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 INTRODUCTION

The Joint United Nations Programme on Acquired Immune 
Deficiency Syndrome (UNAIDS) has declared the fight against 
human immunodeficiency virus (HIV) transmission. It aims to 
end the HIV epidemic by 2030 and reduce the number of new in-
fections to less than half a million by 2020 [1]. Sustainable devel-
opment goals have been established and implemented consider-
ing the epidemiological characteristics of infected individuals in 
each country. Moreover, with the help of active development plans, 
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number of HIV new infections has increased steadily, and since 
2013, individuals over 1,100 are diagnosed with HIV infection 
annually [15]. In Korea, to protect of HIV epidemic and control, 
90% of HIV-related medical costs are supported by national health 
insurance, and 10% of deductibles are also supported by the coun-
try for those who have registered in Korea Centers for Disease 
Control and Prevention (KCDC) and receive AIDS registry num-
ber [16]. This is to ensure that no patient with HIV infection miss-
es treatment due to financial issues.

It is greatly important to fully understand the characteristics of 
domestic patients with HIV infection to develop customized med-
ical guidelines and treatment strategies for the patients in each 
country. The aim of this study to identify and provide evidence of 
epidemiological features of Korean patients with HIV infection 
using the only HIV/AIDS cohort data in Korea.

MATERIALS AND METHODS 

Materials and statistical analysis
Data from the Korea HIV/AIDS cohort study, which included 

a total of 5,795 observations recorded from 1,442 participants 
who completed the survey 1 to 5 times (baseline survey and 4 ad-
ditional visits) from December 2006 to December 2016, were an-
alyzed. To date, 933 individuals are currently participating in the 
study, excluding 509 participants who dropped out of the study 
because of death, immigration, or withdrawal of consent, etc. [17].

Descriptive statistics was performed for all data including miss-
ing values. For data construction and statistical analysis, SAS En-
terprise Guide 7.1 (https://support.sas.com/en/software/enterprise-
guide-support.html) was used. The frequencies and percentages 
of the categorical variables were obtained, and the median and in-
terquartile range (IQR) were calculated for the blood tests that did 
not show a normal distribution.

the number of new patients with HIV infection has been steadily 
decreasing since 1995 [2]. In the 1980s, when HIV/AIDS was first 
recognized, the mortality rate caused by HIV-related diseases, 
such as acute infection symptoms, opportunistic infection, and 
related/defining diseases, was high [3], while with the develop-
ment of antiretroviral therapy (ART), acquired immune deficien-
cy syndrome (AIDS)-related mortality rate has decreased through 
therapeutic effects, such as viral suppression and immune level 
improvement. However, as long-term medication increases the 
incidence of metabolic diseases such as kidneys, liver, and surviv-
al after HIV infection, chronic diseases such as cardiovascular 
and lung diseases due to aging and death due to HIV-associated 
cancer increase. In this reason, natural course of HIV/AIDS dis-
ease is changing [4-9].

Several countries have been conducting cohort studies to iden-
tify the changing nature course of HIV. The first HIV cohort study 
was the Multicenter AIDS Cohort Study, which began in the USA 
in 1983 and has been actively recruiting and conducting research 
on HIV/AIDS guidelines and natural course of HIV/AIDS. The 
participants of this study are men who sex with men (MSM) and 
bisexual men, who are at high-risk group of HIV infection. It has 
the advantage that even possible to participate in HIV seronega-
tive patients, seroconversion mechanism of them can identify in 
the study [10]. Since then, the number of patients with HIV infec-
tion has continuously increased, and various HIV cohort studies 
have been established in Switzerland [11], the UK [12], and Den-
mark [13]. However, each cohort has different inclusion criteria, 
and as pointed out in previous study, race and sex affect the pro-
gression of HIV-1 infection [14], country-specific characteristics 
should be considered in establishing guidelines for care and treat-
ment.

In Korea, the HIV epidemic started with two patients (one Ko-
rean and one foreigner) in 1985, and over 100 individuals were 
known to develop the infection initially in 1995. Since then, the 

Figure 1. Annual new HIV infections (A: new infections in Korea1 ; B: new infections in Korea HIV/AIDS Cohort Study) by age. HIV, human 
immunodeficiency virus. 1From Korea Centers for Disease Control. Korea notification of HIV/AIDS in 2017 [Internet] [15].
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Data collection
Surveys were conducted every 6 months, and the survey period 

for certain questions that do not show rapid change in a short pe-
riod was set to 12 months. The baseline survey collected data on 
events that occurred throughout the lifetime of the patients or af-
ter HIV infection diagnosis, and the follow-up surveys collected 
all data changes since the last survey to establish cohort data. De-
mographics, such as sex, age, marital status, and transmission 
route, were determined through self-reporting. A psychological 
assessment was also conducted through self-reporting: Beck’s De-
pression Inventory (BDI) consisting of 21 questions in Korean 
language to assess depression and State-Trait Anxiety Inventory 
(STAI-X-1) consisting of 20 questions to assess anxiety. The se-
verity of symptoms was determined by dividing the score of the 
survey result into 4 groups [18-20]. ART and treatment adher-
ence, chronic disease, and other related diseases were evaluated 
through patient interviews and medical records. The blood test 
results were considered valid up to 3 months of a particular peri-
od of time. Data on AIDS-related/defining diseases that were di-
agnosed by a specialist from 1 year prior to the date of HIV infec-
tion diagnosis to the time of the investigation were collected, and 
history of opportunistic infections, regardless of HIV infection 
diagnosis, was analyzed. In the termination survey, interviews of 
those who completed the study were conducted, and an addition-
al follow-up study was performed, with the help of medical or 
public records, to investigate death of those who dropped out.

Ethics statement 
This is the same purpose as the Korea HIV / AIDS Cohort Study, 

and it is exempt from the research ethics review as it does not in-
volve additional data collection or invasive sample collection.

RESULTS

Demographics
According to the HIV/AIDS notification in Korea by KCDC, 

the total number of patients with HIV infection have increased 
since 2000, and especially since 2010, the number of young adults 
with HIV infection in their 20s has rapidly increased. Most patients 
who participated in the Korea HIV/AIDS cohort study were diag-
nosed with HIV infection between 2006 and 2008, and most of 
them were in their 30s and 40s (Figure 1). There were 1,345 men 
(93.3%) and 97 women (6.7%) with HIV infection. At the time of 
diagnosis, 53.4% of the participants were single, but the number 
slightly decreased to 52.3% at the time of the baseline survey. The 
number of those who were married or living together decreased 
from 25.2% to 24.5%. Moreover, the number of divorced, separat-
ed, and widowed individuals increased from 8.7% at the time of 
diagnosis to 10.6% at the time of the baseline survey. For the trans-
mission route, sexual contact accounts for 94.4%: homosexual 
(34.2%), bisexual (26.2%), and heterosexual (34.0%). For the place 
of transmission, 61.6% of the participants were from Korea, 11.2% 
were from other countries, and 27.2% did not disclose their loca-

tion. Approximately 805 (55.8%) of the participants reported hav-
ing symptoms of acute HIV infection within 1 year of HIV diag-
nosis (Table 1).

Psychological factors
There were 771 (53.4%) and 798 (55.3%) who had valid scores 

in the self-reporting of the baseline survey. At the time of the base-
line survey, 17.6% and 13.2% of the respondents had severe de-
pression and anxiety, respectively, but after 2 years and 6 months, 
the proportion decreased to 13.3% and 8.5%, respectively (Figure 2).

Antiretroviral therapy 
Of the total participants, 1,285 (89.1%) participants received 

ART. The most common types of initial treatment were as follows: 
two nucleoside reverse transcriptase inhibitors and protease in-

Table 1. General characteristics of research participants

Variables n (%)

Gender
Men 1,345 (93.3)
Women 97 (6.7)

Marital status at HIV diagnosis
Single 770 (53.4)
Married/living together 364 (25.2)
Separated/divorced/widowed 125 (8.7)
Others 141 (9.8)
Missing 42 (2.9)

Marital status at baseline
Single 754 (52.3)
Married/living together 353 (24.5)
Separated/divorced/widowed 153 (10.6)
Others 140 (9.7)
Missing 42 (2.9)

Acute symptom of HIV
Yes 805 (55.8)
No 578 (40.1)
Unknown 43 (3.0)
Missing 16 (1.1)

Transmission mode
Homosexual 493 (34.2)
Bisexual 378 (26.2)
Heterosexual 491 (34.0)
Transfusion/blood products 5 (0.3)
Injected drug use 1 (0.1)
Vertical transmission 0 (0.0)
Others 5 (0.3)
Unknown/no answer 70 (4.9)

Transmission place
Korea 889 (61.6)
Abroad 161 (11.2)
Unknown 392 (27.2)

HIV, human immunodeficiency virus. 
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hibitors (n= 716, 55.7%), one nucleoside reverse transcriptase in-
hibitors and one non-nucleoside reverse transcriptase inhibitor 
(n= 372, 28.9%), two nucleoside reverse transcriptase inhibitors 
and integrase inhibitors (n= 138, 10.7%), and others (n= 59, 4.6%).

In the ART adherence survey, 35.0% of patients failed to take 
their medication on time, and 13.5% skipped the medication once 
a month. Approximately 91.1% did not adhere to the medication 
due to side effects, followed by 5.3% who had a fear of revealing 
diagnosis to others.

The CD4 T cell count was 59.0%, 43.8%, and 45.0%, and the 
amount of the HIV RNA was 55.4%, 40.8%, and 41.9% in immu-
noassay within 3 months based on the time of diagnosis, the time 
of initial treatment start, and the time of initial treatment finish, 
respectively. The median CD4 T cell count at diagnosis was 229.5 
(IQR, 85.5 to 360.5), decreased to 179 (IQR, 60 to 279) at the start 
of the initial treatment and then recovered to 331 (IQR, 185 to 
465) the end of the initial treatment. The HIV viral load was de-
creased from 63,207.5 copies/mL at diagnosis and 77,100 copies/
mL before treatment to 41 copies/mL after the treatment accord-
ing to the changes in the CD4 T cell count (Table 2).

Prevalence of AIDS-related/defining and  
opportunistic infectious diseases

Of 1,442 participants, 240 (16.6%) were diagnosed with HIV-
related tuberculosis (TB), and 135 (9.4%) were diagnosed with 
HIV-related syphilis. The prevalence rates were 65 (4.5%) for oro-
pharyngeal candidiasis, 53 (3.7%) for pneumococcal pneumonia, 
and 39 (2.7%) for cytomegalovirus infection. Regarding the ques-

tion of the infectivity of lifelong opportunistic diseases, 386 
(26.7%) participants reported that they had been diagnosed with 
pneumocystis pneumonia, and 155 (10.7%) had been diagnosed 
with candidiasis (Table 3) currently or previously (including pre-
HIV infection diagnosis).

Prevalence of chronic and other diseases
The results of the diagnosis of chronic and other diseases showed 

that the most common disease was syphilis (n= 403, 27.9%), fol-
lowed by dyslipidemia as endocrine disease (n= 271, 18.8%), hy-
pertension as cardiovascular disease (n= 173, 12.0%), condyloma 
as sexually transmitted diseases (n= 149, 10.3%), and diabetes as 
endocrine disease (n= 101, 7.0%) (Figure 3).

Reason for termination
Of 1,442 participants in this study, 509 (35.3%) terminated par-

ticipation in the study due to various reasons. There were 152 drop-
outs (29.9%), 95 consent withdrawals (18.7%), and 84 deaths (16.5%). 
Additionally, 55 patients (10.8%) could not complete the study 
because of poor health, etc. Of 84 deaths, 15 (17.9%) deaths were 
related to AIDS, and 7 (8.3%) of the others were identified as AIDS 
non related deaths (Table 4).

DISCUSSION

Unlike those in other infectious diseases, symptoms of HIV in-
fection are difficult to recognize early, it has a natural course of 
diseases that causes AIDS to develop slowly as it deteriorates after 

Figure 2. Depressed and anxious states of HIV-infected persons

Baseline 3rd visit 5th visit Baseline 3rd visit 5th visit

BDI scores STAI-X-1 scores
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Figure 2. Depression and anxiety status of patients with HIV infection. Values are presented as number. HIV, human immunodeficiency 
virus; BDI,  Beck’s Depression Inventory; STAI-X-1,  State-Trait Anxiety Inventory. 1Minimal: <10; mild: 10-15; moderate: 16-23; severe: >-24. 
2Minimal: <52; mild: 52-56; moderate: 57-61; severe: >-62. 
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about 2 to 15 years. For such reasons, it is difficult to recognize 
the condition such as the exact transmission route at the time of 
infection. In a report on the population with HIV infection by re-
gion states, in the Asia-Pacific region including Korea, there are 
5.2 million individuals with HIV infection as of 2017, and approx-
imately 280,000 individuals (16% of the newly infected patients 
worldwide in 2017) were predicted to be newly infected [2]. A 

study in the USA predicted that 21% of the infected population 
were undiagnosed [21]. In Korea, there are also difficulties in eval-
uating the exact number of the patients with infection because 
most cases are accidentally found during regular examination or 
diagnosis for other health issues [15] rather than during voluntary 

Table 2. Characteristics of antiretroviral therapy (ART)

Characteristics  n (%) or median [IQR]

ART
   Yes  1,285 (89.1) 
   No  157 (10.9) 
Initial ART regimen
   2 NRTI+PI  716 (55.7) 
   2 NRTI+NNRTI  372 (28.9) 
   2 NRTI+INI  138 (10.7) 
   Others1  57 (4.4) 
   Unknown  2 (0.2) 
Frequency of skipping antiretroviral drugs (multiple responses)
   Never once  2,225 (56.6) 
   Once a month  532 (13.5) 
   Once a week  217 (5.5) 
   Once in 2 weeks  208 (5.3) 
   More than twice a week  118 (3.0) 
   Daily  33 (0.8) 
   Others  269 (6.8) 
   Missing  328 (8.4) 
Cause of skipping ART (multiple responses)
   Side effects of antiretroviral drugs  14,318 (91.1) 
   Fear of exposure of diagnosis  834 (5.3) 
   Low socioeconomic status  71 (0.4) 
   Excessive number of pills  45 (0.3) 
   Not eating a meal  58 (0.3) 
   Simply forgot  15 (0.1) 
   Misinformation about ART  11 (0.1) 
   Others  9 (0.1) 
   Missing  359 (2.3) 
CD4 T cell count (within 3 mo)
   At HIV diagnosis 852 (59.0)/229.5 [85.5-360.5]
   At the start of initial ART 563 (43.8)/179 [60-279]
   At finish of initial ART 559 (45.0)/331 [185-465]
HIV RNA (within 3 mo)
   At HIV diagnosis 800 (55.4)/63,207.5  

[14,731.5-224,834.0]
   At the start of initial ART 524 (40.8)/77,100  

[20,200-240,000]
   At finish of initial ART 539 (41.9)/41 [20-342]

IQR, interquartile range; NRTI, nucleoside reverse transcriptase inhibi-
tor; PI, protease inhibitor; NNRTI, non-nucleoside reverse transcriptase 
inhibitor; INI, integrase inhibitor; HIV, human immunodeficiency virus.
1Others: NRTI, 2 NRTI, NRTI+PI, PI, NRTI+NNRTI, 3 NRTI+PI, NRTI+INI+PI, 
NRTI+NNRTI+PI, 3 NRTI, INI, NNRTI+PI.

Table 3. Characteristics of AIDS-related diseases (including oppor-
tunistic infections)

Characteristics n (%)
(n=1,442)1 

AIDS-related/defining diseases2

Tuberculosis (mycobacterium, non-mycobacterium) 240 (16.6)
Syphilis 135 (9.4)
Candidiasis, oropharyngeal (thrush) 65 (4.5)
Pneumocystis carinii pneumonia 53 (3.7)
Cytomegalovirus disease 39 (2.7)
Herpes zoster 28 (1.9)
Candidiasis, esophageal 22 (1.5)
Herpes simplex 20 (1.4)
H�erpes simplex virus: bronchitis, pneumonia, or    

esophagitis
20 (1.4)

Peripheral neuropathy 9 (0.6)
HIV-related encephalopathy 7 (0.5)
Wasting syndrome due to HIV 6 (0.4)
Kaposi’s sarcoma 5 (0.3)
Idiopathic thrombocytopenic purpura 4 (0.3)
Burkitt’s lymphoma 4 (0.3)
Pneumonia (recurrent) 4 (0.3)
Candidiasis, vulvovaginal 3 (0.2)
Cryptococcosis, extrapulmonary 2 (0.1)
Cryptosporidiosis, chronic intestinal (>1 mo) 2 (0.1)
Immunoblastic lymphoma 2 (0.1)
Progressive multifocal leukoencephalopathy 1 (0.1)
Toxoplasmosis of brain 1 (0.1)
Cervical dysplasia (moderate or severe) 1 (0.1)

Opportunistic infection3

Pneumocystis carinii pneumonia 386 (26.7)
Candida 155 (10.7)
Cytomegalovirus 76 (5.3)
Cryptococcus neoformans 8 (0.6)
Toxoplasma 4 (0.3)
Salmonella 2 (0.1)

AIDS, acquired immune deficiency syndrome; HIV, human immunode-
ficiency virus.
1Total prevalence rate.   
2Diagnosis since a year before HIV infection diagnosis to survey date.
3A lifelong diagnosis experience regardless of the time of HIV diagnosis; 
No frequency of occurrence of bacillary angiomatosis, listeriosis, pelvic 
inflammatory disease, candidiasis of bronchi, trachea, or lungs, cocci
diodomycosis, disseminated or extrapulmonary, isosporiasis, chronic in-
testinal (>1 month duration), herpes simplex virus with chronic ulcer(s) 
(>1 month duration), histoplasmosis, disseminated or extrapulmonary, 
salmonella septicemia (recurrent), cervical cancer (invasive), primary 
lymphoma of the brain.
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HIV screening test. In 2017, there were 1,191 patients with new 
HIV infection, and 12,320 were reported for the cumulative in-
fection status of domestic HIV/AIDS in Korea. Approximately 
11.7% of these patients were registered in the study, this is large 
rather than the other HIV studies [22-24]. The cohort data 
showed similar sex ratio (approximately 93% of men and 7% of 
women) and the most common transmission route (sexual be-
havior) with the HIV/AIDS notification report. This study found 
that 94% of infections were caused by sexual contact. Approxi-
mately 60% of these infections were contacted with same-sex or 
bi-sex, and this was higher than the result of the survey by expert 
in the public health center [15], which found that, of 11,604 re-

spondents with infection, approximately 42.6% obtained the in-
fection through heterosexual behavior, and 33% through homo-
sexual or bisexual behavior. As mentioned in previous studies, 
building rapport with medical professionals through institution 
visits for treatment for a long period rather than relying on the 
epidemiological report, which is designed for a one-time investi-
gation to report infections, might have attributed to the results 
[24].

Several previous national and global studies have found that 
individuals with HIV/AIDS are concerned about exposure of the 
diagnosis due to social prejudice. In fact, this social stigma influ-
ences treatment adherence [25] and increases the incidence rate 
of mental health issues, including anxiety [26], depression [27-
29], suicidal ideation [30], and quality of life [31] compared to the 
population without infection [32-39]. This study showed the con-
sistent result that the elderly population had a higher depression 
score (p=0.004), and the anxiety test, performed within 6 months 
of the time of HIV infection diagnosis, showed a high score (p=  
0.007). Although the survival rate has been improved by the de-
velopment of therapeutic medications, patients are still more like-
ly to develop severe depression during long-term treatment and 
severe anxiety soon after diagnosis due to social stigma.

UNAIDS has developed a strategy to combat AIDS: 90-90-90 
(90% of patients with HIV infection are aware of their diseases, 
90% are using medication, and 90% remain to have viral suppres-
sion) and continuously monitor the progress. According to re-
ports, 75% of individuals with infection worldwide know their in-
fection status, 79% have been treated, and 81% will remain in the 
virus suppression state through treatment [1]. This study showed 
a high treatment rate of approximately 90%. In some cases, com-

Table 4. Characteristics of termination survey

Variables n (%)

Termination rate 509 (35.3)
Cause of termination

Loss to follow up (2 yr) 152 (29.9)
Withdraw consent 95 (18.7)
Death 84 (16.5)
Withdrawal of the hospital’s research 70 (13.8)
Changing hospital 52 (10.2)
Immigration 1 (0.2)
Others 55 (10.8)

Cause of death
AIDS-related death 15 (17.9)
Non-AIDS-related death 7 (8.3)
Unknown/missing 62 (73.8)

AIDS, acquired immune deficiency syndrome.

Figure 3. Prevalence of non-AIDS-related diseases.  AIDS, acquired immune deficiency syndrome.
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binations of medications other than the recommended therapeu-
tic agents (2NRTI+PI, 2NRTI+NNRTI, 2NRTI+INI) were pre-
scribed during the initial treatment. This might be due to the chal-
lenges in accurate investigation in the case of the first treatment 
experience in another hospital. In this study, 260 patients (20.2% 
of the total treatment experience, 94.9% of the 274 subjects who 
had the test result from both beginning and end of the initial treat-
ment) had lower amount of virus compared to that in the pre-treat-
ment. Of 539 patients who had the HIV viral load results imme-
diately after initial treatment, 281 (52.1%) had < 50 copies/mL of 
HIV, which means that approximately 52% of individuals with in-
fection had successful viral suppression through initial treatment.

Previously, various coinfection diseases such as opportunistic 
infections and AIDS-related/defining diseases were the main in-
dicators of increased mortality rate in HIV infected patients. Re-
cently, the number of patients with coinfection diseases with HIV 
has been decreasing due to development of various ARTs. The 
participants in this study still showed high rates of simultaneous 
infections of syphilis, TB (including mycobacterium TB and non-
mycobacterium TB), and pneumocystis pneumonia. Based on 
the facts that the mean CD4 T cell count at diagnosis was low and 
372 (43.7%) of 852 participants had a CD4 T cell count at diagno-
sis of < 200, it can be deduced that the HIV infection was diag-
nosed late [40]. Studies also revealed that a late HIV diagnosis is 
likely to cause an active spread of infection to others, as the 
amount of the virus is not suppressed and missing critical period 
could lead to less effective treatment, and an increased risk of 
AIDS and death [41]. Comparing 345 participants who had both 
CD4 T cell at the time of diagnosis and HIV viral load at the start 
and end of the initial treatment, of 184 who had the serological 
AIDS (< 200 of CD4 T cells counts) at the time of diagnosis, only 
41.9% had viral suppression under 50 copies/mL after initial 
treatment. However, 57.8% of 161 participants with > 200 CD4 T 
cells counts at the time of diagnosis successfully inhibited the 
amount of HIV viral after the initial treatment (p= 0.003). These 
results suggest that strategies are required for early diagnosis and 
timely treatment for efficient outcome of treatment and reduction 
in the simultaneous incidence of AIDS-related/defining diseases.

An overwhelming number of patients reported that they skipped 
medication due to the side effects, and this was consistent with 
the results of previous domestic studies that pointed out that the 
main reason for changing treatment medication was the reason of 
side effects [42]. The side effects of medication can influence treat-
ment adherence, and low adherence is associated with treatment 
failure; therefore, ongoing follow-up and related studies are needed.

It is important for HIV infected patients to receive medical at-
tention to prevent further HIV transmission because it becomes 
more challenging to prevent the spread of HIV infection if the vi-
rus is not successfully suppressed due to low treatment adherence 
even if a patient is aware of HIV infection but misses the critical 
period of treatment. As of 2019, the repeat rate was 64.7%, and 
the adjusted repeat rate was 68.7%, excluding those who were un-
able to participate due to death or loss to follow-up:

This study aims to maintain a repeat rate of ≥ 80%, except for 
the terminator. In the future, it is necessary to identify the causes 
that reduce the reinvestigation rate. In addition, survival analysis 
can be conducted by investigating the causes and date of death, 
but in this study, the data that contained the information about 
death could not be insufficient, causes related to most deaths were 
missing (73.8% of deaths). In the future, it is necessary to recon-
firm the medical records for the cause of death or repeat survey 
using HIV notification data and study the causes or the rate of 
non-AIDS related deaths, which has recently increased.

To prevent and manage HIV/AIDS at the national level, early 
diagnosis and appropriate treatment are crucial to prevent the 
spread of HIV infection and ensure a healthy life for patients. This 
study provides data that identify the characteristics of 10% of in-
dividuals with HIV infection using the only multicenter HIV/
AIDS cohort study data in Korea. However, it has limitations that 
most participants were diagnosed between 2006 and 2008 and the 
average age at the time of the cohort registration was approximate-
ly 40 years, indicating that there is an insufficient number of new-
ly infected patients and young adults. In the future, the recruitment 
of newly infected young adults is suggested to continue to observe 
the changing clinical epidemiological indicators of patients with 
infection and identify the causes of death to develop appropriate 
domestic medical guidelines.

SUPPLEMENTARY MATERIALS

Korean version is available at http://www.e-epih.org/.

CONFLICT OF INTEREST

The authors have no conflicts of interest to declare for this study.

ACKNOWLEDGEMENTS 

This study was supported by a grant for the Chronic Infectious 
Disease Cohort Study (Korea HIV/AIDS Cohort Study) from the 
Korea Centers for Disease Control and Prevention (2016-ER5103-
02).

We would like to express our sincere gratitude to the research-
ers who are actively conducting research for the patients and par-
ticipants for providing valuable materials in the Korea HIV/AIDS 
Cohort Study.

AUTHOR CONTRIBUTIONS 

Conceptualization: YC, BYC. Data curation: SIK, JK, JYC, SWK, 
JYS, YJK, DWP, HYK, HJC. Formal analysis: YC. Funding acqui-
sition: MKK, YHS, MY. Methodology: YC, SMK, BYC. Project 

Repeat rate =

Adjusted repeat rate =

the No. of participants who are currently in the study except for those who terminated participating study

the No. of participants who initially registered for the HIV/AIDS cohort study in Korea

the No. of participants who are currently in the study except for those who terminated participating study

(the No. of participants who initially registered for the HIV/AIDS cohort study in Korea – the No. of deaths)



Epidemiol Health 2019;41:e2019037

  |    www.e-epih.org  8

administration/investigation: SIK. Visualization: YC. Writing - 
original draft: YC. Writing - review & editing: YC, BYC, SMK, 
SIK, JK, JYC, SWK, JYS, YJK, DWP, HYK, HJC, MKK, YHS, MY. 

ORCID 

Yunsu Choi: https://orcid.org/0000-0001-7682-7993; Bo Youl 
Choi: https://orcid.org/0000-0003-0115-5736; Soo Min Kim: htt-
ps://orcid.org/0000-0002-6822-9050; Sang Il Kim: https://orcid.
org/0000-0001-9361-7381; June Kim: https://orcid.org/0000-0002-
0337-8573; Jun Yong Choi: https://orcid.org/0000-0002-2775-3315; 
Shin-Woo Kim: https://orcid.org/0000-0002-3755-8249; Joon Young 
Song: https://orcid.org/0000-0002-0148-7194; Youn Jeong Kim: 
https://orcid.org/0000-0001-5870-1801; Dae Won Park: https://or-
cid.org/0000-0002-7653-686X; Hyo Youl Kim: https://orcid.org/ 
0000-0001-7827-902X; Hee-Jung Choi: https://orcid.org/0000-0002-
1468-4074; Mee-Kyung Kee: https://orcid.org/0000-0001-7361-8811; 
Young Hyun Shin: https://orcid.org/0000-0003-1895-3275; Myeo-
ngsu Yoo: https://orcid.org/0000-0001-8542-8898.

REFERENCES

1.	 Joint United Nations Programme on HIV/AIDS. HIV preven-
tion 2020 road map:  accelerating HIV prevention to reduce new 
infections by 75% [cited 2019 Oct 16]. Available from:  https://
www.unaids.org/sites/default/files/media_asset/hiv-prevention-
2020-road-map_en.pdf.

2.	 Joint United Nations Programme on HIV/AIDS. 2018 global 
HIV statistics [cited 2019 Aug 12]. Available from: https://www.
unaids.org/sites/default/files/media_asset/UNAIDS_FactSheet_
en.pdf.

3.	 Chorba TL, Holman RC, Clarke MJ, Evatt BL. Effects of HIV in-
fection on age and cause of death for persons with hemophilia A 
in the United States. Am J Hematol 2001;66:229-240.

4.	 Antiretroviral Therapy Cohort Collaboration. Causes of death in 
HIV-1-infected patients treated with antiretroviral therapy, 1996-
2006: collaborative analysis of 13 HIV cohort studies. Clin Infect 
Dis 2010;50:1387-1396. 

5.	 Palella FJ Jr, Baker RK, Moorman AC, Chmiel JS, Wood KC, 
Brooks JT, et al. Mortality in the highly active antiretroviral ther-
apy era: changing causes of death and disease in the HIV outpa-
tient study. J Acquir Immune Defic Syndr 2006;43:27-34.

6.	 Weber R, Sabin CA, Friis-Møller N, Reiss P, El-Sadr WM, Kirk O, 
et al. Liver-related deaths in persons infected with the human im-
munodeficiency virus: the D:A:D study. Arch Intern Med 2006; 
166:1632-1641.

7.	 Monforte Ad, Abrams D, Pradier C, Weber R, Reiss P, Bonnet F, 
et al. HIV-induced immunodeficiency and mortality from AIDS-
defining and non-AIDS-defining malignancies. AIDS 2008;22: 
2143-2153.

8.	 Reisler RB, Han C, Burman WJ, Tedaldi EM, Neaton JD. Grade 4 
events are as important as AIDS events in the era of HAART. J 
Acquir Immune Defic Syndr 2003;34:379-386.

9.	 Núñez MJ, Martín-Carbonero L, Moreno V, Valencia E, Garcia-
Samaniego J, Castillo JG, et al. Impact of antiretroviral treatment-
related toxicities on hospital admissions in HIV-infected patients. 
AIDS Res Hum Retroviruses 2006;22:825-829.

10.	 Detels R, Jacobson L, Margolick J, Martinez-Maza O, Muñoz A, 
Phair J, et al. The multicenter AIDS Cohort Study, 1983 to …. 
Public Health 2012;126:196-198.

11.	 Swiss HIV Cohort Study, Schoeni-Affolter F, Ledergerber B, Rick-
enbach M, Rudin C, Günthard HF, et al. Cohort profile: the Swiss 
HIV Cohort study. Int J Epidemiol 2010;39:1179-1189.

12.	 UK Collaborative HIV Cohort Steering Committee. The creation 
of a large UK‐based multicentre cohort of HIV‐infected individ-
uals: the UK Collaborative HIV Cohort (UK CHIC) Study. HIV 
Med 2004:5:115-124.

13.	 Lohse N, Hansen AB, Jensen-Fangel S, Kronborg G, Kvinesdal B, 
Pedersen C, et al. Demographics of HIV-1 infection in Denmark: 
results from the Danish HIV Cohort Study. Scand J Infect Dis 
2005;37:338-343.

14.	 Anastos K, Gange SJ, Lau B, Weiser B, Detels R, Giorgi JV, et al. 
Association of race and gender with HIV-1 RNA levels and im-
munologic progression. J Acquir Immune Defic Syndr 2000;24: 
218-226.

15.	 Korea Centers for Disease Control. Korea notification of HIV/
AIDS in 2017 [cited 2019 Aug 12]. Available from: http://www.
cdc.go.kr/CDC/cms/content/mobile/23/139823_view.html (Ko-
rean).

16.	 Korea Centers for Disease Control. Korea national policy for HIV/ 
AIDS management in 2019 [cited 2019 Aug 12]. Available from: 
http://www.cdc.go.kr/CDC/cms/content/mobile/15/142215_view. 
html (Korean).

17.	 Choi BY, Choi JY, Han SH, Kim SI, Kee MK, Kim MJ, et al. Korea 
HIV/AIDS Cohort Study: study design and baseline characteris-
tics. Epidemiol Health 2018;40:e2018023. 

18.	 Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inven-
tory for measuring depression. Arch Gen Psychiatry 1961;4:561-
571.

19.	 Spielberger CD, Gorsuch RL, Lushene R, Vagg PR, Jacobs GA. 
State-trait anxiety inventory for adults: sampler set manual, in-
strument and scoring guide; 1983 [cited 2019 Oct 16]. Available 
from: http://www.mhshelps.com/download/State%20Trait%20
Anxiety%20Inventory%20Sampler%20Set%20Instrument%20
and%20Scoring%20Guide.pdf.

20.	 Kim JT. Relationship between trait anxiety and sociality [disser-
tation]. Seoul: Korea University; 1978 (Korean).

21.	 Mugavero MJ. Improving engagement in HIV care: what can we 
do? Top HIV Med 2008;16:156-161.

22.	 CASCADE Collaboration. Survival after introduction of HAART 
in people with known duration of HIV-1 infection. Lancet 2000; 
355:1158-1159.

23.	 Becker JT, Kingsley LA, Molsberry S, Reynolds S, Aronow A, 
Levine AJ, et al. Cohort profile: recruitment cohorts in the neu-
ropsychological substudy of the Multicenter AIDS Cohort Study. 
Int J Epidemiol 2015;44:1506-1516.



Choi Y et al. : Clinical and epidemiological characteristics of PLWHA

www.e-epih.org    |  9

24.	 Kim JM, Choi JY, Jeong WY, Seong H, Kim SW, Kim WJ, et al. 
Mode of human immunodeficiency virus transmission in Korea: 
the Korea HIV/AIDS Cohort Study. Korean J Med 2018;93: 379-
386 (Korean).

25.	 Rintamaki LS, Davis TC, Skripkauskas S, Bennett CL, Wolf MS. 
Social stigma concerns and HIV medication adherence. AIDS 
Patient Care STDS 2006;20:359-368.

26.	 Ivanova EL, Hart TA, Wagner AC, Aljassem K, Loutfy MR. Cor-
relates of anxiety in women living with HIV of reproductive age. 
AIDS Behav 2012;16:2181-2191.

27.	 Gonzalez A, Solomon SE, Zvolensky MJ, Miller CT. The interac-
tion of mindful-based attention and awareness and disengage-
ment coping with HIV/AIDS-related stigma in regard to concur-
rent anxiety and depressive symptoms among adults with HIV/
AIDS. J Health Psychol 2009;14:403-413. 

28.	 Rueda S, Gibson K, Rourke SB, Bekele T, Gardner S, Cairney J, et 
al. Mastery moderates the negative effect of stigma on depressive 
symptoms in people living with HIV. AIDS Behav 2012;16:690-
699.

29.	 Ciesla JA, Roberts JE. Meta-analysis of the relationship between 
HIV infection and risk for depressive disorders. Am J Psychiatry 
2001;158:725-730.

30.	 Capron DW, Gonzalez A, Parent J, Zvolensky MJ, Schmidt NB. 
Suicidality and anxiety sensitivity in adults with HIV. AIDS Pa-
tient Care STDS 2012;26:298-303.

31.	 Vyavaharkar M , Moneyham L, Murdaugh C, Tavakoli A. Factors 
associated with quality of life among rural women with HIV dis-
ease. AIDS Behav 2012;16:295-303. 

32.	 Greeff M, Uys LR, Wantland D, Makoae L, Chirwa M, Dlamini P, 
et al. Perceived HIV stigma and life satisfaction among persons 
living with HIV infection in five African countries: a longitudinal 
study. Int J Nurs Stud 2010;47:475-486.

33.	 Vance DE. Self-rated emotional health in adults with and without 

HIV. Psychol Rep 2006;98:106-108.
34.	 Ammassari A, Antinori A, Aloisi MS, Trotta MP, Murri R, Barto-

li L, et al. Depressive symptoms, neurocognitive impairment, and 
adherence to highly active antiretroviral therapy among HIV-in-
fected persons. Psychosomatics 2004;45:394-402.

35.	 Cherner M, Masliah E, Ellis RJ, Marcotte TD, Moore DJ, Grant I, 
et al. Neurocognitive dysfunction predicts postmortem findings 
of HIV encephalitis. Neurology 2002;59:1563-1567.

36.	 Meade CS, Graff FS, Griffin ML, Weiss RD. HIV risk behavior 
among patients with co-occurring bipolar and substance use dis-
orders: associations with mania and drug abuse. Drug Alcohol 
Depend 2008;92:296-300.

37.	 Nakimuli-Mpungu E, Musisi S, Mpungu SK, Katabira E. Clinical 
presentation of bipolar mania in HIV-positive patients in Ugan-
da. Psychosomatics 2009;50:325-330.

38.	 Reid S, Dwyer J. Insomnia in HIV infection: a systematic review 
of prevalence, correlates, and management. Psychosom Med 2005; 
67:260-269.

39.	 Rubinstein ML, Selwyn PA. High prevalence of insomnia in an 
outpatient population with HIV infection. J Acquir Immune Def-
ic Syndr Hum Retrovirol 1998;19:260-265.

40.	 Kim NJ. Trend in CD4+ cell counts at diagnosis in human im-
munodeficiency virus-infected persons in Korea. Infect Chem-
other 2017;49:155-157.

41.	 Centers for Disease Control and Prevention (CDC). Missed op-
portunities for earlier diagnosis of HIV infection--South Caroli-
na, 1997-2005. MMWR Morb Mortal Wkly Rep 2006;55:1269-
1272.

42.	 Kim MS, Shin SY, Park YS, Kim YA, Ku NS, Kim JH, et al. Thera-
peutic response of HAART and analysis of related factors in Ko-
rean HIV-infected persons. Infect Chemother 2007;39:142-150 
(Korean).


