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As more US HIV surveillance programs routinely use late HIV diagnosis to monitor and characterize HIV testing patterns, there
is an increasing need to standardize how late HIV diagnosis is measured. In this study, we compared two measures of late HIV
diagnosis, one based on time between HIV and AIDS, the other based on initial CD4+ results. Using data from Washington’s
HIV/AIDS Reporting System, we used multivariate logistic regression to identify predictors of late HIV diagnosis. We also
conducted tests for trend to determine whether the proportion of cases diagnosed late has changed over time. Both measures
lead us to similar conclusions about late HIV diagnosis, suggesting that being male, older, foreign-born, or heterosexual increase
the likelihood of late HIV diagnosis. Our findings reaffirm the validity of a time-based definition of late HIV diagnosis, while at
the same time demonstrating the potential value of a lab-based measure.

1. Background

Approximately one in five people living with HIV in the
United States is unaware of their HIV status [1]. Research
suggests that many of these individuals—at least a quarter of
a million people—regularly receive health care services, yet
they are not tested for HIV [2]. These missed opportunities
are costly, preventing early detection of HIV infection and
prolonging the HIV epidemic within our nation [3]. The
National HIV/AIDS Strategy includes a goal to reduce
HIV infections by increasing the proportion of infected
individuals who know their status, from an estimated 79%
to 90% by 2015 [4]. Accomplishing this goal will require
a substantial increase in HIV testing. Moreover, prevention
programs will need better ways to identify and characterize
people who are at risk for HIV but who are not routinely
tested for HIV.

Routine HIV screening, which leads to early diagnosis, is
an efficacious and cost-effective strategy for HIV prevention
[5–7]. Early diagnosis of HIV infection can reduce the costs
of HIV treatment, improve health outcomes, and prevent
others from becoming exposed to the virus [8–11]. Since
2006, the U.S. Centers for Disease Control and Prevention

(CDC) have recommended that all adult and adolescent
patients in health care settings be regularly screened for HIV,
regardless of known risk behaviors [2]. Similar recommen-
dations have been issued by the World Health Organization
and by the American College of Physicians [12]. Patients
and health care providers are encouraged to consider routine
HIV screening as a standard medical practice, similar to
screenings performed for other chronic health conditions,
such as cancer and cardiovascular disease.

A growing number of US HIV surveillance programs are
routinely monitoring late HIV diagnosis, or the proportion
of new HIV cases that are diagnosed late in the course of
their HIV illness. Late HIV diagnosis is a measure of program
performance within the Washington State Department of
Health’s HIV Prevention Program and is currently one of
three HIV-related metrics which are being used by CDC’s
Winnable Battles effort to monitor and support state-specific
progress towards curbing the HIV epidemic [13]. Surveil-
lance data describing late HIV diagnosis provide a measure
of HIV testing frequency and help characterize HIV-infected
people who are unaware of their HIV status. Yet, there is
currently a lack of consensus regarding how late diagnosis
should be measured. More than 20 different measures of late
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diagnosis have been cited in various publications [14]. In
2009, the European Late Presenter Consensus working group
established a harmonized definition of late HIV diagnosis
[15]. However, in the US, a standard definition has yet to
be adopted. Most surveillance programs use a time-based
approach in which newly diagnosed HIV cases defined as
late are individuals diagnosed with AIDS within a short-time
period after initial diagnosis of HIV infection, for example
one month [16], three months [17], twelve months [18–20],
or even 3 years [21]. However, this approach can require
a lengthy follow-up period and hinges on our somewhat
limited ability to determine when a diagnosis first occurred.
Also, the chosen time interval between diagnosis of HIV and
AIDS often varies across jurisdictions. The inconsistencies
in defining late HIV diagnosis make examination of factors
associated with late diagnosis difficult [17].

Outside the United States, surveillance programs com-
monly use initial CD4+ T-cell count to determine a patient’s
stage of HIV illness at the time of diagnosis [22]. This
approach is not dependent on long-term follow-up and
could provide a more reliable and comparable definition for
late diagnosis of HIV infection. Yet, while the completeness
of laboratory data has improved over time, many US
jurisdictions remain wary of potential bias associated with
the incomplete reporting of laboratory results [17]. This is
also a concern in Washington state, where comprehensive
HIV laboratory reporting has only been in place since 2006.

We designed this study with three objectives in mind.
First, we wish to inform state and local HIV prevention
efforts by characterizing people with HIV who are diagnosed
late in the course of their HIV illness. Second, we wish
to determine whether the proportion of new HIV cases
diagnosed late has changed over the past decade. Third, we
compare two alternative measures of late HIV diagnosis,
evaluating whether these measures lead us to similar or
different conclusions about late HIV diagnosis in our state,
and whether stated concerns about bias associated with
either measure are justified.

2. Methods

We used surveillance data from Washington state’s core
HIV/AIDS reporting system (eHARS). This data system
contains information about all individuals who have received
a confidential diagnosis of HIV or AIDS while residing
in Washington. The state also maintains a comprehensive
laboratory reporting system which can be linked to eHARS
and which contains all reported CD4+ T-cell test results
associated with each HIV/AIDS case.

We analyzed adult cases, ages 18 years and older, who
were diagnosed with HIV infection while residing in Wash-
ington state between 2000 and 2009. The time-based measure
defines a case as late if the individual is diagnosed with AIDS
within 12 months of initial HIV diagnosis. In our analysis of
the time-based measure, we excluded cases with incomplete
or missing dates of HIV or AIDS diagnosis (missing either
month or year). When calculating the time-based measure,
we also excluded cases diagnosed with HIV in 2009, since

reporting delays would prevent us from being able to identify
all cases that received an AIDS diagnosis within the 12-
month follow-up period. The lab-based measure defines
cases as late if the initial CD4+ T-cell count is <350 cells/mL,
based on current WHO recommendations for HIV treatment
initiation. We excluded cases from our analysis if the initial
lab result was based on a specimen collected ≥90 days after
HIV diagnosis.

We used SAS software (version 9.2) to generate descrip-
tive statistics and conduct logistic regression, with relative
likelihood for late HIV diagnosis described using adjusted
odds ratios. Covariates in the multivariate regression model
included gender, age at HIV diagnosis, race and Hispanic
ethnicity, mode of HIV exposure, county of residence (at
diagnosis), and foreign-born status.

To test for trends over time, we used a JoinPoint
regression program (version 3.0) developed by the National
Cancer Institute. Slope was calculated based on the model
ln(y) = xb. Standard error of the dependent variable was
based on the assumption that the underlying data fit a
Poisson distribution. Annual percent change (APC) was used
to describe change in the proportion of cases diagnosed late
over time. APC assumes that rate of change occurs as a
constant percentage over a defined time period.

3. Results

Among the 5,639 new HIV cases in Washington state
between 2000 and 2009, 91% had adequate data to calculate
a time-based measure of late HIV diagnosis (Table 1). All
but one of the cases with incomplete data were diagnosed
in 2009, which was too recent to determine whether an
AIDS diagnosis took place during the 12-month follow-up
period. Over the same time period, 71% of new cases had
documentation of a valid CD4+ T-cell test result within 90
days of HIV diagnosis. While the proportion of cases without
a CD4+ T-cell laboratory result was relatively high (29%), it
appeared to decrease over time, from 35% in 2000 to only
17% in 2009. Regardless of measure, cases with complete
data generally resembled those with missing or incomplete
data. There were no statistical differences by gender or
race/ethnicity. However, we did observe small but statistically
significant differences with respect to age at HIV diagnosis,
mode of HIV exposure, and county of residence (lab-based
measure only).

Overall, a lower proportion of new HIV cases was diag-
nosed late using the time-based measure (37%) compared
with the lab-based measure (56%; Table 2). However, within
demographic and risk strata, the adjusted odds of being a
late HIV diagnosis were similar regardless of measure. Men
in our sample had 1.9–2.5 times the odds of being diagnosed
late compared to women. We also found strong evidence for
a positive association between late diagnosis and increasing
age at HIV diagnosis. For example, older adults (ages 45 and
older) had 1.8–2.2 times greater odds of being diagnosed
late than did adults in their late twenties and early thirties.
New HIV cases reporting heterosexual exposure had more
than twice the odds of late diagnosis compared to those
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Table 1: Comparing cases meeting two definitions of late HIV diagnosis, 2000–2009.

Lab-based measure of late diagnosis
Time-based measure of late diagnosis

Late Not late Missing Total

No. (% of total) No. (% of total) No. (% of total) No. (% of total)

Late 1575 (28) 432 (8) 236 (4) 2243 (40)

Not late 113 (2) 1450 (26) 209 (4) 1772 (31)

Missing 216 (4) 1317 (23) 91 (2) 1624 (29)

Total 1904 (34) 3199 (57) 536 (10) 5639 (100)

Table 2: Characteristics of late HIV diagnoses, including adjusted∗ odds ratios, Washington state, 2000–2009.

Time-based late measure Lab-based late measure

2000–2008 2000–2009

(Late = AIDS within 12 months) (Late = CD4+ T-cell < 350 cells/mL)

No. % Late Odds ratio (95% CI)∗ No. % Late Odds ratio (95% CI)∗

Total late HIV diagnoses 1904 37% n/a n/a 2243 56% n/a n/a

Gender

Male 1622 38% 1.88 (1.53–2.31) 1905 56% 2.54 (1.98–3.25)

Female 282 36% Reference 338 54% Reference

Race/ethnicity

White, NH 1077 34% Reference 1273 51% Reference

Black, NH 382 42% 1.20 (1.01–1.43) 423 61% 1.21 (0.98–1.48)

Hispanic 273 43% 1.33 (1.07–1.65) 348 66% 1.61 (1.26–2.05)

Asian 80 44% 1.35 (0.95–1.90) 102 65% 1.34 (0.92–1.95)

NHOPI∗∗ 11 46% 1.68 (0.71–3.95) 11 55% 1.08 (0.43–2.71)

AI/AN 45 48% 1.68 (1.09–2.60) 44 67% 1.94 (1.13–3.34)

Multiple/unknown 36 39% 1.45 (0.93–2.28) 42 61% 1.72 (1.03–2.87)

Age at HIV diagnosis

18–25 yrs 91 16% 0.42 (0.33–0.54) 150 38% 0.57 (0.45–0.72)

25–34 yrs 479 30% Reference 601 51% Reference

35–44 yrs 753 41% 1.59 (1.38–1.83) 847 59% 1.38 (1.18–1.62)

45 yrs and over 581 50% 2.18 (1.85–2.57) 645 65% 1.82 (1.51–2.18)

Mode of HIV exposure

MSM 971 33% Reference 1202 52% Reference

IDU 179 42% 1.44 (1.15–1.81) 160 57% 1.41 (1.07–1.87)

MSM/IDU 97 25% 0.72 (0.56–0.92) 119 41% 0.67 (0.52–0.86)

Heterosexual 284 44% 1.92 (1.53–2.41) 318 57% 2.51 (1.90–3.32)

Blood/pediatric 7 50% 2.23 (0.75–6.58) 7 64% 1.85 (0.56–6.12)

NIR 366 51% 2.04 (1.67–2.48) 437 71% 2.62 (2.06–3.34)

Residence at HIV diagnosis

Inside King county 1049 34% Reference 1298 53% Reference

Outside King county 855 42% 1.36 (1.20–1.53) 945 61% 1.37 (1.19–1.58)

Country of origin

US-born 1352 35% Reference 1567 52% Reference

Foreign-born 552 46% 1.26 (1.06–1.51) 676 67% 1.34 (1.09–1.64)
∗

Adjusting for gender, race/ethnicity, risk category, age at HIV diagnosis, residence in King County, and foreign-born status.
∗∗Native Hawaiian or other Pacific Islander.

categorized as men who have sex with men (MSM). Non-
MSM male cases, including those with no identified risk
category, actually had among the highest proportions of
late diagnoses: 54% and 75% according to the time-based
and lab-based measures, respectively. Cases residing outside

King County at the time of HIV diagnosis had odds of late
diagnosis that were nearly 1.4 times larger than cases residing
inside King County.

Foreign-born status was strongly associated with late
HIV diagnosis. Overall, the odds of late diagnosis were
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Table 3: Late HIV diagnoses by race/ethnicity and foreign-born status, Washington State, 2000–2009.

Time-based late measure Lab-based late measure

2000–2008 2000–2009

(Late = AIDS within 12 months of HIV) (Late = initial CD4 < 350)

No. % Late Odds ratio (95% CI)∗ No. % Late Odds ratio (95% CI)∗

US-born

White, NH 1011 34% Reference 1190 51% Reference

Black, NH 196 37% 1.07 (0.87–1.31) 203 55% 1.09 (0.86–1.38)

Hispanic 58 30% 0.98 (0.70–1.37) 83 57% 1.51 (1.06–2.16)

Asian 12 39% 1.59 (0.75–3.39) 15 54% 1.34 (0.62–2.88)

NHOPI∗∗ 3 30% 1.10 (0.27–4.42) 3 38% 0.69 (0.16–2.98)

AI/AN 43 49% 1.67 (1.06–2.61) 40 65% 1.68 (0.96–2.93)

Multiple/unknown 29 37% 1.35 (0.82–2.21) 33 58% 1.65 (0.95–2.86)

Foreign-born

White, NH 66 31% Reference 83 53% Reference

Black, NH 186 49% 2.16 (1.42–3.30) 220 69% 1.76 (1.08–2.88)

Hispanic 215 48% 2.33 (1.61–3.37) 265 70% 2.16 (1.43–3.27)

Asian 68 46% 2.03 (1.28–3.22) 87 67% 1.72 (1.03–2.88)

NHOPI 8 43% 3.41 (1.08–10.8) 8 67% 2.11 (0.58–7.65)

AI/AN 2 33% 1.68 (0.29–9.85) 4 100% n/a

Multiple/unknown 7 54% 3.13 (0.96–10.2) 9 75% 2.48 (0.61–10.1)
∗

Adjusting for gender, risk category, age at HIV diagnosis, and residence in King County.
∗∗Native Hawaiian or other Pacific Islander.

about 1.3 times greater among cases born outside the
United States versus those born within. However, foreign-
born status seemed to confound the association between
race/ethnicity and late HIV diagnosis (Table 3). Among
cases born in the US, there was generally little evidence
to suggest an association between race/ethnicity and late
HIV diagnosis. The odds of late diagnosis among US-
born American Indians and Alaska Natives (AI/AN) were
about 1.7 times larger than those among US-born whites.
Using the lab-based measure, US-born Hispanics had 1.5
times greater odds of late diagnosis compared to their
white counterparts. However, the time-based measure pro-
vided no evidence for such an association. Among cases
born outside the US, differences in the odds of late
diagnosis were much greater between racial/ethnic groups.
Among foreign-born cases, nonwhite cases had 1.7–3.4
times greater odds of late diagnosis compared to white
cases.

Statewide, there is some evidence to suggest that the
occurrence of late HIV diagnosis has decreased over the
past decade (Figure 1). JoinPoint regression of both measures
showed an average decrease of about 2 percent per year.
However, only the slope associated with the lab-based
measure (APC = −2.00) was statistically significant at the
P = 0.05 level. Most of the change appears to be explained by
significant decreases in late diagnosis among US-born cases
(APC =−2.53), which comprise roughly 75% of all new HIV
cases in Washington (Figure 2). The proportion of new HIV
cases that are foreign-born has steadily risen over the past
decade.

4. Discussion

As our state’s HIV epidemic nears the end of its third
decade, the proportion of new HIV cases which are
diagnosed late remains unacceptably high. Although CDC
recommendations for the expansion of HIV testing have
been in place for more than five years, a substantial propor-
tion of new cases is still being detected late in the course of
their HIV illness, after the point at which treatment should
have been initiated. Statewide, declines in late HIV diagnosis
over the past ten years appear to be minimal. Indeed, our
findings support the notion that targeted HIV testing efforts,
which depend heavily on patient and provider perceptions
of HIV risk, cannot by themselves reduce the number of
HIV-infected people who are infected but unaware of their
status [3, 23]. Many of the characteristics we observed
to be associated with late HIV diagnosis, such as being
heterosexual, or residing in a rural area, are not traditionally
considered strong indicators of HIV risk. Therefore, HIV
testing efforts need to be broadened to include people who
are at elevated risk for HIV but who are, for a variety of
reasons, not getting tested.

Men in our sample were more likely to be diagnosed
late than women. This finding is consistent with several
published studies [24–26]. However, other attempts to char-
acterize the association between gender and late diagnosis
have proven inconclusive [18, 27]. Using either measure of
late diagnosis, the difference in the proportions of male and
female cases that were diagnosed late was relatively small
(<2%), suggesting the direction of the gender association
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Figure 1: New HIV diagnoses and proportions that were diagnosed
late, by year of HIV diagnosis, Washington State, 2000–2009.
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Figure 2: Trends in late HIV diagnosis (lab-based) and foreign-
born status, Washington State, 2000–2009.

could be sensitive to relatively minor differences in testing
patterns. As reported elsewhere, we observed men with mode
of transmission categorized as MSM or MSM/IDU to be
among the least likely to be a late HIV diagnosis [28]. These
cases comprise the majority of HIV cases in Washington
state. However, since these risk categories do not by defini-
tion contain female cases, they were effectively ignored by
our multivariate regression model, with gender comparisons
and resulting odds ratios limited mainly to cases falling into
three risk categories: heterosexuals, injection drug users, and
cases with no identified risk factors.

Although women are generally less likely to perceive
themselves as being at risk for HIV, which would seem
to favor late diagnosis, they typically demonstrate higher
utilization of health services compared to men, and HIV
testing is more widely accessible to women as result of both
prenatal HIV screening as well as cervical cancer screening
[29, 30]. On the other hand, the association between gender
and late diagnosis could also be influenced by lower levels of
HIV testing within certain male subgroups, some of whom
may actually be MSM but have not been reported as such. For
example, research suggests that male Latinos at risk for HIV
tend to get tested for HIV less frequently, and often do not

identify as being gay or bisexual despite engaging in MSM
behaviors [31–35].

We expected a positive correlation between increasing
age and late diagnosis. The very act of delaying testing
requires the passage of time, and as time passes, people get
older. Also, as the body ages, CD4+ T-cell counts tend to
naturally decrease [36]. This results in a less-effective specific
immune response, leading to greater viremia and less time to
AIDS among individuals who seroconvert [37, 38]. Finally,
some research indicates that older MSM test less often than
younger MSM [39].

Overall, we expected a stronger relationship between
race/ethnicity and late diagnosis than we observed, given the
widely documented lower testing rates among racial/ethnic
minorities [16, 21]. While crude associations were apparent,
racial/ethnic differences in late diagnosis were substantially
smaller once we controlled for foreign-born status. The
increased risk for late diagnosis among Native Americans
is consistent with other evidence showing higher levels of
poverty and limited access to health services within this
population [40]. Likewise, late diagnosis among Hispanics
could be due to barriers to HIV testing, particularly stigma-
induced fear of testing positive and difficulty communicating
with providers among individuals who do not speak English
[41, 42].

Our finding that foreign-born status confounds the
associations between race/ethnicity and late HIV diagnosis is
consistent with other published findings [2, 18, 43]. While
foreign-born cases are more likely than US-born cases to
be diagnosed late, it is difficult to determine how much of
this increased likelihood is due to lower HIV testing versus
other reasons. As result of strict HIV surveillance reporting
requirements in the US, some foreign-born cases could be
diagnosed outside the US but lack required documentation
to demonstrate that a previous diagnosis took place. This
could result in misclassification bias, causing some foreign-
born cases to appear as late diagnoses when they really are
not. Needs assessments data have suggested that as many
as one quarter of foreign-born HIV cases diagnosed in our
state were actually diagnosed at least one year earlier than
the reported date of HIV diagnosis [32, 44]. Yet, differences
in testing behaviors could also be explained by other factors
associated with recent immigration to the US, such as
poor access to HIV testing services, language barriers, social
isolation, financial instability, or lack of knowledge about
HIV [16, 27, 45].

4.1. Data Completeness and Limitations. Differences between
cases with and without supporting data were relatively small
and similar between late measures. The similarity in findings
suggests that both measures would be prone to the same
kinds of minimal bias.

The completeness of data supporting the time-based
measure is higher than that of the lab-based measure in our
study. However, this is heavily dependent on the duration of
the chosen observation period. Had we evaluated late HIV
diagnosis over a five-year time period, completeness would
have been lower for the time-based definition.
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Although we tend to assume that people with AIDS
have serious health conditions that compel them to seek
treatment, not all cases who develop AIDS seek care in
a timely manner. Thus we may have misclassified some
cases categorized as “not late” because although they have
progressed to AIDS, they have not yet been linked to care or
reported to our surveillance system. The time-based measure
is also a subject to reporting delays associated with the
diagnosis of HIV and AIDS, as well as our ability to monitor
diagnoses that take place either out-of-state or outside the
country.

Completeness of the data for the lab-based measure
is strongly dependent on whether a given jurisdiction has
implemented comprehensive lab reporting. Nevertheless, we
are aware that a growing proportion of providers in our state
are using out-of-state labs to process HIV-related specimens.
Laws governing the reporting of laboratory results vary by
state [46]. Although Washington has laws intended to ensure
the comprehensive reporting of all HIV and AIDS test results,
these laws do not apply to laboratories located outside state
borders. Hence, many CD4+ T-cell results likely remain
unreported each year, especially if they do not correspond to
an HIV or AIDS case definition, such as CD4+ T-cell counts
over 200.

The logistic regression models were based on cross-
sectional comparisons and do not indicate whether testing
patterns have changed over time. Cases with complete data
necessary to calculate either measure of lateness might not
be representative of all new HIV cases, resulting in selection
bias. Moderate case counts resulted in lower stratified cell
sizes and wider confidence intervals that prevented our
ability to detect trends in late diagnosis within stratified sub-
groups.

The adjusted odds ratios generated by our logistic
regression model provide an indication of which variables
are associated with late HIV diagnosis in our state, as well
as some idea as to relative strength of those associations.
However, since late HIV diagnosis is a common event within
our sample, the odds ratios likely represent a substantial
overestimation of corresponding relative risks.

Among new HIV cases categorized as foreign-born in our
analysis, approximately 20% are missing information about
country of birth. Although some of these cases might actually
have been born in the US, we do not consider this to be
a large limitation. By misclassifying some native-born cases
as foreign-born, we would essentially dilute the latter group,
making them appear more like native-born cases than they
actually are. Accurate classification of these cases would likely
result in better separation between native and foreign-born
cases, which would likely improve our ability to measure an
association and strengthen our findings.

4.2. Strengths and Future Implications. To our knowledge,
this is the first study which uses HIV surveillance data to
compare two measures of late HIV diagnosis. Our results
indicate that both measures point to the same risk factors
for late HIV diagnosis. The relative strength and direction of
these associations were also very similar.

The lab-based measure is more clinically relevant because
it is based on the current recommendations for treatment
initiation and can be easily modified as the standard of care
evolves. In addition, it allows the inclusion of at least one
additional year of data (the most recent). As our laboratory
reporting system matures, and with the expected intro-
duction of health information exchanges, the quality and
completeness of laboratory data should continue to improve
over time [47]. Among the 536 cases with missing data
needed to calculate the time-based measure, nearly half were
identified as late using the lab-based measure. On the other
hand, using both measures together could provide a broader
and potentially more informative understanding of late diag-
nosis, offering additional information about cases that lack
adequate data to support either one measure or the other.

Strengths of our study include the use of nine years of
statewide surveillance data as well as an evaluation of two
different ways of measuring late HIV diagnosis. Also, our
use of multiple logistic regression allowed us to control for
numerous potential confounders. Our results reaffirm the
validity of a time-based definition of late HIV diagnosis,
while at the same time demonstrating the potential value of a
lab-based measure. Moreover, because it is a subject to fewer
potential limitations, the lab-based measure might be a better
alternative in jurisdictions with comprehensive laboratory
reporting.

Acknowledgment

The authors would like to thank Eric Ossiander, Ph.D. of
the Center for Health Statistics at the Washington State
Department of Health for help with the statistical issues.

References

[1] U.S. CDC, “HIV prevalence estimates-United States, 2006,”
Morbidity and Mortality Weekly Report, vol. 57, no. 39, pp.
1073–1076, 2008.

[2] U.S. CDC, “Revised recommendations for HIV testing of
adults, adolescents, and pregnant women in health-care
settings,” Morbidity and Mortality Weekly Report, vol. 55, pp.
1–17, 2006.

[3] T. C. Jenkins, E. M. Gardner, M. W. Thrun, D. L. Cohn,
and W. J. Burman, “Risk-based human immunodeficiency
virus (HIV) testing fails to detect the majority of HIV-
infected persons in medical care settings,” Sexually Transmitted
Diseases, vol. 33, no. 5, pp. 329–333, 2006.

[4] White House Office of National AIDS Policy, National HIV/
AIDS Strategy for the United States, The White House, 2010.

[5] R. P. Walensky, K. A. Freedberg, M. C. Weinstein, and A. D.
Paltiel, “Cost-effectiveness of HIV testing and treatment in the
United States,” Clinical Infectious Diseases, vol. 45, no. 4, pp.
S248–S254, 2007.

[6] S. D. Pinkerton, D. R. Holtgrave, and C. L. Galletly, “Infections
prevented by increasing HIV serostatus awareness in the
United States, 2001 to 2004,” Journal of Acquired Immune
Deficiency Syndromes, vol. 47, no. 3, pp. 354–357, 2008.

[7] L. E. Sullivan and D. A. Fiellin, “The case for routine HIV
screening and impact of managed care,” The American Journal
of Managed Care, vol. 16, no. 13, pp. S345–351, 2010.



AIDS Research and Treatment 7

[8] M. Fisher, “Late diagnosis of HIV infection: major con-
sequences and missed opportunities,” Current Opinion in
Infectious Diseases, vol. 21, no. 1, pp. 1–3, 2008.

[9] R. O. Valdiserri, “Late HIV diagnosis: bad medicine and worse
public health,” PLoS Medicine, vol. 4, no. 6, pp. 0975–0976,
2007.

[10] L. R. Bisset, R. W. Cone, W. Huber et al., “Highly active
antiretroviral therapy during early HIV infection reverses
T-cell activation and maturation abnormalities. Swiss HIV
Cohort Study,” AIDS, vol. 12, no. 16, pp. 2115–2123, 1998.

[11] M. J. Mugavero, C. Castellano, D. Edelman, and C. Hicks,
“Late diagnosis of HIV infection: the role of age and sex,”
American Journal of Medicine, vol. 120, no. 4, pp. 370–373,
2007.

[12] A. Qaseem, V. Snow, P. Shekelle, R. Hopkins, and D. K.
Owens, “Screening for HIV in health care settings: a guidance
statement from the American College of Physicians and HIV
Medicine Association,” Annals of Internal Medicine, vol. 150,
no. 2, pp. 125–131, 2009.

[13] U.S. CDC, “CDC health disparities and Inequalities report-
United States, 2011,” Morbidity and Mortality Weekly Report,
vol. 60, pp. 87–89, 2011.

[14] B. Gazzard and J. Lundgren, “The HIV in Europe 2007
initiative: issues, challenges and opportunities for addressing
optimal testing and earlier care,” HIV Medicine, vol. 9,
supplement 2, pp. 1–40, 2008.

[15] A. Antinori, T. Coenen, D. Costagiola et al., “Late presentation
of HIV infection: a consensus definition,” HIV Medicine, vol.
12, no. 1, pp. 61–64, 2011.

[16] H. I. Hall, K. McDavid, Q. Ling, and A. Sloggett, “Determi-
nants of progression to AIDS or death after HIV diagnosis,
United States, 1996 to 2001,” Annals of Epidemiology, vol. 16,
no. 11, pp. 824–833, 2006.

[17] B. Yang, S. K. Chan, N. Mohammad et al., “Late HIV diagnosis
in Houston/Harris County, Texas, 2000-2007,” AIDS Care, vol.
22, no. 6, pp. 766–774, 2010.

[18] S. Schwarcz, L. Hsu, J. W. Dilley, L. Loeb, K. Nelson, and S.
Boyd, “Late diagnosis of HIV infection: trends, prevalence,
and characteristics of persons whose HIV diagnosis occurred
within 12 months of developing AIDS,” Journal of Acquired
Immune Deficiency Syndromes, vol. 43, no. 4, pp. 491–494,
2006.

[19] J. J. Neal and P. L. Fleming, “Frequency and predictors
of late HIV diagnosis in the United States, 1994 through
1999,” in Proceedings of the 9th Conference on Retroviruses and
Opportunistic Infections, abstract no. 474-M, 2002.

[20] W. A. Duffus, K. Weis, L. Kettinger, T. Stephens, H. Albrecht,
and J. J. Gibson, “Risk-based HIV testing in south carolina
health care settings failed to identify the majority of infected
individuals,” AIDS Patient Care and STDs, vol. 23, no. 5, pp.
339–345, 2009.

[21] U.S. CDC, “Late HIV testing -34 states, 1996–2005,” Morbidity
and Mortality Weekly Report, vol. 58, no. 24, pp. 661–665,
2009.

[22] E. Girardi, C. A. Sabin, and A. D. Monforte, “Late diagnosis
of HIV infection: epidemiological features, consequences and
strategies to encourage earlier testing,” Journal of Acquired
Immune Deficiency Syndromes, vol. 46, no. 1, pp. S3–S8, 2007.

[23] Institute of Medicine, No Time to Lose: Getting More from HIV
Prevention, National Academy Press, 2001.

[24] E. Girardi, A. Sampaolesi, M. Gentile, G. Nurra, and G.
Ippolito, “Increasing proportion of late diagnosis of HIV
infection among patients with AIDS in Italy following intro-
duction of combination antiretroviral therapy,” Journal of

Acquired Immune Deficiency Syndromes, vol. 25, no. 1, pp. 71–
76, 2000.

[25] J. Castilla, P. Sobrino, L. De La Fuente, I. Noguer, L. Guerra,
and F. Parras, “Late diagnosis of HIV infection in the era of
highly active antiretroviral therapy: consequences for AIDS
incidence,” AIDS, vol. 16, no. 14, pp. 1945–1951, 2002.

[26] V. Borghi, E. Girardi, S. Bellelli et al., “Late presenters in
an HIV surveillance system in Italy during the Period 1992–
2006,” Journal of Acquired Immune Deficiency Syndromes, vol.
49, no. 3, pp. 282–286, 2008.

[27] D. F. Johnson, F. J. Sorvillo, A. R. Wohl et al., “Frequent failed
early HIV detection in a high prevalence area: implications for
prevention,” AIDS Patient Care and STDs, vol. 17, no. 6, pp.
277–282, 2003.

[28] S. E. Kellerman, J. S. Lehman, A. Lansky et al., “HIV testing
within at-risk populations in the United States and the reasons
for seeking or avoiding HIV testing,” Journal of Acquired
Immune Deficiency Syndromes, vol. 31, no. 2, pp. 202–210,
2002.

[29] E. Couturier, V. Schwoebel, C. Michon et al., “Determinants
of delayed diagnosis of HIV infection in France, 1993-1995,”
AIDS, vol. 12, no. 7, pp. 795–800, 1998.

[30] U.S. CDC, National Health Interview Survey, 2006.
[31] C. Lopez-Quintero, R. Shtarkshall, and Y. D. Neumark,

“Barriers to HIV-testing among Hispanics in the United States:
analysis of the National Health Interview Survey, 2000,” AIDS
Patient Care and STDs, vol. 19, no. 10, pp. 672–683, 2005.

[32] J. B. Carr, “The Latitude Study: HIV testing among Latino men
who have sex with men,” Washington State and Public Health-
Seattle King County HIV/AIDS Epidemiology Report, vol. 1, pp.
31–40, 2009.

[33] R. A. Brooks, M. A. Etzel, E. Hinojos, C. L. Henry, and M.
Perez, “Preventing HIV among Latino and African American
gay and bisexual men in a context of HIV-related stigma,
discrimination, and homophobia: perspectives of providers,”
AIDS Patient Care and STDs, vol. 19, no. 11, pp. 737–744,
2005.

[34] R. J. Wolitski, K. T. Jones, J. L. Wasserman, and J. C. Smith,
“Self-identification as ”down low” among men who have sex
with men (MSM) from 12 US cities,” AIDS and Behavior, vol.
10, no. 5, pp. 519–529, 2006.

[35] A. R. Wohl, J. Tejero, and D. M. Frye, “Factors associated
with late HIV testing for Latinos diagnosed with AIDS in Los
Angeles,” AIDS Care, vol. 21, no. 9, pp. 1203–1210, 2009.

[36] S. E. Langford, J. Ananworanich, and D. A. Cooper, “Predic-
tors of disease progression in HIV infection: a review,” AIDS
Research and Therapy, vol. 4, article no. 11, 2007.

[37] R. B. Geskus, L. Meyer, J. B. Hubert et al., “Causal pathways
of the effects of age and the CCR5-Δ32, CCR2-64I, and SDF-1
3′A alleles on AIDS development,” Journal of Acquired Immune
Deficiency Syndromes, vol. 39, no. 3, pp. 321–326, 2005.

[38] CASCADE Collaboration, “Determinants of survival follow-
ing HIV-1 seroconversion after the introduction of HAART,”
The Lancet, vol. 362, no. 9392, pp. 1267–1274, 2003.

[39] D. J. Helms, H. S. Weinstock, K. C. Mahle et al., “HIV testing
frequency among men who have sex with men attending
sexually transmitted disease clinics: implications for HIV
prevention and surveillance,” Journal of Acquired Immune
Deficiency Syndromes, vol. 50, no. 3, pp. 320–326, 2009.

[40] P. M. Barnes, P. F. Adams, and E. Powell-Griner, “Health
characteristics of the American Indian or Alaska Native
adult population: United States, 2004–2008,” National Health
Statistics Reports, no. 20, pp. 1–22, 2010.



8 AIDS Research and Treatment

[41] M. R. Solorio and F. H. Galvan, “Self-reported HIV antibody
testing among latino urban day laborers,” Journal of the
National Medical Association, vol. 101, no. 12, pp. 1214–1220,
2009.

[42] S. Schwarcz, T. A. Richards, H. Frank et al., “Identifying
barriers to HIV testing: personal and contextual factors
associated with late HIV testing,” AIDS Care, vol. 23, no. 7,
pp. 892–900, 2011.

[43] R. P. Kerani, J. B. Kent, T. Sides et al., “HIV among african-
born persons in the united states: a hidden epidemic?” Journal
of Acquired Immune Deficiency Syndromes, vol. 49, no. 1, pp.
102–106, 2008.

[44] A. Bennet, “Estimating the location of HIV acquisition among
foreign born cases,” in Proceedings of the CSTE Annual
Conference, Atlantic City, NJ, USA, 2005.

[45] T. Crawford, G. Caldwell, H. M. Bush et al., “Foreign born
status and HIV/AIDS: a comparative analysis of HIV/AIDS
characteristics among foreign and U.S. born individuals,”
Journal of Immigrant Minority Health. In press.

[46] U.S. CDC, Surveillance Brief: Surveillance Systems Supported by
the Division of HIV/AIDS Prevention, 2011.

[47] C. M. DesRochesand and M. W. Painter, Health Information
Technology in the United States: Moving toward Meaningful
Use, Robert Wood Johnson Foundation, 2010.


	Background
	Methods
	Results
	Discussion
	Data Completeness and Limitations
	Strengths and Future Implications

	Acknowledgment
	References

