, Alameda County, 2006-2023 
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Figure 2.8: New Diagnosis Rates by Year and Sex at Birth, Alameda County, 2006-2023 

Note: “Sex” here refers to sex assigned at birth. 

Figure 2.9: New Diagnoses by Gender, Alameda County, 2021-2023 
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Data for current gender has historically been inaccurate and continues to be flawed, likely under-

counting the number of transgender individuals being reported, but the data collection has been im-

proving and state and local jurisdictions make greater efforts to accurately represent people’s gender 

identity. In the figure above, transgender individuals were grouped with other non-binary gender 

identities as well as with individuals believed to be transgender, but not confirmed from demograph-

ic information reported in lab records. While imperfect, this provided the best estimate for the non-

binary community. Between 2021-2023, 2.4% of new diagnoses were among transgender individuals, 

a majority of which were transwomen. 
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Figure 2.10: Newly Diagnosed by Age at Diagnosis, Alameda County, 2021-2023 

Figure 2.11: Percent of Newly Diagnosed by Age at Diagnosis, Alameda County, 2021-2023 
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Nearly 2/3 of new diagnoses were among those younger than 40 years, with the largest group between 30-

39 years. The median age of new diagnoses was 34 years and the average age was 36.6. The highest 

diagnosis rate was among those 25-29 years of age with 29.7 per 100,000, more than twice the county-wide 

rate in 2021-2023.  
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Figure 2.12: Average Diagnosis Rate by Age Group at Diagnosis, Alameda County, 2021-2023 
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 Figure 2.13: Diagnosis Rate by Year and Age (highest) at Diagnosis, Alameda County, 2006-2023 

Diagnosis rates over time were split across two graphs to avoid having the scale of the higher rates flat-

ten out the trends among the lower rates. The age groups with the higher rates include ages 20-24, 25-

29, and 30-39 years. Rates among these age groups did not significantly change over time despite the 

overall trend going down. 

Figure 2.14: Diagnosis Rate by Year and Age (lowest) at Diagnosis, Alameda County, 2006-2023 

The age groups with the lowest rates include ages 13-19, 40-49, and 50 and over years. All three have 

seen declining trends in diagnosis rates since 2006 with average annual changes of -5.8%, -5.1%, and -

4.7%, respectively. 
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Figure 2.15: New Diagnoses by Transmission Category, Alameda County, 2021-2023 
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Almost two-thirds (65.1%) of new diagnoses during 2021 to 2023 were among men who have sex with 

men (MSM). When this category is combined with men who have sex with men who also are people 

who inject drugs (PWID), this group is more than 2/3 of all new diagnoses. The category “Heterosexual 

Contact” indicates that the person had heterosexual contact with someone known to be HIV positive 

whereas “Presumed Heterosexual Contact” indicates that a person assigned female at birth or 

transgender woman had a heterosexual male partner with an unknown HIV status and no other likely 

exposure. 

Figure 2.16: Percent of New Diagnoses by Transmission Category, Alameda County, 2021-2023 



 HIV in Alameda County, 2021-2023          14         

 

N
E
W

 D
IA

G
N

O
S
E
S
 

Figure 2.17: New Diagnoses by Transmission Category and Race/Ethnicity Among Males, Alameda County, 2021-2023 

Looking at racial/ethnic differences among men who reported having sex with other men versus men 

who did not, Latino men made up a higher proportion of men who have sex with other men (48.6%) 

than men who did not report sex with other men (35.4%) and African American men made up a smaller 

proportion of men who had sex with other men (23.5%) than men who did not report sex with other 

men (34.3%). When looking at age differences, younger age groups were more represented among men 

who have sex with other men than older age groups. 

Figure 2.18: New Diagnoses by Transmission Category and Age Among Males, Alameda County, 2021-2023 
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Figure 2.19: Geographic Distribution of New HIV Diagnoses by Residence at HIV Diagnosis, Alameda County, 2021-

2023 

New diagnoses of HIV were most concentrated in the Oakland area and central county regions (as de-

fined in Figure 1.1 on page 3). This distribution mirrors the major population centers in the county and 

can help guide the distribution of services for HIV care and prevention. 
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Figure 2.20: Residence at HIV Diagnosis, Oakland, and Surrounding Area, 2021-2023 

The highest concentration of new diagnoses in the Oakland area was in Downtown/Chinatown 

and Elmhurst in East Oakland. The Oakland Hills had the lowest percent of new HIV diagnoses 

in the region. 
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 Timeliness of  Diagnosis 

Diagnosis of HIV early in the course of infection is an important component of effective HIV prevention 

and treatment with highly active antiviral medications as early intervention generally reduces both the risk of 

transmission to others and the impact of HIV infection on a person's health. 

  

Late Diagnosis 

A key indicator of late HIV diagnosis is the time to progression to AIDS (stage 3 HIV infection). A 

diagnosis is deemed late if AIDS is diagnosed at the same time as a person's initial HIV diagnosis or if the 

person progresses to AIDS within one year of the initial HIV diagnosis. The analyses presented in this 

section are for the years 2020 to 2022 in order to provide a full year of data following diagnosis. Apparent 

differences should be interpreted with caution due to the small numbers of diagnoses seen in some 

subgroups, resulting in statistical instability.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The highest percentage of late diagnoses, at 28.7% of new diagnoses, occurred among White residents. The 

lowest percent of diagnoses that were considered late diagnoses was among Asian/Pacific Islander 

residents, at 16.4%. Late diagnosis percent was higher among people designated as male at birth, however, 

the difference between males and females is not statistically significant.  

Figure 2.21: Late Diagnosis by Race/Ethnicity, Alameda County, 2020-2022 
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 Figure 2.22: Late Diagnosis by Birth Sex, Alameda County, 2020-2022 

Figure 2.23: Late Diagnosis by Age, Alameda County, 2020-2022 

Almost 41% of new diagnoses among people aged 50 years and older were late diagnoses, the 

highest within any age group. This makes intuitive sense given that more time could have 

passed since the transmission event occurred if a person is older. The youngest age group, 13 

to 19 years of age has an elevated late diagnosis percent, but this is an unstable estimate given 

the smaller number of cases in the cohort.  
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Figure 2.24: Late Diagnosis by Year, Alameda County, 2006-2023 

The percentage of late diagnosis has declined since 2006 when it was over 40% to now 23.7%. 

After a relatively steep decline percentages have plateaued around 20% for the past several 

years. 
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In the United States, there were an estimated 1,108,292 persons aged 13 years or older living with diagnosed 

HIV at the end of 2022 for an overall rate of 387.9 per 100,000. People who identified as men made up 76% 

of all people living with HIV (PLHIV). The highest prevalence rates were among those aged 55 to 59 (753.4 

per 100,000), African Americans and Latinx (1,036.6 and 423 per 100,000 respectively), and in the Northeast 

and South (414.3 and 393.5 per 100,000 respectively).3 At year-end 2022, California had an estimated 

142,700 people living with HIV for a statewide prevalence of 355.6 per 100,000 population. HIV prevalence 

among cisgender women in California is 83.9 per 100,000 compared to 173.5 per 100,000 among cisgender 

women nationally.5 At year-end 2023 in Alameda County, the prevalence of HIV was 368.1 per 100,000 

residents. 

  

This chapter examines the prevalence, or the proportion of people in Alameda County living with HIV 

infection, reflecting the overall impact of HIV in the population. Data presented do not include people 

living with HIV with undiagnosed infection but include all those with diagnosed HIV (including newly 

diagnosed), regardless of the stage of HIV infection. First, characteristics of people living with HIV in the 

county are presented. Then, the prevalence of HIV disease in different subpopulations is described. Finally, 

the mortality (deaths) among people living with HIV ever diagnosed with AIDS is described.  

People Living with HIV 
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Characteristics of  People Living with 

HIV 

At the end of 2023, there were an estimated 6,331 people 

living with HIV in Alameda County. 

As with the distribution by sex among new diagnoses of 

HIV, people living with HIV in Alameda County at year-

end 2023 were predominantly male (83.4%). This 

distribution has remained relatively constant since 2010. 

Figure 3.1: PLHIV by Sex Assigned at 

Birth, Alameda County, Year-End 2023 

Note: “Sex” refers to sex assigned at birth. 

Figure 3.2: Prevalence Rate by Year and Sex Assigned 

at Birth, Alameda County, 2010-2023 

Figure 3.3: Prevalence Rate by Sex Assigned at Birth, 

Alameda County, Year-End 2023 

The prevalence rate among people assigned male at birth is over five times as high as those assigned female at birth. 

While the rate among men has increased since 2010, the rate among women has remained roughly the same. 
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Figure 3.4: PLHIV by Gender, Alameda County, Year-End 2023 

Figure 3.5: Percent of PLHIV by Gender, Alameda County, Year-End 2023 

Data regarding gender identity has been difficult to reliably collect and analyze. It is likely the number of people living 

with HIV identifying as transgender is undercounted, however, greater effort has been made in recent years to im-

prove reporting of current gender. Even with the correct count, a prevalence rate cannot be calculated due to a lack of 

denominators. With those caveats in mind, an estimated 2.2% of people living with HIV were identified as 

transgender or another non-binary gender identity. 
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Figure 3.6: PLHIV by Race/Ethnicity, Alameda County, Year-End 2023 

People living with HIV in Alameda County were predominantly African American (36.8%), White 

(26.3%), or Latino (24.7%). API comprised a smaller proportion of people living with HIV (7.4%) 

despite making up a third of Alameda County’s population.  

Figure 3.7: Percent of PLHIV by Race/Ethnicity, Alameda County, Year-End 2023 
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Figure 3.8: Prevalence Rates by Race/Ethnicity, Alameda County, Year-End 2023 
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Figure 3.9: Prevalence Rates by Race/Ethnicity and Year, Alameda County, 2010-2023 

African Americans had a 3.75 times higher burden of HIV prevalence compared to the next most impacted 

racial group, Latinx. Prevalence was lowest among API. It is worth noting that while the prevalence rate 

continues to increase among African Americans, the diagnosis rate continues to fall. This is related to life 

expectancy for those living with HIV improving over time due to effective medication. 
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Figure 3.10: Number of PLHIV by Age, Alameda 

County, Year-End 2023 
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Figure 3.12: Percent PLHIV by Age, Alameda County, Year-End 2023 

Over half of people living with HIV are 50 years and older in Alameda County. Fewer than a quarter 

were in their 30s or younger. The median age was 53 and the mean was 50.5 in 2023. 

Figure 3.11: Prevalence Rate by Age, Alameda 

County, Year-End 2023 
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Figure 3.14: Prevalence Rates by Age and Year, Alameda 

County, 2010-2023 (older cohort) 

Prevalence rates have been increasing among those 60 years and over and 30-39 years of  age. The 

prevalence rates in those aged 40-49 years have decreased from around 800 per 100,000 in 2010 to 513.9 

per 100,000 in 2023. Of  course, individuals will move into older age groups as time passes, contributing to 

higher prevalence rates among older age groups. HIV prevalence was higher in each successive age group 

through ages 50-59, ranging from 15.0 per 100,000 youth aged 13 to 19 to a high of 841.3 per 100,000 

people aged 50 to 59 years. The number of children aged 0 to 12 living with HIV was too low to estimate 

a statistically reliable prevalence rate. The increasing prevalence of HIV with age is consistent with the 

greatly improved survival of people living with HIV in the post-antiretroviral therapy (ART) era. 

 

Disparities in prevalence rates by race/ethnicity were more pronounced among females than males. While 

prevalence in 2023 was almost four times higher among African American males (2355.3 per 100,000) 

compared to White males (600.0 per 100,000), it was 10 times higher among African American females 

(714.3 per 100,000) compared to White females (70.0 per 100,000). Additionally, although HIV prevalence 

was only 11.3% higher among Latino males (667.8 per 100,000) than White males, prevalence was 34.9% 

higher among Latina females (94.4 per 100,000) than White females. 

Figure 3.13: Prevalence Rates by Age and Year, Alameda 

County, 2010-2023 (younger cohort) 
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 The city of Emeryville had the highest HIV prevalence within Alameda County (1240.5 per 100,000), 

followed by Oakland (760.9 per 100,000), San Leandro (381.5 per 100,000), and Berkeley (375.8 per 

100,000). Among the Oakland neighborhoods, West Oakland, Downtown, and Chinatown had the highest 

HIV prevalence, up to 2870.7 per 100,000, which translates to almost 3% of all residents in a census tract. 

Figure 3.15: Prevalence of HIV by Census Tract of Residence, Alameda County, Year-End 2023 
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Figure 3.16: Prevalence of HIV by Census Tract of Residence, Oakland and Surrounding Area, Year-End 2023 
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Deaths Among Alameda County Residents Ever 
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AIDS has been a reportable disease since the early 1980s, allowing examination of long-term trends in 

death rates among the subset of people living with HIV ever diagnosed with AIDS. In 1985, there were 

38.7 deaths (from any cause, whether HIV-related or not) per 100 Alameda County residents ever 

diagnosed with AIDS. This rate dropped to 7.5 deaths per 100 by 1997 and has declined slowly but steadily 

since then. In 2023, there were 58 deaths among the 3,705 residents living with AIDS for a rate of 1.5 

deaths per 100 residents living with AIDS. 

Figure 3.17: Death Rates by Year among Alameda County Residents Diagnosed 

with AIDS, Alameda County, 1983-2023 

Note: Death rates calculated among persons ever diagnosed with AIDS while a resident of Alameda 
County, regardless of county of residence at death. Deaths in PLHIV without AIDS are not reported 
here. 
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Figure 3.18: Deaths by Year among Alameda County Residents Diagnosed with 

AIDS, Alameda County, 1983-2023 

Figure 3.19: Death Rate among PLHIV by Year, Alameda County, 2006-2023 
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Figure 3.20: MPOX Cases by Coinfection with HIV, Alameda County, Year-end 2023 

Figure 3.21: MPOX Cases with HIV Coinfection by Gender, Alameda County, Year-end 2023 

In Alameda County, of the 254 diagnosed cases of MPOX by year-end 2023, almost 40% (97) were 

among people living with HIV. Of those coinfected, all were assigned male at birth and 99% were 

cisgender men. 

HIV-MPOX Coinfection 

MPOX, formerly known as Monkey Pox, is a communicable disease that can be spread through sexual con-

tact. Since 2022, it has been circulating within the United States. It can be prevented with two doses of a 

vaccine and presents an acute danger to those who are immunocompromised such as people living with 

HIV. For that reason, coinfection of MPOX and HIV is of public health importance and vaccination of the 

community of people living with HIV is a priority for public health departments in areas where MPOX is 

prevalent.  
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Figure 3.22: MPOX Cases with HIV Coinfection by Race/Ethnicity, Alameda County, Year-end 2023 

Figure 3.23: MPOX Cases with HIV Coinfection by Age, Alameda County, Year-end 2023 

Latinx residents made up a disproportionate number of coinfected cases relative to their proportion of 

people living with HIV. Latinx residents were 42.3% of coinfected cases compared to 24.7% of people 

living with HIV in 2023 whereas African Americans were 25.8% of coinfected cases and 36.8% of people 

living with HIV. Over 68.1% of coinfected cases were between 30 and 49 years of age.  
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Figure 3.24: MPOX Cases with HIV Coinfection by Transmission, Alameda County, Year-end 2023 

Among those with an MPOX and HIV coinfection, 95.9% were categorized as men who have sex with 

other men or men who have sex with other men and who inject drugs at the time of their HIV diagnosis.  
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Continuum of Care 

Anti-retroviral therapy (ART), when taken regularly, can suppress HIV, preventing disease progression as 

well as preventing the transmission of HIV entirely. Thus, ART benefits people living with HIV as well as 

the larger community. To maximize these benefits, it is crucial that people living with HIV be diagnosed, 

linked to and retained in regular HIV care. The prescription of antiretroviral treatment, adherence to 

treatment and viral suppression is critical for prevention of HIV transmission. Together, these steps 

comprise the continuum of HIV care or HIV care cascade: Linkage to care, retention in care, and viral 

suppression.  

The CDC’s Ending the HIV Epidemic (EHE) initiative aims to achieve 95% of people diagnosed with HIV 

are linked to care and 95% of those linked to care are virally suppressed by  2025.4 Alameda County 

previously reported linkage within 90 days; however, data on 30-day linkage is presented in this year’s report 

to reflect timely linkage. This report defines linkage as a viral load or CD4 test conducted on or after the 

date of diagnosis. Viral load and CD4 lab tests collected at the same time as diagnosis may not indicate 

connection to a medical home for care and treatment, however, some organizations have rapid linkage 

programs that connect patients to care on the same day as diagnosis. In this report, linkage percentages for 

both definitions are reported, defined by if viral loads and CD4 tests on the date of diagnosis were included 

or excluded.  

Evaluation of care for people living with HIV is shown through two measures: engagement in care—

defined as at least one provider visit in a year, and retention—defined as two or more visits at least 90 days 

apart. 

In the United States, the CDC estimated that 81.6% of persons aged 13 year and over diagnosed from 

January 2022 through September 2023 were linked to care within one month. Additionally, the CDC 

estimated that among all people living with HIV aged 13 years and older diagnosed by 2021 and alive at year

-end 2022, 75.6% received any HIV care, 53.8% were retained in continuous care, and 65.1% were virally 

suppressed.4 

In California, 82.1% of those diagnosed in 2022 were estimated to have linked to care within one month.4 

Among those living with diagnosed HIV in California, 73.7% were estimated to have received any HIV care 

in 2022 and 64.7% were estimated to have been virally suppressed at the last test.5 

This chapter examines the continuum of HIV care in Alameda County and select metrics for the Data to 

Care program. Care outcomes are described by demographics such as race/ethnicity, age, sex at birth, and 

gender.  
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Figure 4.1: The Continuum of HIV Care among Newly Diagnosed 2021-2023 and People Living 

with HIV in 2022, Alameda County 

Notes: 1) Of 602 total new diagnoses, 4 died within 30 days and were excluded from analysis.  

2) Of 6,192 PLHIV at year-end 2021, 101 were known to have died and an additional 425 to have moved out 

of Alameda County in 2022 and were excluded from analysis. 

The Overall Continuum of  Care 
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In Alameda County, 67.4% of new diagnoses between 2021 and 2023 were linked to care within 30 days if 

HIV-related labs done on the date of diagnosis were excluded; 88.6% were linked to care if labs done on the 

date of diagnosis were included. Approximately 46.6% of people living with HIV who resided in Alameda 

County for the entirety of 2022 had two or more visits 90 or more days apart and were considered retained in 

care. Viral suppression was estimated to be 68.6% that same year. 

Linkage to Care 

The following figures are the 30-day linkage to care estimates for Alameda County. Both estimates of linkage 

to care are presented—one that includes labs done on the date of diagnosis and another that excludes them—

providing a range of what might be considered linked to care.  

Overall, 88.6% of those diagnosed with HIV in Alameda County from 2021 to 2023 were linked to HIV care 

within 30 days of their diagnosis. Excluding labs ordered on the date of diagnosis, 67.4% of newly diagnosed 

cases were linked. Differences by sex were not statistically significant.  

Excluding labs conducted on the same day as diagnosis, linkage was lowest among Latinx residents (60.2%) 

and highest among White residents (75.0%). However, when including labs on the day of diagnosis, Latinx 

had 90.2% linkage compared to Whites with 85.9%.  

Among newly 

diagnosed 2021-

2023 

Among PLHIV Year-end 2022 
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Figure 4.2: Linkage to Care by Inclusion of Date of Diagnosis Lab, Alameda County, 2021-2023 

Figure 4.3: Linkage to Care in 30 Days by Race/Ethnicity, Alameda County, 2021-2023 
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Figure 4.4: Linkage to Care in 30 Days by Age, Alameda County, 2021-2023 

Note: "Sex" refers to sex assigned at birth. 

Linkage was lowest among ages 25 to 29 years and highest among ages 13 to 19 years and greater than 49 

years at 87.5% and 72.2%, respectively, although the youngest age group only contained 16 individuals. 

Linkage was higher among people designated male at birth than female. By gender, linkage was lowest 

among cis women at 66.3%.  

Figure 4.5: Linkage to Care in 30 Days by Sex at Birth,  

Alameda County, 2021-2023 

Figure 4.6: Linkage to Care in 30 Days by Gender, Alameda 

County, 2021-2023 
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Figure 4.7: Linkage to Care in 30 Days by Transmission Category, Alameda County, 2021-2023 

Gay, bisexual and other men who have sex with men and persons who have an unknown transmission risk 

had the lowest linkage of 66.1% and 64.2%. The highest percentages were among people who inject drugs 

and men who have sex with other men and who inject drugs with 80.0% linkage, though both groups had 

relatively few individuals.  

 

 

Retention in Care 

In 2022, 75% of people living with HIV were engaged in care, which is defined as one or more visits to an 

HIV care provider as indicated by a new lab result. This differs from retention which requires two or more 

HIV lab results at least 90 days apart in a calendar year. One limitation of these definitions is that some per-

sons may have had a provider visit without any laboratories drawn. People living with HIV that died or 

moved in 2022 were excluded from all analyses of retention in care.  

In 2022, 46.6% of people living with HIV were retained in care, i.e., had two or more labs 90 or more days 

apart.  

Percentages of retention in HIV care were highest among Asian/Pacific Islander (50.1%) and Latinx (47.5%) 

people living with HIV in 2022. The lowest percentage was 45.4% of African American people living with 

HIV retained in care.  

People living with HIV aged 30 to 49 years at the end of 2022 had the lowest percentages of retention in 

care; younger and successively older age groups had higher percentages of retention. Retention was highest 

among those aged 13 to 19 years and 60 years and over; however, the number of people living with HIV 

aged 13 to 19 years was small. People living with HIV designated male at birth had higher percentages of 

retention than those designated female at birth. When stratifying by gender, transgender people living with 

HIV had the highest retention percentages. 
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Figure 4.8: Engagement and Retention in Care by Race/Ethnicity, Alameda County, 2022 

Figure 4.9: Engagement and Retention in Care by Age, Alameda County, 2022 
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Figure 4.10: Engagement and Retention in Care by Birth Sex, Alameda County, 2022 

Figure 4.11: Engagement and Retention in Care by Gender, Alameda County, 2022 

Note: "Sex" refers to sex assigned at birth. 
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Figure 4.12: Retention in Care by City/Place, Alameda County, 2022 

The highest retention percentages were recorded in the county's northern region including Oakland, 

Berkeley, Alameda, and Emeryville. It is worth noting that the number of people living with HIV in the 

south county is much lower and therefore proportions are prone to larger shifts based on just a few 

individuals. Within Oakland, the lowest retention percentages were in North Oakland, the Northwest Hills, 

and the San Antonio neighborhoods.  
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Figure 4.13: Retention in Care by Region, Alameda County, 2022 

Figure 4.14: Retention in Care by Oakland Neighborhood, Alameda County, 2022 
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Figure 4.15: Engagement and Retention by Nativity Status among PLHIV, Alameda County, 2022 

Figure 4.16: Engagement and Retention by Region of Origin among PLHIV, Alameda County, 2022 

Retention percentages were nearly equivalent between US-born and non-US-born people living with HIV. 

Engagement was lower among non-US-born people living with HIV. Those born in Europe had the lowest 

engagement and retention whereas those born in Asia had the highest. 



 HIV in Alameda County, 2021-2023          44         

 

C
O

N
T
IN

U
U

M
 O

F C
A
R
E
 

Virologic Suppression 

The final measure along the care continuum is virologic suppression, defined as a viral load under 200 cop-

ies/mL. For the purposes of these analyses, an undetectable viral load is defined as 75 copies/mL or less. A 

person whose viral load is undetectable is also virally suppressed, but not everyone who is virally suppressed 

has an undetectable viral load. People living with HIV that died or moved in 2022 were excluded. Disparities 

in virologic suppression among people living with HIV in care can suggest possible differences in ART use or 

access to care. 

Approximately 68.6% of people living with HIV were virally suppressed at their most recent test in 2022, 

with the majority being undetectable.  

In 2022, 71.2% of White people living with HIV were virally suppressed. Viral suppression was 66.0% among 

African Americans. Percentages of viral suppression by age mirrored the patterns of retention in care, ranging 

from 61.2% among those ages 30 to 39 to 73.3% among those ages 60 and over. Viral suppression was high-

est among people assigned male at birth as well as cis men. 

Figure 4.17: Viral Suppression by Race/Ethnicity, Alameda 

County, 2022  

Figure 4.18: Viral Loads by Race/Ethnicity, Alameda County, 

2022  

The “Suppressed” bar indicates a person who’s most recent VL lab in 2022 

was between 75 and 200 copies/mL. 
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Figure 4.21: Viral Suppression by Birth Sex, Alameda County, 

2022  
Figure 4.22: Viral Suppression by Gender, Alameda County, 2022  

Figure 4.19: Viral Suppression by Age, Alameda County, 2022  Figure 4.20: Viral Loads by Age, Alameda County, 2022  

The “Suppressed” bar indicates a person who’s most recent VL lab in 2022 

was between 75 and 200 copies/mL. 
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Figure 4.23: Percentage of PLHIV with Viral Suppression by City/Place, Alameda County, 2022 

Within a city/place, the percent of persons living with HIV who had viral suppression were highest in 

Fairview, San Lorenzo, Albany, Emeryville and Alameda and lowest in Dublin and South County. Dublin 

houses Santa Rita Jail and is impacted by the unique traits of the incarcerated population there. In Oakland 

the lowest percentages of persons with viral suppression were in West Oakland and Elmhurst. 
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Figure 4.24: Percentage of PLHIV with Viral Suppression by Region, Alameda County, 2022 

Figure 4.25: Percentage of PLHIV with Viral Suppression by Oakland Neighborhood, Alameda County, 2022 
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A Sankey diagram is useful for showing how people living with HIV progressed through the care continuum 

and reached viral suppression. The width of each bar is proportional to the number of people living with 

HIV represented by the identified outcome. Starting with all people living with HIV at year-end 2021, most 

were still living in Alameda County at the end of 2022. A majority of people living with HIV in Alameda 

County for all of 2022 were either engaged or retained in care during in 2022 (green) while some were 

considered out of care (orange). The diagram shows the number of people living with HIV that were either 

engaged or retained in care that were virally suppressed in 2022 (blue). Most people living with HIV 

identified as virally unsuppressed were considered out of care, i.e., did not have a viral load or CD4 test in 

2022. Only 14.3% of people living with HIV engaged in care and 5.1% of those retained in care were 

unsuppressed. 

Figure 4.26: Progression Through the Continuum of HIV Care Among PLHIV, Alameda County, 2022 
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Data Sources 

All counts and proportions in this report were calculated using data from the Enhanced HIV/AIDS 

Reporting System (eHARS). Numerators of rates were also obtained from eHARS; denominators  were 

derived using data from the United States Census6 (2020) and Esri (2012 and later). Mid-year population 

estimates for intercensal years prior to 2012 as well as all year-end estimates were obtained through linear 

interpolation. People living with HIV at the end of 2023 were identified from eHARS.  

MPOX case data were extracted from the California Reportable Disease Information Exchange 

(CalREDIE) data distribution portal. 

 

Statistical Analysis 

Significance Testing and Statistical Modeling 

The statistical significance of associations between categorical variables was tested by Pearson's chi square 

test or Fisher's exact test, as appropriate. Trend analyses were performed using Join Point7 to model crude 

rates as a log-linear function of year separately for each stratum of the categorical variable(s); errors were 

assumed to have Poisson variance and to be independent. Grid search and the modified Bayesian 

Information Criterion were used to select the best fitting model from among those with zero to four join 

points at least 2 years apart between 2007 and 2022 (the second and second-to-last years examined). 

 

Data Suppression Rules  

Rates 

Rates for subpopulations with fewer than 12 cases are considered to be statistically unreliable and 

were not presented. In these instances, the relative standard error of the rate exceeds 30%. 

Death Ascertainment  

Alameda County HIV surveillance officials are notified by the local Office of Vital Registration 

whenever HIV is documented on a death certificate filed in Alameda County. Additionally, the 

California Office of AIDS periodically matches state HIV registry data to national death databases 

such as the National Death Index and the Social Security Administration’s Death Master File. People 

living with HIV who died outside of Alameda County and were ever associated with Alameda 

Appendix A 
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County or whose HIV was not documented on their death certificate are thus generally captured 

through this process with some delay. 
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The representativeness and accuracy of HIV surveillance data depend on the reliable, complete, and timely 

reporting of data by health care providers and laboratories in accordance with California law.  

Health Care Providers 

Title 17, Section 2643.5, “HIV Reporting by Health Care Providers,” requires health care providers to 

report cases of HIV disease (at any stage) to the local health department in the jurisdiction of their practice: 

a) Each health care provider that orders a laboratory test used to identify HIV, a component of HIV, or 

antibodies to or antigens of HIV shall submit to the laboratory performing the test a pre-printed 

laboratory requisition form which includes all documentation as specified in 42 CFR 493.1105 (57 FR 

7162, Feb. 28, 1992, as amended at 58 FR 5229, Jan. 19, 1993) and adopted in Business and Professions 

Code, Section 1220.  

b) The person authorized to order the laboratory test shall include the following when submitting 

information to the laboratory:   

1. Complete name of patient; and  

2. Patient date of birth (2-digit month, 2-digit day, 4-digit year); and  

3. Patient gender (male, female, transgender male-to-female, or transgender female-to-male); and 

4. Date biological specimen was collected; and 

5. Name, address, telephone number of the health care provider and the facility where services 

were rendered, if different. 

c) Each health care provider shall, within seven calendar days of receipt from a laboratory of a patient's 

confirmed HIV test or determination by the health care provider of a patient's confirmed HIV test, 

report the confirmed HIV test to the local Health Officer for the jurisdiction where the health care 

provider facility is located. The report shall consist of a completed copy of the HIV/AIDS Case Report 

form.  

1. All reports containing personal information, including HIV/AIDS Case Reports, shall be sent 

to the local Health Officer or his or her designee by:  

A. courier service, US Postal Service Express or Registered mail, or other traceable mail; 

or  

B. person-to-person transfer with the local Health Officer or his or her designee. 

2. The health care provider shall not submit reports containing personal information to the local 

Health Officer or his or her designee by electronic facsimile transmission or by electronic mail 

or by non-traceable mail.  

d) HIV reporting by name to the local Health Officer, via submission of the HIV/AIDS Case Report, 

shall not supplant the reporting requirements in Article 1 of this Subchapter when a patient's medical 

Reporting Requirements 
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condition progresses from HIV infection to an Acquired Immunodeficiency Syndrome (AIDS) 

diagnosis. 

e) A health care provider who receives notification from an out-of-state laboratory of a confirmed HIV 

test for a California patient shall report the findings to the local Health Officer for the jurisdiction 

where the health care provider facility is located. 

f) When a health care provider orders multiple HIV-related viral load tests for a patient or receives 

multiple laboratory reports of a confirmed HIV test, the health care provider shall be required to submit 

only one HIV/AIDS Case Report, per patient, to the local Health Officer.  

g) Nothing in this Subchapter shall prohibit the local health department from assisting health care 

providers to report HIV cases.  

h) Information reported pursuant to this Article is acquired in confidence and shall not be disclosed by the 

health care provider except as authorized by this Article, other state or federal law, or with the written 

consent of the individual to whom the information pertains or the legal representative of that individual.  

 

Note: Authority cited: Sections 120125, 120130, 120140, 121022, 131080 and 131200, Health and Safety 

Code. Reference: Sections 1202.5, 1206, 1206.5, 1220, 1241, 1265 and 1281, Business and Professions Code; 

and Sections 1603.1, 101160, 120175, 120250, 120775, 120885-120895, 120917, 120975, 120980, 121015, 

121022, 121025, 121035, 121085, 131051, 131052, 131056 and 131080, Health and Safety Code. 

Laboratories 

Title 17, Section 2643.10, “HIV Reporting by Laboratories,” requires laboratories to report all HIV-related 

laboratory tests to the local health department in the jurisdiction of the ordering provider: 

a) The laboratory director or authorized designee shall, within seven calendar days of determining a 

confirmed HIV test, report the confirmed HIV test to the Health Officer for the local health 

jurisdiction where the health care provider facility is located. The report shall include the  

1. Complete name of patient; and  

2. Patient date of birth (2-digit month, 2-digit day, 4-digit year); and  

3. Patient gender (male, female, transgender male-to-female, or transgender female-to-male); and  

4. Name, address, and telephone number of the health care provider and the facility that 

submitted the biological specimen to the laboratory, if different; and  

5. Name, address, and telephone number of the laboratory; and  

6. Laboratory report number as assigned by the laboratory; and  

7. Laboratory results of the test performed; and  

8. Date the biological specimen was tested in the laboratory; and  

9. Laboratory Clinical Laboratory Improvement Amendments (CLIA) number.  

b)  

1. All reports containing personal information, including laboratory reports, shall be sent to the 

local Health Officer or his or her designee by:  

A. courier service, US Postal Service Express or Registered mail, or other traceable mail; 

or  
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B. person-to-person transfer with the local Health Officer or his or her designee.  

2. The laboratory shall not submit reports containing personal information to the local Health 

Officer or his or her designee by electronic facsimile transmission or by electronic mail or by 

non-traceable mail.  

c) A laboratory that receives incomplete patient data from a health care provider for a biological specimen 

with a confirmed HIV test, shall contact the submitting health care provider to obtain the information 

required pursuant to Section 2643.5(b)(1)-(5), prior to reporting the confirmed HIV test to the local 

Health Officer.  

d) If a laboratory transfers a biological specimen to another laboratory for testing, the laboratory that first 

receives the biological specimen from the health care provider shall report confirmed HIV tests to the 

local Health Officer. 

e) Laboratories shall not submit reports to the local health department for confirmed HIV tests for 

patients of an Alternative Testing Site or other anonymous HIV testing program, a blood bank, a 

plasma center, or for participants of a blinded and/or unlinked seroprevalence study. 

f) When a California laboratory receives a biological specimen for testing from an out-of-state laboratory 

or health care provider, the California director of the laboratory shall ensure that a confirmed HIV test 

is reported to the state health department in the state where the biological specimen originated.  

g) When a California laboratory receives a report from an out of state laboratory that indicates evidence of 

a confirmed HIV test for a California patient, the California laboratory shall notify the local Health 

Officer and health care provider in the same manner as if the findings had been made by the California 

laboratory.  

h) Information reported pursuant to this Article is acquired in confidence and shall not be disclosed by the 

laboratory except as authorized by this Article, other state or federal law, or with the written consent of 

the individual to whom the information pertains or the legal representative of the individual.  

 

Note: Authority cited: Section 1224, Business and Professions Code; and Sections 120125, 120130, 120140, 

121022, 131080 and 131200, Health and Safety Code. Reference: Sections 1206, 1206.5, 1209, 1220, 1241, 

1265, 1281 and 1288, Business and Professions Code; and Sections 101150, 120175, 120775, 120885-

120895, 120975, 120980, 121022, 121025, 121035, 131051, 131052, 131056 and 131080, Health and Safety 

Code. 
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California Code of Regulations (CCR) Title 17, Section 2643.5 requires all health care providers (HCP) to 

report all cases of HIV disease they encounter in their clinical practice to the county/local health jurisdiction 

in which the encounter occurs. Additionally, CCR Title 17, Section 2643.10 requires all commercial 

laboratories to report all confirmed HIV tests they conduct to the local health jurisdiction of the HCP who 

ordered the test, providing an additional means by which local health departments may learn of a case of 

HIV disease.  

In November 2015, California adopted the Electronic Laboratory Reporting (ELR) system for laboratories 

performing HIV testing. HIV test results delivered through ELR meet the statutory and regulatory reporting 

requirements for HIV test results. HIV-related laboratory results are submitted to the California 

Department of Public Health (CDPH) and routed to Alameda County for investigation. Establishment of 

ELR resulted in major changes in the local processing and management of laboratory results for HIV 

surveillance. Reported labs are checked against a local database to identify cases not previously reported. 

Potential new cases are investigated by trained field staff, who visit the office of the HCP that ordered the 

laboratory test(s) or submitted the lab report and complete a case report using information abstracted from 

the patient’s medical record and obtained from the HCP. For adult cases, standardized case report forms are 

completed and submitted in CalREDIE—the secure CDPH system for electronic disease reporting and 

surveillance. Hard copies of the Adult Case Report Form have largely been replaced by entry into 

CalREDIE, but are sometimes used by HCPs to notify the local health jurisdiction. A copy of the Adult 

Case Report form can be found here: https://acphd-web-media.s3-us-west-2.amazonaws.com/media/

communicable-disease/reporting-control/docs/adult-hivaids-casereportform.pdf.8 Hard copies of death 

certificates and pediatric HIV cases documented on a paper case report form found here: http://

publichealth.lacounty.gov/dhsp/ReportCase/HIVAIDSCaseForm_CDC_Pediatric_Jan2019.pdf 9, are 

mailed to the CDPH Office of AIDS. All case reports submitted to CDPH are routinely de-identified and 

transmitted to CDC. When cases reported by different states appear to be the same person, CDC notifies 

the appropriate states to contact each other directly and determine whether the cases are duplicates.  

Security and Confidentiality of  Data 

In accordance with the county’s data use and disclosure agreement with CDPH, all data collected while 

conducting HIV surveillance are used solely for public health purposes. Additionally, administrative, 

technical, and physical safeguards are in place to ensure the security and confidentiality of these data. All 

paper records are stored in locked file cabinets in an office with restricted access.  

 

Surveillance in Alameda County 
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Limitations of  Surveillance Data and of  County Analysis 

A major strength of HIV surveillance data is that it captures and reflects the entire population of HIV 

diagnosed individuals. HIV surveillance data are not without their limitations however, which restrict the 

analyses that can be done. These limitations include:  

• Data quality: Public health investigators extract required information from medical records for HIV 

reporting. Some information, such as risk factors or identification as transgender may not have been 

available in the medical record, elicited from the patient by the HCP, or adequately described.  

• Data quantity: In small subpopulations, the number of new diagnoses or people living with HIV was 

not large enough to allow certain analyses. Statistical analyses based on small numbers may result in 

unstable estimates which can be misleading.  

• Timeliness of reporting: Surveillance data are the product of a long process triggered by a visit to a 

HCP by an HIV-infected individual and culminating in the entry of case data into the statewide HIV 

surveillance database at the California Department of Public Health. Intermediate steps include, but are 

not limited to, laboratory testing, submission of case reports and lab results to the local health 

department, and investigation of each report. Data preparation, analysis and interpretation take 

additional time.  

• History of reporting laws: The laws mandating the reporting of HIV-related laboratory test results and 

of cases of HIV disease at its different stages have changed over time, and this impacts our ability to 

characterize the epidemic at different points in the past. Although AIDS has been reportable since 1983, 

HIV disease at its earlier stages was not reportable until mid-2002 and even then only by a non-name 

code. More reliable, name-based data on HIV non-AIDS cases became mandated in 2006, and HIV-

related labs became reportable in California in 2009. Consequently, most of analyses are limited to 2006 

and later, and analyses relying on laboratory reporting are limited to 2010 and later.  

• Diagnosis date assigned to non-US-born cases: A small number of non-US-born people living with 

HIV may have been initially diagnosed with HIV in another country before arriving in the US, but due 

to the absence of verified information on date of initial diagnosis, their diagnosis date in the surveillance 

data reflects the earliest date of HIV diagnosis in the US. As a consequence, new diagnoses and late 

diagnoses may be overestimated in our data, especially among certain racial/ethnic groups. 
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Prevention with Positives 
• Navigated to a clinician within 72 hours 
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adherence services 

• Substance use and wellness services 
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• Referred to CARDIA services  
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East Bay Advanced 
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Sutter Bay Hospitals

March 26, 2025



East Bay Advanced Care (EBAC)
• Total of test via Focused Testing (as of 3/17/25): 242 tests; 183 tests within priority (76%)
• Linked to PrEP Care (as of 3/17/25): 27 clients asked to linked to care, 100% of them were 

linked within 24 hours; 23 within priority (85%)

• Implemented Strategies:
• Targeted Campaigns for At-Risk Populations

• Added new testing locations: BACS, EOC
• Increased testing frequency at 

Steamworks*
• LGBTQ+ outreach programs in 

schools/universities.  

• Strengthen Digital Outreach
• Social Media presence

• Scaling up PrEP Access
• Leveraging EBGTZ to get PrEP referrals
• CALPEP – partnership started November 

2024; linked 8 clients



• Implemented Strategies (continuation):
• Integrate Linkage into Prevention Strategy

• Linkage is embedded into existing HIV 
prevention programs like Community 
outreach and HIV Testing Services.

• Address Barriers to Linkage: Insurance, 
Transportation, Stigma

• Enhancing our Clinical Workforce
• Added two NPs 
• Social Workers 
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Overview of  this Report 

This report is based on human immunodeficiency virus (HIV) case surveillance in Alameda County. It 

summarizes data on HIV in 3 chapters as described below.  

2. New Diagnoses: This chapter describes patterns of HIV diagnosis in Alameda County, characterizing 

those who were recently diagnosed according to demographic factors, risk factors and stage of disease.  

3. People Living with HIV: The second chapter of the report describes the characteristics of all people 

known to be living with HIV disease (PLHIV) in Alameda County. This chapter describes the total 

burden of HIV disease in the county and how it varies by demographic factors as well as by geography. 

It also describes changes in mortality rates (deaths) over time among those ever diagnosed with 

Acquired Immune Deficiency Syndrome (AIDS).  

4. The Continuum of HIV Care: This chapter presents the continuum of HIV care in Alameda County. 

Modern medical treatments for HIV can halt the progression of the disease and prevent its spread, but 

not all persons living with HIV receive effective treatment. The continuum of HIV care (also known as 

the “HIV care cascade”) is a framework that presents different indicators of engagement in HIV care 

among people living with HIV, including linkage to care, retention in care, and viral suppression.  

 

HIV 

HIV attacks the immune system, weakening it over time such that people living with HIV become 

increasingly susceptible to opportunistic infections and other medical conditions. The most advanced stage 

of infection, when the immune system is weakest, is called AIDS. HIV treatments are highly effective in 

controlling HIV replication and reducing transmission, but they do not eliminate viral infection. HIV is 

typically transmitted through sex, contaminated needles, or spread from birthing parent to fetus during 

pregnancy.  

 

 

 

 

 

Background 
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Definitions Used in this Report 

Stages of HIV Infection 

For surveillance purposes, HIV disease progression is classified into 4 stages, from acute infection (Stage 0) 

to AIDS (Stage 3). In this report, we use “HIV” to refer to HIV disease at any stage (including Stage 3/

AIDS) and AIDS to refer specifically to Stage 3 HIV disease. We use the acronym “PLHIV” to refer to all 

people living with HIV disease, regardless of stage.  

Case Definition  

All reported HIV cases must meet the Centers for Disease Control and Prevention (CDC) case definition 

based on laboratory or clinical criteria.1 Clinical criteria include a medical provider diagnosis and evidence of 

HIV treatment, unexplained low CD4 count, or opportunistic infection. The full criteria may be found at 

https://www.cdc.gov/hivnexus/hcp/guidelines/?CDC_AAref_Val=https://www.cdc.gov/hiv/clinicians/

guidelines/index.html.   

Transmission Category  

For surveillance purposes, each reported HIV case must be classified according to their risk factors for 

acquiring HIV. Cases with multiple risk factors are assigned a transmission category, the risk factor most 

likely to have resulted in HIV transmission according to a hierarchy developed by the CDC. In this context, 

“heterosexual contact” refers to sexual contact with a partner of the opposite sex with a known risk factor 

for HIV. In some cases, partners’ risk factors are unknown, leaving some heterosexual cases without known 

HIV risk factors. Such cases are assigned to the “unknown” transmission category. The only exception is 

when a case’s sex at birth is female and she reported sex with males, in which case she is presumed to have 

been infected through heterosexual contact in accordance with CDC-accepted guidance set by the Council 

of State and Territorial Epidemiologists.2  

Demographics 

Demographic data in this report are based on investigations of medical records. Although the transgender 

community is highly impacted by HIV, data on current gender identity are not reliably captured in medical 

records. For this reason, analyses are presented for sex assigned at birth as well as known current gender.  

Data from racial/ethnic groups in which there were very small numbers were combined for these analyses 

for the purpose of maintaining privacy. Asians and Pacific Islanders are combined into a single category. 

American Indians, Alaskan Natives, and those identifying with multiple races are combined along with those 

of unknown race into another group (“Other/Unk”). In tables and charts, the category “Asians and Pacific 

Islanders” is abbreviated “API” and “African American” is abbreviated “AfrAmer”. Analyses that are 

broken out by subgroup (e.g., race/ethnicity) are presented along with the overall group total (e.g., all races) 

for comparison.  

Geographic Area 

Residential addresses are geocoded to census tract and city/Census-designated place. Region and 

neighborhood boundaries established by the Alameda County Community Assessment, Planning, and 

Evaluation (CAPE) unit based on census tract aggregates are used. These geographic areas are shown in 

Figures 1.1 and 1.2. 
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Figure 1.1: Regions of Alameda County 

Figure 1.2: Neighborhoods in the City of Oakland 
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Alameda County Public Health Department (ACPHD) monitors the HIV epidemic through mandated 

reports of new diagnoses and laboratory results. Estimating the true incidence rate of new HIV 

transmissions is complex due to the variable time interval between when a person becomes infected and 

when their infection is diagnosed. However, surveillance data reliably describe all new HIV diagnoses and 

diagnosis rates. In 2022, there were an estimated 38,043 new diagnoses of HIV in the US for an overall 

diagnosis rate of 11.3 per 100,000 persons.3 Among people newly diagnosed in 2022, 79% identified as men, 

18% as women, and 3% as transgender. The age group with the highest rates for people 13 years and older 

were among those aged 25 to 34 (30.8 per 100,000). The racial/ethnic groups with the highest rates were 

African Americans and Latinx (41.6 and 23.4 per 100,000), and the U.S. regions with the highest rates of 

new diagnoses were the South and West (18.2 and 11.8 per 100,000). Gay and bisexual men who have sex 

with men, including those who inject drugs, accounted for 67% of all new diagnoses and 82% of newly 

diagnosed males. Heterosexual contact accounted for 83% of newly diagnosed females.3  

 

In California, an estimated 4,882 new diagnoses for an overall statewide rate of 12.2 diagnoses per 100,000 

in 2022.4 In Alameda County, the average annual diagnosis rate calculated over the 3-year period from 2021 

to 2023 was 11.8 diagnoses per 100,000.  

  

America’s HIV Epidemic Analysis Dashboard (AHEAD) displays HIV data and goals for 57 priority areas, 

including Alameda County. AHEAD tracks national and jurisdictional progress for six Ending the HIV 

Epidemic (EHE) indicators that aim to reduce new HIV infections in the US by 75% in five years and by 

90% in 10 years. According to the dashboard, Alameda County’s knowledge of status – the estimated 

percentage of people with HIV who have received an HIV diagnosis – was 90.1% [CI 82.5-99.3] in 2022.4 

 

This chapter describes HIV in Alameda County by examining the characteristics of new diagnoses, new 

diagnosis rates, and the timeliness of diagnoses by demographic characteristics.  

New Diagnoses 
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Figure 2.2: Diagnosis Rates by 3-year Period, Alameda County, 2006-2023 

Characteristics of  New Diagnoses 

Since HIV became reportable by name in California in 2006, between 200 and 300 new cases of HIV 

disease have been reported each year among Alameda County residents with the exception of 2020 (160 

new diagnoses) and the most recent year, 2023 (190 new diagnoses). The substantial drop in number of 

newly diagnosed cases in 2020 may be attributed to the impact of the COVID-19 pandemic. Seeking 

medical testing as well as routine testing outreach activities was limited due to shelter-in-place orders and 

social distancing. It is probable that many new cases of HIV went undiagnosed in 2020. Social restrictions 

may have also reduced the number of high-risk sexual interactions between casual partners, possibly 

resulting in fewer transmissions. Additionally, reduced case reporting capability during the pandemic could 

have contributed to the apparent decline in cases. The data to quantify the role of these factors is not yet 

available through routine surveillance methods or other sources.  
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Figure 2.1: New Diagnosis by Year, Alameda County, 2007-2023 
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Diagnosis rates are not equivalent to HIV incidence rates. Trends in diagnosis rates may reflect changes in 

HIV incidence over time but may also reflect changes in HIV testing practices, access to care, stigma, and 

other barriers to testing. For example, HIV incidence could decrease while HIV diagnosis rates increase if 

more HIV-unaware persons are tested and diagnosed. Due to the relatively small number of diagnoses 

occurring in Alameda County in any given year, annual diagnosis rates are statistically unstable. 

 

Diagnosis rates were calculated using new case counts over a 3-year period to accrue large enough numbers 

to calculate statistically stable rates. The rate of new diagnoses across Alameda County has been steadily 

decreasing by an average annual change of -2.95%, starting at 18.5 per 100,000 in 2006-2008 to 11.8 per 

100,000 in 2021-2023. 

Figure 2.3: New Diagnosis by Race/Ethnicity, Alameda County, 2021-2023 

When broken down by race/ethnicity, the largest number of new diagnoses were among Latinx residents, 

accounting for 42.4% of new cases. This is a shift from previous years where African American residents 

have historically represented the plurality of new diagnoses. Asian and Pacific Islander residents continue to 

have the fewest new diagnoses despite making up a large portion of Alameda County’s population. The 

category Other/Unknown includes those who identify as American Indian, Other, or Multiracial, and those 

for whom race/ethnicity is unknown.  
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Despite having the second most new diagnoses, African American residents still have the highest rate of 

new diagnoses in Alameda County with 37.5 new diagnoses per 100,000 residents, a rate 5.6 times higher 

than White residents and over 10 times higher than Asian and Pacific Islander residents. 

Figure 2.5: Average Diagnosis Rates by Race/Ethnicity, Alameda County, 2021-2023 
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Figure 2.4: Percent of New Diagnoses by Race/Ethnicity, Alameda County, 2021-2023 
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Figure 2.7: New Diagnoses by Sex at Birth, Alameda County, 2021-2023 

However, the new diagnosis rate among African American residents has been declining since 2006 

with an average annual change of -3.6%, driving the county-wide decline in diagnosis rates. The de-

cline is even more dramatic among African American people designated female at birth with an aver-

age annual change of -5.8%. In contrast, Latinx have experienced an average annual increase of 2.0% 

with Latinos designated male at birth increasing at 2.3%. The rate among Latinas designated female 

at birth has been increasing by an average of 6.5% a year since 2013, however, these counts are still 

relatively low and therefore the rates are not as stable. This trend among Latinx, while noticed over 

the last few years, has only become statistically significant when 2023 data is considered. 

Figure 2.6: Diagnosis Rates by Year and Race/Ethnicity, Alameda County, 2006-2023 
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Figure 2.8: New Diagnosis Rates by Year and Sex at Birth, Alameda County, 2006-2023 

Note: “Sex” here refers to sex assigned at birth. 

Figure 2.9: New Diagnoses by Gender, Alameda County, 2021-2023 
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Data for current gender has historically been inaccurate and continues to be flawed, likely under-

counting the number of transgender individuals being reported, but the data collection has been im-

proving and state and local jurisdictions make greater efforts to accurately represent people’s gender 

identity. In the figure above, transgender individuals were grouped with other non-binary gender 

identities as well as with individuals believed to be transgender, but not confirmed from demograph-

ic information reported in lab records. While imperfect, this provided the best estimate for the non-

binary community. Between 2021-2023, 2.4% of new diagnoses were among transgender individuals, 

a majority of which were transwomen. 
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Figure 2.10: Newly Diagnosed by Age at Diagnosis, Alameda County, 2021-2023 

Figure 2.11: Percent of Newly Diagnosed by Age at Diagnosis, Alameda County, 2021-2023 
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Nearly 2/3 of new diagnoses were among those younger than 40 years, with the largest group between 30-

39 years. The median age of new diagnoses was 34 years and the average age was 36.6. The highest 

diagnosis rate was among those 25-29 years of age with 29.7 per 100,000, more than twice the county-wide 

rate in 2021-2023.  
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Figure 2.12: Average Diagnosis Rate by Age Group at Diagnosis, Alameda County, 2021-2023 
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 Figure 2.13: Diagnosis Rate by Year and Age (highest) at Diagnosis, Alameda County, 2006-2023 

Diagnosis rates over time were split across two graphs to avoid having the scale of the higher rates flat-

ten out the trends among the lower rates. The age groups with the higher rates include ages 20-24, 25-

29, and 30-39 years. Rates among these age groups did not significantly change over time despite the 

overall trend going down. 

Figure 2.14: Diagnosis Rate by Year and Age (lowest) at Diagnosis, Alameda County, 2006-2023 

The age groups with the lowest rates include ages 13-19, 40-49, and 50 and over years. All three have 

seen declining trends in diagnosis rates since 2006 with average annual changes of -5.8%, -5.1%, and -

4.7%, respectively. 
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Figure 2.15: New Diagnoses by Transmission Category, Alameda County, 2021-2023 
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Almost two-thirds (65.1%) of new diagnoses during 2021 to 2023 were among men who have sex with 

men (MSM). When this category is combined with men who have sex with men who also are people 

who inject drugs (PWID), this group is more than 2/3 of all new diagnoses. The category “Heterosexual 

Contact” indicates that the person had heterosexual contact with someone known to be HIV positive 

whereas “Presumed Heterosexual Contact” indicates that a person assigned female at birth or 

transgender woman had a heterosexual male partner with an unknown HIV status and no other likely 

exposure. 

Figure 2.16: Percent of New Diagnoses by Transmission Category, Alameda County, 2021-2023 



 HIV in Alameda County, 2021-2023          14         

 

N
E
W

 D
IA

G
N

O
S
E
S
 

Figure 2.17: New Diagnoses by Transmission Category and Race/Ethnicity Among Males, Alameda County, 2021-2023 

Looking at racial/ethnic differences among men who reported having sex with other men versus men 

who did not, Latino men made up a higher proportion of men who have sex with other men (48.6%) 

than men who did not report sex with other men (35.4%) and African American men made up a smaller 

proportion of men who had sex with other men (23.5%) than men who did not report sex with other 

men (34.3%). When looking at age differences, younger age groups were more represented among men 

who have sex with other men than older age groups. 

Figure 2.18: New Diagnoses by Transmission Category and Age Among Males, Alameda County, 2021-2023 
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Figure 2.19: Geographic Distribution of New HIV Diagnoses by Residence at HIV Diagnosis, Alameda County, 2021-

2023 

New diagnoses of HIV were most concentrated in the Oakland area and central county regions (as de-

fined in Figure 1.1 on page 3). This distribution mirrors the major population centers in the county and 

can help guide the distribution of services for HIV care and prevention. 
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Figure 2.20: Residence at HIV Diagnosis, Oakland, and Surrounding Area, 2021-2023 

The highest concentration of new diagnoses in the Oakland area was in Downtown/Chinatown 

and Elmhurst in East Oakland. The Oakland Hills had the lowest percent of new HIV diagnoses 

in the region. 



 HIV in Alameda County, 2021-2023          17         

 

N
E
W

 D
IA

G
N

O
S
E
S
 Timeliness of  Diagnosis 

Diagnosis of HIV early in the course of infection is an important component of effective HIV prevention 

and treatment with highly active antiviral medications as early intervention generally reduces both the risk of 

transmission to others and the impact of HIV infection on a person's health. 

  

Late Diagnosis 

A key indicator of late HIV diagnosis is the time to progression to AIDS (stage 3 HIV infection). A 

diagnosis is deemed late if AIDS is diagnosed at the same time as a person's initial HIV diagnosis or if the 

person progresses to AIDS within one year of the initial HIV diagnosis. The analyses presented in this 

section are for the years 2020 to 2022 in order to provide a full year of data following diagnosis. Apparent 

differences should be interpreted with caution due to the small numbers of diagnoses seen in some 

subgroups, resulting in statistical instability.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The highest percentage of late diagnoses, at 28.7% of new diagnoses, occurred among White residents. The 

lowest percent of diagnoses that were considered late diagnoses was among Asian/Pacific Islander 

residents, at 16.4%. Late diagnosis percent was higher among people designated as male at birth, however, 

the difference between males and females is not statistically significant.  

Figure 2.21: Late Diagnosis by Race/Ethnicity, Alameda County, 2020-2022 
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 Figure 2.22: Late Diagnosis by Birth Sex, Alameda County, 2020-2022 

Figure 2.23: Late Diagnosis by Age, Alameda County, 2020-2022 

Almost 41% of new diagnoses among people aged 50 years and older were late diagnoses, the 

highest within any age group. This makes intuitive sense given that more time could have 

passed since the transmission event occurred if a person is older. The youngest age group, 13 

to 19 years of age has an elevated late diagnosis percent, but this is an unstable estimate given 

the smaller number of cases in the cohort.  
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Figure 2.24: Late Diagnosis by Year, Alameda County, 2006-2023 

The percentage of late diagnosis has declined since 2006 when it was over 40% to now 23.7%. 

After a relatively steep decline percentages have plateaued around 20% for the past several 

years. 
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In the United States, there were an estimated 1,108,292 persons aged 13 years or older living with diagnosed 

HIV at the end of 2022 for an overall rate of 387.9 per 100,000. People who identified as men made up 76% 

of all people living with HIV (PLHIV). The highest prevalence rates were among those aged 55 to 59 (753.4 

per 100,000), African Americans and Latinx (1,036.6 and 423 per 100,000 respectively), and in the Northeast 

and South (414.3 and 393.5 per 100,000 respectively).3 At year-end 2022, California had an estimated 

142,700 people living with HIV for a statewide prevalence of 355.6 per 100,000 population. HIV prevalence 

among cisgender women in California is 83.9 per 100,000 compared to 173.5 per 100,000 among cisgender 

women nationally.5 At year-end 2023 in Alameda County, the prevalence of HIV was 368.1 per 100,000 

residents. 

  

This chapter examines the prevalence, or the proportion of people in Alameda County living with HIV 

infection, reflecting the overall impact of HIV in the population. Data presented do not include people 

living with HIV with undiagnosed infection but include all those with diagnosed HIV (including newly 

diagnosed), regardless of the stage of HIV infection. First, characteristics of people living with HIV in the 

county are presented. Then, the prevalence of HIV disease in different subpopulations is described. Finally, 

the mortality (deaths) among people living with HIV ever diagnosed with AIDS is described.  

People Living with HIV 



 HIV in Alameda County, 2021-2023          21         

 

P
E
O

P
LE

 LIV
IN

G
 W

IT
H

 H
IV

 

Characteristics of  People Living with 

HIV 

At the end of 2023, there were an estimated 6,331 people 

living with HIV in Alameda County. 

As with the distribution by sex among new diagnoses of 

HIV, people living with HIV in Alameda County at year-

end 2023 were predominantly male (83.4%). This 

distribution has remained relatively constant since 2010. 

Figure 3.1: PLHIV by Sex Assigned at 

Birth, Alameda County, Year-End 2023 

Note: “Sex” refers to sex assigned at birth. 

Figure 3.2: Prevalence Rate by Year and Sex Assigned 

at Birth, Alameda County, 2010-2023 

Figure 3.3: Prevalence Rate by Sex Assigned at Birth, 

Alameda County, Year-End 2023 

The prevalence rate among people assigned male at birth is over five times as high as those assigned female at birth. 

While the rate among men has increased since 2010, the rate among women has remained roughly the same. 
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Figure 3.4: PLHIV by Gender, Alameda County, Year-End 2023 

Figure 3.5: Percent of PLHIV by Gender, Alameda County, Year-End 2023 

Data regarding gender identity has been difficult to reliably collect and analyze. It is likely the number of people living 

with HIV identifying as transgender is undercounted, however, greater effort has been made in recent years to im-

prove reporting of current gender. Even with the correct count, a prevalence rate cannot be calculated due to a lack of 

denominators. With those caveats in mind, an estimated 2.2% of people living with HIV were identified as 

transgender or another non-binary gender identity. 
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Figure 3.6: PLHIV by Race/Ethnicity, Alameda County, Year-End 2023 

People living with HIV in Alameda County were predominantly African American (36.8%), White 

(26.3%), or Latino (24.7%). API comprised a smaller proportion of people living with HIV (7.4%) 

despite making up a third of Alameda County’s population.  

Figure 3.7: Percent of PLHIV by Race/Ethnicity, Alameda County, Year-End 2023 
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Figure 3.8: Prevalence Rates by Race/Ethnicity, Alameda County, Year-End 2023 
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Figure 3.9: Prevalence Rates by Race/Ethnicity and Year, Alameda County, 2010-2023 

African Americans had a 3.75 times higher burden of HIV prevalence compared to the next most impacted 

racial group, Latinx. Prevalence was lowest among API. It is worth noting that while the prevalence rate 

continues to increase among African Americans, the diagnosis rate continues to fall. This is related to life 

expectancy for those living with HIV improving over time due to effective medication. 
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Figure 3.10: Number of PLHIV by Age, Alameda 

County, Year-End 2023 
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Figure 3.12: Percent PLHIV by Age, Alameda County, Year-End 2023 

Over half of people living with HIV are 50 years and older in Alameda County. Fewer than a quarter 

were in their 30s or younger. The median age was 53 and the mean was 50.5 in 2023. 

Figure 3.11: Prevalence Rate by Age, Alameda 

County, Year-End 2023 
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Figure 3.14: Prevalence Rates by Age and Year, Alameda 

County, 2010-2023 (older cohort) 

Prevalence rates have been increasing among those 60 years and over and 30-39 years of  age. The 

prevalence rates in those aged 40-49 years have decreased from around 800 per 100,000 in 2010 to 513.9 

per 100,000 in 2023. Of  course, individuals will move into older age groups as time passes, contributing to 

higher prevalence rates among older age groups. HIV prevalence was higher in each successive age group 

through ages 50-59, ranging from 15.0 per 100,000 youth aged 13 to 19 to a high of 841.3 per 100,000 

people aged 50 to 59 years. The number of children aged 0 to 12 living with HIV was too low to estimate 

a statistically reliable prevalence rate. The increasing prevalence of HIV with age is consistent with the 

greatly improved survival of people living with HIV in the post-antiretroviral therapy (ART) era. 

 

Disparities in prevalence rates by race/ethnicity were more pronounced among females than males. While 

prevalence in 2023 was almost four times higher among African American males (2355.3 per 100,000) 

compared to White males (600.0 per 100,000), it was 10 times higher among African American females 

(714.3 per 100,000) compared to White females (70.0 per 100,000). Additionally, although HIV prevalence 

was only 11.3% higher among Latino males (667.8 per 100,000) than White males, prevalence was 34.9% 

higher among Latina females (94.4 per 100,000) than White females. 

Figure 3.13: Prevalence Rates by Age and Year, Alameda 

County, 2010-2023 (younger cohort) 
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 The city of Emeryville had the highest HIV prevalence within Alameda County (1240.5 per 100,000), 

followed by Oakland (760.9 per 100,000), San Leandro (381.5 per 100,000), and Berkeley (375.8 per 

100,000). Among the Oakland neighborhoods, West Oakland, Downtown, and Chinatown had the highest 

HIV prevalence, up to 2870.7 per 100,000, which translates to almost 3% of all residents in a census tract. 

Figure 3.15: Prevalence of HIV by Census Tract of Residence, Alameda County, Year-End 2023 
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Figure 3.16: Prevalence of HIV by Census Tract of Residence, Oakland and Surrounding Area, Year-End 2023 
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AIDS has been a reportable disease since the early 1980s, allowing examination of long-term trends in 

death rates among the subset of people living with HIV ever diagnosed with AIDS. In 1985, there were 

38.7 deaths (from any cause, whether HIV-related or not) per 100 Alameda County residents ever 

diagnosed with AIDS. This rate dropped to 7.5 deaths per 100 by 1997 and has declined slowly but steadily 

since then. In 2023, there were 58 deaths among the 3,705 residents living with AIDS for a rate of 1.5 

deaths per 100 residents living with AIDS. 

Figure 3.17: Death Rates by Year among Alameda County Residents Diagnosed 

with AIDS, Alameda County, 1983-2023 

Note: Death rates calculated among persons ever diagnosed with AIDS while a resident of Alameda 
County, regardless of county of residence at death. Deaths in PLHIV without AIDS are not reported 
here. 
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Figure 3.18: Deaths by Year among Alameda County Residents Diagnosed with 

AIDS, Alameda County, 1983-2023 

Figure 3.19: Death Rate among PLHIV by Year, Alameda County, 2006-2023 
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Figure 3.20: MPOX Cases by Coinfection with HIV, Alameda County, Year-end 2023 

Figure 3.21: MPOX Cases with HIV Coinfection by Gender, Alameda County, Year-end 2023 

In Alameda County, of the 254 diagnosed cases of MPOX by year-end 2023, almost 40% (97) were 

among people living with HIV. Of those coinfected, all were assigned male at birth and 99% were 

cisgender men. 

HIV-MPOX Coinfection 

MPOX, formerly known as Monkey Pox, is a communicable disease that can be spread through sexual con-

tact. Since 2022, it has been circulating within the United States. It can be prevented with two doses of a 

vaccine and presents an acute danger to those who are immunocompromised such as people living with 

HIV. For that reason, coinfection of MPOX and HIV is of public health importance and vaccination of the 

community of people living with HIV is a priority for public health departments in areas where MPOX is 

prevalent.  
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Figure 3.22: MPOX Cases with HIV Coinfection by Race/Ethnicity, Alameda County, Year-end 2023 

Figure 3.23: MPOX Cases with HIV Coinfection by Age, Alameda County, Year-end 2023 

Latinx residents made up a disproportionate number of coinfected cases relative to their proportion of 

people living with HIV. Latinx residents were 42.3% of coinfected cases compared to 24.7% of people 

living with HIV in 2023 whereas African Americans were 25.8% of coinfected cases and 36.8% of people 

living with HIV. Over 68.1% of coinfected cases were between 30 and 49 years of age.  
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Figure 3.24: MPOX Cases with HIV Coinfection by Transmission, Alameda County, Year-end 2023 

Among those with an MPOX and HIV coinfection, 95.9% were categorized as men who have sex with 

other men or men who have sex with other men and who inject drugs at the time of their HIV diagnosis.  
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Continuum of Care 

Anti-retroviral therapy (ART), when taken regularly, can suppress HIV, preventing disease progression as 

well as preventing the transmission of HIV entirely. Thus, ART benefits people living with HIV as well as 

the larger community. To maximize these benefits, it is crucial that people living with HIV be diagnosed, 

linked to and retained in regular HIV care. The prescription of antiretroviral treatment, adherence to 

treatment and viral suppression is critical for prevention of HIV transmission. Together, these steps 

comprise the continuum of HIV care or HIV care cascade: Linkage to care, retention in care, and viral 

suppression.  

The CDC’s Ending the HIV Epidemic (EHE) initiative aims to achieve 95% of people diagnosed with HIV 

are linked to care and 95% of those linked to care are virally suppressed by  2025.4 Alameda County 

previously reported linkage within 90 days; however, data on 30-day linkage is presented in this year’s report 

to reflect timely linkage. This report defines linkage as a viral load or CD4 test conducted on or after the 

date of diagnosis. Viral load and CD4 lab tests collected at the same time as diagnosis may not indicate 

connection to a medical home for care and treatment, however, some organizations have rapid linkage 

programs that connect patients to care on the same day as diagnosis. In this report, linkage percentages for 

both definitions are reported, defined by if viral loads and CD4 tests on the date of diagnosis were included 

or excluded.  

Evaluation of care for people living with HIV is shown through two measures: engagement in care—

defined as at least one provider visit in a year, and retention—defined as two or more visits at least 90 days 

apart. 

In the United States, the CDC estimated that 81.6% of persons aged 13 year and over diagnosed from 

January 2022 through September 2023 were linked to care within one month. Additionally, the CDC 

estimated that among all people living with HIV aged 13 years and older diagnosed by 2021 and alive at year

-end 2022, 75.6% received any HIV care, 53.8% were retained in continuous care, and 65.1% were virally 

suppressed.4 

In California, 82.1% of those diagnosed in 2022 were estimated to have linked to care within one month.4 

Among those living with diagnosed HIV in California, 73.7% were estimated to have received any HIV care 

in 2022 and 64.7% were estimated to have been virally suppressed at the last test.5 

This chapter examines the continuum of HIV care in Alameda County and select metrics for the Data to 

Care program. Care outcomes are described by demographics such as race/ethnicity, age, sex at birth, and 

gender.  
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Figure 4.1: The Continuum of HIV Care among Newly Diagnosed 2021-2023 and People Living 

with HIV in 2022, Alameda County 

Notes: 1) Of 602 total new diagnoses, 4 died within 30 days and were excluded from analysis.  

2) Of 6,192 PLHIV at year-end 2021, 101 were known to have died and an additional 425 to have moved out 

of Alameda County in 2022 and were excluded from analysis. 

The Overall Continuum of  Care 
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In Alameda County, 67.4% of new diagnoses between 2021 and 2023 were linked to care within 30 days if 

HIV-related labs done on the date of diagnosis were excluded; 88.6% were linked to care if labs done on the 

date of diagnosis were included. Approximately 46.6% of people living with HIV who resided in Alameda 

County for the entirety of 2022 had two or more visits 90 or more days apart and were considered retained in 

care. Viral suppression was estimated to be 68.6% that same year. 

Linkage to Care 

The following figures are the 30-day linkage to care estimates for Alameda County. Both estimates of linkage 

to care are presented—one that includes labs done on the date of diagnosis and another that excludes them—

providing a range of what might be considered linked to care.  

Overall, 88.6% of those diagnosed with HIV in Alameda County from 2021 to 2023 were linked to HIV care 

within 30 days of their diagnosis. Excluding labs ordered on the date of diagnosis, 67.4% of newly diagnosed 

cases were linked. Differences by sex were not statistically significant.  

Excluding labs conducted on the same day as diagnosis, linkage was lowest among Latinx residents (60.2%) 

and highest among White residents (75.0%). However, when including labs on the day of diagnosis, Latinx 

had 90.2% linkage compared to Whites with 85.9%.  

Among newly 

diagnosed 2021-

2023 

Among PLHIV Year-end 2022 
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Figure 4.2: Linkage to Care by Inclusion of Date of Diagnosis Lab, Alameda County, 2021-2023 

Figure 4.3: Linkage to Care in 30 Days by Race/Ethnicity, Alameda County, 2021-2023 
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Figure 4.4: Linkage to Care in 30 Days by Age, Alameda County, 2021-2023 

Note: "Sex" refers to sex assigned at birth. 

Linkage was lowest among ages 25 to 29 years and highest among ages 13 to 19 years and greater than 49 

years at 87.5% and 72.2%, respectively, although the youngest age group only contained 16 individuals. 

Linkage was higher among people designated male at birth than female. By gender, linkage was lowest 

among cis women at 66.3%.  

Figure 4.5: Linkage to Care in 30 Days by Sex at Birth,  

Alameda County, 2021-2023 

Figure 4.6: Linkage to Care in 30 Days by Gender, Alameda 

County, 2021-2023 
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Figure 4.7: Linkage to Care in 30 Days by Transmission Category, Alameda County, 2021-2023 

Gay, bisexual and other men who have sex with men and persons who have an unknown transmission risk 

had the lowest linkage of 66.1% and 64.2%. The highest percentages were among people who inject drugs 

and men who have sex with other men and who inject drugs with 80.0% linkage, though both groups had 

relatively few individuals.  

 

 

Retention in Care 

In 2022, 75% of people living with HIV were engaged in care, which is defined as one or more visits to an 

HIV care provider as indicated by a new lab result. This differs from retention which requires two or more 

HIV lab results at least 90 days apart in a calendar year. One limitation of these definitions is that some per-

sons may have had a provider visit without any laboratories drawn. People living with HIV that died or 

moved in 2022 were excluded from all analyses of retention in care.  

In 2022, 46.6% of people living with HIV were retained in care, i.e., had two or more labs 90 or more days 

apart.  

Percentages of retention in HIV care were highest among Asian/Pacific Islander (50.1%) and Latinx (47.5%) 

people living with HIV in 2022. The lowest percentage was 45.4% of African American people living with 

HIV retained in care.  

People living with HIV aged 30 to 49 years at the end of 2022 had the lowest percentages of retention in 

care; younger and successively older age groups had higher percentages of retention. Retention was highest 

among those aged 13 to 19 years and 60 years and over; however, the number of people living with HIV 

aged 13 to 19 years was small. People living with HIV designated male at birth had higher percentages of 

retention than those designated female at birth. When stratifying by gender, transgender people living with 

HIV had the highest retention percentages. 
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Figure 4.8: Engagement and Retention in Care by Race/Ethnicity, Alameda County, 2022 

Figure 4.9: Engagement and Retention in Care by Age, Alameda County, 2022 
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Figure 4.10: Engagement and Retention in Care by Birth Sex, Alameda County, 2022 

Figure 4.11: Engagement and Retention in Care by Gender, Alameda County, 2022 

Note: "Sex" refers to sex assigned at birth. 
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Figure 4.12: Retention in Care by City/Place, Alameda County, 2022 

The highest retention percentages were recorded in the county's northern region including Oakland, 

Berkeley, Alameda, and Emeryville. It is worth noting that the number of people living with HIV in the 

south county is much lower and therefore proportions are prone to larger shifts based on just a few 

individuals. Within Oakland, the lowest retention percentages were in North Oakland, the Northwest Hills, 

and the San Antonio neighborhoods.  



 HIV in Alameda County, 2021-2023          42         

 

C
O

N
T
IN

U
U

M
 O

F C
A
R
E
 

Figure 4.13: Retention in Care by Region, Alameda County, 2022 

Figure 4.14: Retention in Care by Oakland Neighborhood, Alameda County, 2022 
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Figure 4.15: Engagement and Retention by Nativity Status among PLHIV, Alameda County, 2022 

Figure 4.16: Engagement and Retention by Region of Origin among PLHIV, Alameda County, 2022 

Retention percentages were nearly equivalent between US-born and non-US-born people living with HIV. 

Engagement was lower among non-US-born people living with HIV. Those born in Europe had the lowest 

engagement and retention whereas those born in Asia had the highest. 
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Virologic Suppression 

The final measure along the care continuum is virologic suppression, defined as a viral load under 200 cop-

ies/mL. For the purposes of these analyses, an undetectable viral load is defined as 75 copies/mL or less. A 

person whose viral load is undetectable is also virally suppressed, but not everyone who is virally suppressed 

has an undetectable viral load. People living with HIV that died or moved in 2022 were excluded. Disparities 

in virologic suppression among people living with HIV in care can suggest possible differences in ART use or 

access to care. 

Approximately 68.6% of people living with HIV were virally suppressed at their most recent test in 2022, 

with the majority being undetectable.  

In 2022, 71.2% of White people living with HIV were virally suppressed. Viral suppression was 66.0% among 

African Americans. Percentages of viral suppression by age mirrored the patterns of retention in care, ranging 

from 61.2% among those ages 30 to 39 to 73.3% among those ages 60 and over. Viral suppression was high-

est among people assigned male at birth as well as cis men. 

Figure 4.17: Viral Suppression by Race/Ethnicity, Alameda 

County, 2022  

Figure 4.18: Viral Loads by Race/Ethnicity, Alameda County, 

2022  

The “Suppressed” bar indicates a person who’s most recent VL lab in 2022 

was between 75 and 200 copies/mL. 
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Figure 4.21: Viral Suppression by Birth Sex, Alameda County, 

2022  
Figure 4.22: Viral Suppression by Gender, Alameda County, 2022  

Figure 4.19: Viral Suppression by Age, Alameda County, 2022  Figure 4.20: Viral Loads by Age, Alameda County, 2022  

The “Suppressed” bar indicates a person who’s most recent VL lab in 2022 

was between 75 and 200 copies/mL. 
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Figure 4.23: Percentage of PLHIV with Viral Suppression by City/Place, Alameda County, 2022 

Within a city/place, the percent of persons living with HIV who had viral suppression were highest in 

Fairview, San Lorenzo, Albany, Emeryville and Alameda and lowest in Dublin and South County. Dublin 

houses Santa Rita Jail and is impacted by the unique traits of the incarcerated population there. In Oakland 

the lowest percentages of persons with viral suppression were in West Oakland and Elmhurst. 
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Figure 4.24: Percentage of PLHIV with Viral Suppression by Region, Alameda County, 2022 

Figure 4.25: Percentage of PLHIV with Viral Suppression by Oakland Neighborhood, Alameda County, 2022 
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A Sankey diagram is useful for showing how people living with HIV progressed through the care continuum 

and reached viral suppression. The width of each bar is proportional to the number of people living with 

HIV represented by the identified outcome. Starting with all people living with HIV at year-end 2021, most 

were still living in Alameda County at the end of 2022. A majority of people living with HIV in Alameda 

County for all of 2022 were either engaged or retained in care during in 2022 (green) while some were 

considered out of care (orange). The diagram shows the number of people living with HIV that were either 

engaged or retained in care that were virally suppressed in 2022 (blue). Most people living with HIV 

identified as virally unsuppressed were considered out of care, i.e., did not have a viral load or CD4 test in 

2022. Only 14.3% of people living with HIV engaged in care and 5.1% of those retained in care were 

unsuppressed. 

Figure 4.26: Progression Through the Continuum of HIV Care Among PLHIV, Alameda County, 2022 
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Data Sources 

All counts and proportions in this report were calculated using data from the Enhanced HIV/AIDS 

Reporting System (eHARS). Numerators of rates were also obtained from eHARS; denominators  were 

derived using data from the United States Census6 (2020) and Esri (2012 and later). Mid-year population 

estimates for intercensal years prior to 2012 as well as all year-end estimates were obtained through linear 

interpolation. People living with HIV at the end of 2023 were identified from eHARS.  

MPOX case data were extracted from the California Reportable Disease Information Exchange 

(CalREDIE) data distribution portal. 

 

Statistical Analysis 

Significance Testing and Statistical Modeling 

The statistical significance of associations between categorical variables was tested by Pearson's chi square 

test or Fisher's exact test, as appropriate. Trend analyses were performed using Join Point7 to model crude 

rates as a log-linear function of year separately for each stratum of the categorical variable(s); errors were 

assumed to have Poisson variance and to be independent. Grid search and the modified Bayesian 

Information Criterion were used to select the best fitting model from among those with zero to four join 

points at least 2 years apart between 2007 and 2022 (the second and second-to-last years examined). 

 

Data Suppression Rules  

Rates 

Rates for subpopulations with fewer than 12 cases are considered to be statistically unreliable and 

were not presented. In these instances, the relative standard error of the rate exceeds 30%. 

Death Ascertainment  

Alameda County HIV surveillance officials are notified by the local Office of Vital Registration 

whenever HIV is documented on a death certificate filed in Alameda County. Additionally, the 

California Office of AIDS periodically matches state HIV registry data to national death databases 

such as the National Death Index and the Social Security Administration’s Death Master File. People 

living with HIV who died outside of Alameda County and were ever associated with Alameda 

Appendix A 

Technical Notes 
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County or whose HIV was not documented on their death certificate are thus generally captured 

through this process with some delay. 
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The representativeness and accuracy of HIV surveillance data depend on the reliable, complete, and timely 

reporting of data by health care providers and laboratories in accordance with California law.  

Health Care Providers 

Title 17, Section 2643.5, “HIV Reporting by Health Care Providers,” requires health care providers to 

report cases of HIV disease (at any stage) to the local health department in the jurisdiction of their practice: 

a) Each health care provider that orders a laboratory test used to identify HIV, a component of HIV, or 

antibodies to or antigens of HIV shall submit to the laboratory performing the test a pre-printed 

laboratory requisition form which includes all documentation as specified in 42 CFR 493.1105 (57 FR 

7162, Feb. 28, 1992, as amended at 58 FR 5229, Jan. 19, 1993) and adopted in Business and Professions 

Code, Section 1220.  

b) The person authorized to order the laboratory test shall include the following when submitting 

information to the laboratory:   

1. Complete name of patient; and  

2. Patient date of birth (2-digit month, 2-digit day, 4-digit year); and  

3. Patient gender (male, female, transgender male-to-female, or transgender female-to-male); and 

4. Date biological specimen was collected; and 

5. Name, address, telephone number of the health care provider and the facility where services 

were rendered, if different. 

c) Each health care provider shall, within seven calendar days of receipt from a laboratory of a patient's 

confirmed HIV test or determination by the health care provider of a patient's confirmed HIV test, 

report the confirmed HIV test to the local Health Officer for the jurisdiction where the health care 

provider facility is located. The report shall consist of a completed copy of the HIV/AIDS Case Report 

form.  

1. All reports containing personal information, including HIV/AIDS Case Reports, shall be sent 

to the local Health Officer or his or her designee by:  

A. courier service, US Postal Service Express or Registered mail, or other traceable mail; 

or  

B. person-to-person transfer with the local Health Officer or his or her designee. 

2. The health care provider shall not submit reports containing personal information to the local 

Health Officer or his or her designee by electronic facsimile transmission or by electronic mail 

or by non-traceable mail.  

d) HIV reporting by name to the local Health Officer, via submission of the HIV/AIDS Case Report, 

shall not supplant the reporting requirements in Article 1 of this Subchapter when a patient's medical 

Reporting Requirements 

Appendix B 
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condition progresses from HIV infection to an Acquired Immunodeficiency Syndrome (AIDS) 

diagnosis. 

e) A health care provider who receives notification from an out-of-state laboratory of a confirmed HIV 

test for a California patient shall report the findings to the local Health Officer for the jurisdiction 

where the health care provider facility is located. 

f) When a health care provider orders multiple HIV-related viral load tests for a patient or receives 

multiple laboratory reports of a confirmed HIV test, the health care provider shall be required to submit 

only one HIV/AIDS Case Report, per patient, to the local Health Officer.  

g) Nothing in this Subchapter shall prohibit the local health department from assisting health care 

providers to report HIV cases.  

h) Information reported pursuant to this Article is acquired in confidence and shall not be disclosed by the 

health care provider except as authorized by this Article, other state or federal law, or with the written 

consent of the individual to whom the information pertains or the legal representative of that individual.  

 

Note: Authority cited: Sections 120125, 120130, 120140, 121022, 131080 and 131200, Health and Safety 

Code. Reference: Sections 1202.5, 1206, 1206.5, 1220, 1241, 1265 and 1281, Business and Professions Code; 

and Sections 1603.1, 101160, 120175, 120250, 120775, 120885-120895, 120917, 120975, 120980, 121015, 

121022, 121025, 121035, 121085, 131051, 131052, 131056 and 131080, Health and Safety Code. 

Laboratories 

Title 17, Section 2643.10, “HIV Reporting by Laboratories,” requires laboratories to report all HIV-related 

laboratory tests to the local health department in the jurisdiction of the ordering provider: 

a) The laboratory director or authorized designee shall, within seven calendar days of determining a 

confirmed HIV test, report the confirmed HIV test to the Health Officer for the local health 

jurisdiction where the health care provider facility is located. The report shall include the  

1. Complete name of patient; and  

2. Patient date of birth (2-digit month, 2-digit day, 4-digit year); and  

3. Patient gender (male, female, transgender male-to-female, or transgender female-to-male); and  

4. Name, address, and telephone number of the health care provider and the facility that 

submitted the biological specimen to the laboratory, if different; and  

5. Name, address, and telephone number of the laboratory; and  

6. Laboratory report number as assigned by the laboratory; and  

7. Laboratory results of the test performed; and  

8. Date the biological specimen was tested in the laboratory; and  

9. Laboratory Clinical Laboratory Improvement Amendments (CLIA) number.  

b)  

1. All reports containing personal information, including laboratory reports, shall be sent to the 

local Health Officer or his or her designee by:  

A. courier service, US Postal Service Express or Registered mail, or other traceable mail; 

or  
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B. person-to-person transfer with the local Health Officer or his or her designee.  

2. The laboratory shall not submit reports containing personal information to the local Health 

Officer or his or her designee by electronic facsimile transmission or by electronic mail or by 

non-traceable mail.  

c) A laboratory that receives incomplete patient data from a health care provider for a biological specimen 

with a confirmed HIV test, shall contact the submitting health care provider to obtain the information 

required pursuant to Section 2643.5(b)(1)-(5), prior to reporting the confirmed HIV test to the local 

Health Officer.  

d) If a laboratory transfers a biological specimen to another laboratory for testing, the laboratory that first 

receives the biological specimen from the health care provider shall report confirmed HIV tests to the 

local Health Officer. 

e) Laboratories shall not submit reports to the local health department for confirmed HIV tests for 

patients of an Alternative Testing Site or other anonymous HIV testing program, a blood bank, a 

plasma center, or for participants of a blinded and/or unlinked seroprevalence study. 

f) When a California laboratory receives a biological specimen for testing from an out-of-state laboratory 

or health care provider, the California director of the laboratory shall ensure that a confirmed HIV test 

is reported to the state health department in the state where the biological specimen originated.  

g) When a California laboratory receives a report from an out of state laboratory that indicates evidence of 

a confirmed HIV test for a California patient, the California laboratory shall notify the local Health 

Officer and health care provider in the same manner as if the findings had been made by the California 

laboratory.  

h) Information reported pursuant to this Article is acquired in confidence and shall not be disclosed by the 

laboratory except as authorized by this Article, other state or federal law, or with the written consent of 

the individual to whom the information pertains or the legal representative of the individual.  

 

Note: Authority cited: Section 1224, Business and Professions Code; and Sections 120125, 120130, 120140, 

121022, 131080 and 131200, Health and Safety Code. Reference: Sections 1206, 1206.5, 1209, 1220, 1241, 

1265, 1281 and 1288, Business and Professions Code; and Sections 101150, 120175, 120775, 120885-

120895, 120975, 120980, 121022, 121025, 121035, 131051, 131052, 131056 and 131080, Health and Safety 

Code. 
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California Code of Regulations (CCR) Title 17, Section 2643.5 requires all health care providers (HCP) to 

report all cases of HIV disease they encounter in their clinical practice to the county/local health jurisdiction 

in which the encounter occurs. Additionally, CCR Title 17, Section 2643.10 requires all commercial 

laboratories to report all confirmed HIV tests they conduct to the local health jurisdiction of the HCP who 

ordered the test, providing an additional means by which local health departments may learn of a case of 

HIV disease.  

In November 2015, California adopted the Electronic Laboratory Reporting (ELR) system for laboratories 

performing HIV testing. HIV test results delivered through ELR meet the statutory and regulatory reporting 

requirements for HIV test results. HIV-related laboratory results are submitted to the California 

Department of Public Health (CDPH) and routed to Alameda County for investigation. Establishment of 

ELR resulted in major changes in the local processing and management of laboratory results for HIV 

surveillance. Reported labs are checked against a local database to identify cases not previously reported. 

Potential new cases are investigated by trained field staff, who visit the office of the HCP that ordered the 

laboratory test(s) or submitted the lab report and complete a case report using information abstracted from 

the patient’s medical record and obtained from the HCP. For adult cases, standardized case report forms are 

completed and submitted in CalREDIE—the secure CDPH system for electronic disease reporting and 

surveillance. Hard copies of the Adult Case Report Form have largely been replaced by entry into 

CalREDIE, but are sometimes used by HCPs to notify the local health jurisdiction. A copy of the Adult 

Case Report form can be found here: https://acphd-web-media.s3-us-west-2.amazonaws.com/media/

communicable-disease/reporting-control/docs/adult-hivaids-casereportform.pdf.8 Hard copies of death 

certificates and pediatric HIV cases documented on a paper case report form found here: http://

publichealth.lacounty.gov/dhsp/ReportCase/HIVAIDSCaseForm_CDC_Pediatric_Jan2019.pdf 9, are 

mailed to the CDPH Office of AIDS. All case reports submitted to CDPH are routinely de-identified and 

transmitted to CDC. When cases reported by different states appear to be the same person, CDC notifies 

the appropriate states to contact each other directly and determine whether the cases are duplicates.  

Security and Confidentiality of  Data 

In accordance with the county’s data use and disclosure agreement with CDPH, all data collected while 

conducting HIV surveillance are used solely for public health purposes. Additionally, administrative, 

technical, and physical safeguards are in place to ensure the security and confidentiality of these data. All 

paper records are stored in locked file cabinets in an office with restricted access.  
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Appendix C 

https://acphd-web-media.s3-us-west-2.amazonaws.com/media/communicable-disease/reporting-control/docs/adult-hivaids-casereportform.pdf
https://acphd-web-media.s3-us-west-2.amazonaws.com/media/communicable-disease/reporting-control/docs/adult-hivaids-casereportform.pdf
http://publichealth.lacounty.gov/dhsp/ReportCase/HIVAIDSCaseForm_CDC_Pediatric_Jan2019.pdf
http://publichealth.lacounty.gov/dhsp/ReportCase/HIVAIDSCaseForm_CDC_Pediatric_Jan2019.pdf
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Limitations of  Surveillance Data and of  County Analysis 

A major strength of HIV surveillance data is that it captures and reflects the entire population of HIV 

diagnosed individuals. HIV surveillance data are not without their limitations however, which restrict the 

analyses that can be done. These limitations include:  

• Data quality: Public health investigators extract required information from medical records for HIV 

reporting. Some information, such as risk factors or identification as transgender may not have been 

available in the medical record, elicited from the patient by the HCP, or adequately described.  

• Data quantity: In small subpopulations, the number of new diagnoses or people living with HIV was 

not large enough to allow certain analyses. Statistical analyses based on small numbers may result in 

unstable estimates which can be misleading.  

• Timeliness of reporting: Surveillance data are the product of a long process triggered by a visit to a 

HCP by an HIV-infected individual and culminating in the entry of case data into the statewide HIV 

surveillance database at the California Department of Public Health. Intermediate steps include, but are 

not limited to, laboratory testing, submission of case reports and lab results to the local health 

department, and investigation of each report. Data preparation, analysis and interpretation take 

additional time.  

• History of reporting laws: The laws mandating the reporting of HIV-related laboratory test results and 

of cases of HIV disease at its different stages have changed over time, and this impacts our ability to 

characterize the epidemic at different points in the past. Although AIDS has been reportable since 1983, 

HIV disease at its earlier stages was not reportable until mid-2002 and even then only by a non-name 

code. More reliable, name-based data on HIV non-AIDS cases became mandated in 2006, and HIV-

related labs became reportable in California in 2009. Consequently, most of analyses are limited to 2006 

and later, and analyses relying on laboratory reporting are limited to 2010 and later.  

• Diagnosis date assigned to non-US-born cases: A small number of non-US-born people living with 

HIV may have been initially diagnosed with HIV in another country before arriving in the US, but due 

to the absence of verified information on date of initial diagnosis, their diagnosis date in the surveillance 

data reflects the earliest date of HIV diagnosis in the US. As a consequence, new diagnoses and late 

diagnoses may be overestimated in our data, especially among certain racial/ethnic groups. 
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