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CONCLUSION
Earlier presentation to care and earlier initiation of ART would substantially reduce mortality among HIV-infected persons in Latin 
America, mainly during the first year after enrollment. Interventions to improve early diagnosis and linkage to care are 
particularly needed.
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BACKGROUND
We were interested in assessing the impact of late HIV diagnosis and late ART initiation on mortality among people living with HIV 
in Latin America. Thus, we estimated the proportion of deaths among HIV-infected adults receiving care at CCASAnet sites that 
could be attributed to late presentation to care (LP), late ART initiation (LI) and no ART initiation (NI). Our purpose was to 
highlight the potential impact of implementing strategies that reduce the time between HIV infection and diagnosis, linkage to 
care, and ART initiation in our region.

METHODS 
In this observational, multicenter, cohort study including HIV-infected adults (≥18 years) enrolled at six centers in Latin America 
(Buenos Aires, Argentina; Rio de Janeiro, Brazil; Santiago, Chile; Tegucigalpa, Honduras; Mexico City, Mexico; and Lima, Peru) from 
2001 to 2014, we estimated the Population Attributable Fraction (PAF) and the Attributable Risk of death due to LP, LI and NI.
•LP was defined as CD4 ≤200 cells/µL or AIDS at clinic enrollment. 
•LI was defined as failing to start ART before CD4 ≤200 cells/µL or AIDS. 
The primary endpoint was all-cause mortality. 
We compared mortality in LP vs. non-LP; LI vs. non-LI among non-LP; and ART initiation vs. NI among LP. 
We used weighted Cox regression and marginal structural models to estimate survival probabilities used in calculating the PAF.

RESULTS
Among 9,229 patients, 5,162 (56%) were LP (Fig 1). Patient characteristics at enrollment (baseline) are summarized in Table 1.

email: p.belaunz@infecto.mx

The estimated PAF of mortality for LP was 0.78, 0.58, and 0.43 at 1, 5, and 10 years after enrollment, meaning 78% of all deaths 
during the first year after enrollment would have been prevented if Late Presentation to care had been completely eliminated.
The estimated attributable risk of death for LP was 0.86, 0.71, and 0.58 at 1, 5, and 10 years after enrollment, meaning 86% of 
deaths among LP during the first year after enrollment would have been prevented if LP had been completely eliminated.

Figure 1: Distribution of subjects included for the analysis and cumulative mortality  

Figure 2. Survival probability after enrollment in care according to HIV disease stage at enrollment and treatment initiation

Table 2. Attributable deaths and Fraction Attributable Population of deaths due to late presentation to care (LP), delayed ART 
initiation among non-LP (LI), and no ART initiation among LP (NI) at one, five and ten years after enrollment.

A. Late presentation (LP) vs non-LP C. Initiating ART 
vs not initiating among LP

B. Late ART initiation (LI)
vs non-LI among non-LP 

Time after 

enrollment

Attributable deaths 

Proportion (95%CI)

Population Attributable Fraction

Proportion (95%CI)

LP
LI

among non-LP
NI

among LP LP
LI

among non-LP
NI

among LP

One year 0.86 (0.81, 0.92) 0.46 (-0.09, 0.77) 0.72 (0.54, 0.87) 0.78 (0.7, 0.86) 0.25 (-0.03, 0.56) 0.12 (0.06, 0.26)

Five years 0.71 (0.64, 0.78) 0.55 (-0.03, 0.86) 0.8 (0.7, 0.85) 0.58 (0.49, 0.67) 0.28 (-0.01, 0.67) 0.05 (0.03, 0.08)

Ten years 0.58 (0.47, 0.69) 0.47 (0.1, 0.8) NA 0.43 (0.33, 0.54) 0.21 (0.03, 0.53) NA

Characteristic
Measurement

(N=9229)
Age in years * 34 (28-42)
Male, n(%) 6952 (75%)
CD4 count * 198 (68-381)
AIDS 2941 (32%)
Route, n(%)

Heterosexual 4160 (45%)
Homosexual 3915 (42%)
Other 195 (2%)
Unknown 959 (10%)

Table 1: Baseline characteristics

* Median and interquartile ranges
The estimated overall survival probability at 10 years was 84% (95%CI = 82%, 86%) for LP 
and 93% (95%CI = 92%, 94%) for non-LP. Among non-LP, overall hazard of death was 1.56 
higher (95%CI =1.27, 2.26) for those with delayed ART initiation (LI)



RESULTS 

CONCLUSION 

 

• Retrospective analysis of all patients presenting to our outpatient infectious disease clinic at Lausanne University Hospital following HIV diagnosis 
• Study period: 1st  January 2010 to 31st  December 2015.  
 
• For each patient we recorded: 

• general demographic data (age, sex, geographical origin, parental status, marital status, risk factors for HIV acquisition) 
• data on the clinical characteristics of HIV infection at diagnosis (CD4 count, presence/absence of  AIDS defining illness, mode of HIV acquisition)  
• data on health resource utilisation in the previous five years (previous inpatient/outpatient visits to our hospital; chronic disease(s) requiring follow-up) 
• HIV testing data (date of previous HIV test, reasons for performing HIV testing, place of testing) 
 

• For each medical visit during the five years preceding diagnosis we examined whether an HIV test should have been performed according the 2015 FOPH 
  HIV testing recommendations. 
• If a test was not performed, the visit was considered a missed opportunity for HIV testing (MO). 

INTRODUCTION 

METHODS 

• Late presentation to HIV care is defined as patients first presenting for HIV care with a CD4 count below 350 cells/mm3. 
• Late presentation occurs in 49.8% of patients newly enrolled in the Swiss HIV Cohort Study (SHCS). 
 
• The Swiss Federal Office of Public Health (FOPH) has published new HIV testing recommendations since 2007 
• The FOPH HIV testing recommendations of May 2015  propose provider initiated counselling and testing (PICT) in the situations summarized in table 1 

 
 
 
 
 
 

 
 

•We aimed to describe the characteristics of newly diagnosed patients presenting to our clinic and ascertain if HIV infection could have been diagnosed earlier. 
 

 

• Almost half our patients had at least one MO during the 5 years before HIV diagnosis.  
• Most MOs were due to HIV testing not being performed in patients with an epidemiological risk for HIV infection 
• Men who have sex with men, patients from Sub-Saharan Africa and patients with a chronic illness were at a higher risk of having a MO 
  
• MOs were less frequent in late presenters suggesting that late presentation in our population occurs through patient-related or policy-related factors 
(reduced perception of risk and / or reduced access to HIV testing) rather than to physician-related delays in offering HIV testing 

• 201 patients presented to our clinic during the study period. 
• Reasons for initial positive HIV screening and the distribution of the type of MOs are summarized in Figure 1.  
• Table 2 summarizes the characteristics of our population and risk factors for having MOs.  
• Table 3 summarizes the type of clinical presentation. 
 

• MOs were less frequent in late presenters than in patients presenting with an initial CD4 count > 350 cells/mm3 (ᵡ2=9.14, p = 0.03) 
• Median CD4 count at diagnosis of patients with MOs was significantly higher than for patients without MOs (351 cell/mm3 vs 244 cells/mm3, p < 0.01) 
 

Insights into missed opportunities for earlier testing in newly diagnosed patients 
referred for HIV care to a Swiss teaching hospital between 2010 and 2015 

Service of Infectious Diseases, Lausanne University Hospital, Lausanne, Switzerland  
  

Loïc Lhopitallier, Estelle Moulin, Matthias Cavassini, Katharine E. A. Darling 

loic.lhopitallier@chuv.ch 
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Symptoms of acute HIV infection  

AIDS-defining illness  

People presenting with diseases for which the prevalence of undiagnosed HIV infection is > 0.5% 

Pregnancy 

Introduction of immunosuppressive treatment  

Epidemiological risk factors (men who have sex with men, people from high prevalence settings, injecting drug users, people with multiple partners) 

Table 1: Situations in which an HIV test is recommended according to the 2015 FOPH recommendations 

Reasons for performing an HIV 
screening test  

Type of missed opportunity 
Disease for which the prevalence 
of HIV is > 0.5% 
Epidemiological risk 

Symptoms of acute HIV infection 

Patient initiated 

AIDS defining illness 

Pregnancy 

Introduction of 
immunosuppressive treatment 

Figure 1: Reasons for performing HIV testing 

Risk factor studied  No missed 
opportunities, n(%) 

Any missed 
opportunity, n(%) 

Multivariate analysis  
(adjusted OR ±95% CI) 

Age (years) 
18-29 23 (41%) 33 (59%) reference value 
30-49 59 (52.7%) 53 (47.3%) 0.6 (0.3 – 1.2) 

>50 25 (75.8%) 8 (24.2%) 0.2 (0.1 – 0.7)* 
Sex 

Female 41 (54.7%) 34 (45.3%) 0.7 (0.3 – 1.6) 
Geographical Origin 

Europe, North America 58 (54.7%) 48 (45.3%) reference value 
Sub Saharan Africa 32 (48.5%) 34 (51.5%) 3.5 (1.4 – 8.6)* 

Other  17 (58.6%) 12 (41.4%) 1.0 (0.3 – 2.7)  
Chronic Illness 

Yes 15 (37.5%) 25 (62.5%) 4.5 (1.8 – 11.1)* 
Mode of transmission  

Heterosexual  67 (58.8%) 47 (41.2%) reference value 
Men who have sex with men  29 (42.6%) 39 (57.4%) 3.3 (1.2 – 9.4)* 

Injecting drug users 3 (33.3%) 6   (66.7%) 2.7 (0.5 – 14.4) 
Other 8 (80%) 2 (20%) 0.3 (0.1 – 1.6)  

Previous HIV test   
None 72 (60.5%) 47 (39.5%) reference value 

≤1 year 12 (42.9%) 16 (57.1%) 1.6 (0.6 -4.4) 
>1 year ago 23 (42.6%) 31 (57.4%) 1.4 (0.7 – 3.1) 

Table 2: Multivariate analysis of risk factors for MOs for HIV diagnosis.  
* denotes statistical significance (p < 0.05).  

Type of clinical presentation No missed 
opportunities, n(%) 

Any missed 
opportunity, n(%) 

Acute HIV infection 13 (43%) 17 (57%) 
Chronic HIV infection  

CD4 count > 350 cells/mm3 28 (43%) 37 (57%) 
Late Presenters (CD4 ≤ 350 cells/mm3) 24 (55%) 20 (45%) 

Advanced Disease (CD4 ≤ 200cells/mm3) 42 (68%) 20 (32%) 
Total : 107 (53%) 94 (47%) 

Table 3: Type of HIV clinical presentation of our study population  



Is it acceptable to ignore  
national HIV testing guidelines?  

Cevik M1, Raha D2, Mutch C1 and Leen C1,3  
1Regional Infectious Diseases Unit, Western General Hospital, Edinburgh, UK,  

2Chalmers Sexual Health Centre, Edinburgh, UK,  
3University of Edinburgh, Centre for Infectious Diseases, UK

• In this cohort one-fourth of patients had CD4 count <200 cells/mL and more than half had CD4 <350 cells/mL.  
• 39% of late presenters had contact with health care facility prior to HIV diagnosis representing missed opportunities for earlier diagnosis.  
• We believe routine testing in all relevant settings should be offered as per national guidelines and additionally outreach activities should be directed 

towards hard to reach populations in order to reduce undiagnosed HIV infection at late diagnosis. 

Background

Conclusion

Methods

• In the UK, almost 90% of patients diagnosed with HIV had initiated 
ART, with 93% of those on ART having a suppressed viral load (1)  

• However approximately one-fourth of all HIV infections in adults still 
remain undiagnosed and approximately 25 per cent of newly 
diagnosed individuals have a CD4 cell count of less than 200 (1) 

• 24 per cent of deaths occurring amongst HIV-positive adults in the 
UK were directly attributable to the diagnosis of HIV being made too 
late for effective treatment (2) 

• Early diagnosis is critical to improve morbidity and mortality, and 
also for the prevention of onward transmission. Late diagnosis has 
been associated with longer hospital stay and increased cost to 
healthcare services (3)

• Using our dedicated HIV database we included all new presenters to 
our HIV services between April 2015 and April 2016.  

• Data were retrospectively collated through electronic patient records. 
Descriptive statistics were performed to examine demographics, 
baseline characteristics and treatments.  

References: 1. PHE Situation Report 2015 - HIV in the UK, Incidence, prevalence and prevention 2. British HIV Association (BHIVA). 2005–6 mortality audit 3. Krentz HB, Auld MC, Gill MJ. The high cost of medical care for patients who 
present late (CD4<200 cells/µL) with HIV infection. HIV Medicine, 2004, 5, 93–8.  4. British HIV Association (BHIVA), UK National Guidelines for HIV Testing 2008 5- Hartney T, Kennedy I, Crook P, Nardone A. Expanded HIV testing in high-
prevalence areas in England: results of a 2012 audit of sexual health commissioners: 2012 audit of expanded HIV testing in England. HIV Med 2014; 15:251–254.  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Figure 1: The UK HIV Treatment cascade, all ages, 2014 

Results

• We aim to assess the newly diagnosed individuals in Lothian where 
prevalence is over 0.2% with no agreed policy to screen for HIV in 
order to understand current testing practice.  

• We also aim to assess current testing practice in Lothian 8 years 
after BHIVA national testing guidelines were published 

• We identified 51 individuals (3 female) who were newly diagnosed with 
HIV. Median age was 35 years (20-73) with 3 individuals >65years.  

• 17 individuals were diagnosed in GUM clinic, 14 in GP practice, 10 in 
secondary care, 6 through outreach services and 3 using self-testing 
kit (Figure 2). 21 individuals diagnosed through routine screening, 5 
contact tracing and 24 individuals presented with clinical symptoms.  

• Median nadir CD4 cell count was 326 cells/mL. However, we observed 
significant differences in those diagnosed in various settings. (Table 1)

• Individuals diagnosed in secondary care and those who used home 
testing kit had significantly lower median CD4 counts, median CD4 
counts of 81 and 114 cells/mL, respectively.  

• Only 6 heterosexual patients (12%) were diagnosed. All had CD4 
count of <350 cells/mL at the time of diagnosis and 50% presented 
with AIDS defining illness. 

• More than half of our cohort (28) had CD4 count <350 cells/mL 
(Figure 3), 10 (36%) of those presented with AIDS defining illness. 

• 11 (39%) of those with CD4 count < 350 cells/mL presented to a 
health care facility in the past year before the diagnosis with a clinical 
indicator of HIV infection.  

• Overall 13 (25%) individuals had CD4 count <200 cells/mL, 8 (16%) 
patients had CD4 <100 cells/mL and especially these patients had 
higher mortality rates.  

• 4 (50%) of those with CD4 count of <100 cells/mL died within 3 
months after diagnosis due to an AIDS defining illness. 

Table 1. Patient demographics

83%  
diagnosed 74%  

on treatment
70%  

undetectable

6%
12%

22%

27%

33%

GUM
GP
Secondary care
Outreach
Home test

Figure 2: HIV diagnosis settings

Outreach GUM GP Home 
test

Secondary 
care Total

Median Age 35 28 36 31 45 35 
(20-73)

MSM:HSM 5:1 17:0 9:2 3:0 11:0 45:3
Female 0 0 3 0 0 3

Median CD4 
count  

(cells/mL)
490  

(275 - 659)
386  

(234-1166)
385  

(40-885)
114  

(68 - 659)
81  

(6-570)
326 

(6-1166)

CD4 <350 (n) 2 8 7 3 8 28 (55%)
CD4 <200 (n) 0 0 2 3 8 13 (25%)
Survival at 1 

year 100% 100% 100% 100% 63% 92.00%

Total 6 (12%) 17 (33%) 14 (27%) 3 (6%) 11 (22%) 51 
(100%)

• Routine testing is recommended in general practice and hospital 
admissions for areas where the diagnosed HIV prevalence in the 
local population is over 1 per 1000 (4); however, evidence suggests 
that adherence to these guidelines is poor (5) 

Figure 3: CD4 count at diagnosis

25%

30%

45%

CD4 >350 
CD4 200-350
CD4 <200
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Background Materials and Methods

Results

Conclusions

The diagnosis of HIV late presenter is associated with a worse clinical
condition, increased rate of HIV transmission and higher health care cost
burden. Recognition of this population could change this outcome.
Our aim was to analyze the characteristics, factors and risk predictors
associated with being late presenter among newly HIV infected patients
on an outpatient clinic in Lisbon during a five year period.

Retrospective analysis of the clinical records of patients older than 18 years, newly diagnosed
with HIV infection admitted to our outpatient clinic between January 2010 and December 2014.
Epidemiological, immunological, clinical and laboratory data were recorded.
European Late Presenter Consensus definition criteria for late presentation (1) were used:
Late presenter (LP): persons presenting for care with a lymphocyte CD4

+ count below 350 cell/uL
or presenting with an AIDS-defining event, regardless of TCD4+ cell count;
Late presenter with advanced disease (LPWAD) is defined by a lymphocyte CD4

+ count below
200 cell/uL or an AIDS defining conditon.

Total	
347	

patients
LP		

42.9%	
(n=	149)

LPWAD		
25.4%											
(n	=	88)

56%

19%

11%

8% 4% 2%

Clinical	investigation Risk	behaviour
Routine Infected	partner
Unknown Others

• There	was	a	high	percentage	of	late	diagnosis	of	HIV	infection	on	our	cohort.	
• The	proportion	of	LP	along	this	period	was	stable.
• This	results	emphasize	the	need	to	promote	a	better	access	to	care	not	only	to	the	
classic	behavioral	risk	groups	like	MSM	and	IVDU	but	mainly	to	the	foreign	
population	and	heterosexual	males.		

Correspondence:	Fábio	Cota	Medeiros	– cotamedeiros@gmail.com

Ø347 newly HIV infected patients were admitted to our outpatient clinic
• 149 (42,9%) meet the criteria for LP;
• 88 (25,4%) were LPWAD.

ØMain sociodemographic groups
• male (68,5%);
• median age of 41 (62,5% were aged between 31 and 50 years old);
• caucasians (71,1%);
• 66,4% were Portuguese;
• almost half of the new HIV diagnosed patients were foreign (48,5%) and 53,2%
of the patients of African origin were LP.

ØThe main route of infection was heterosexual transmission (57,7%).
ØAlthough only 4,6% of newly diagnosed patients were IVDU, 75% of these were LP.
ØThere was a higher number of heterosexual males who were LP than men who have
sex with men (49,1% versus 30,3%).

ØHIV infection diagnosis trigger on the LP group:
• Clinical investigation was the main trigger (55%);
• Only 18.1% were diagnosed by screening due to risk behavior (MSM and IVDU);
• 11% of the LP were diagnosed due to routine test.

ØA total of 52 (34,9%) patients were asymptomatic and 95 (63,8%) fulfilled aids
criteria according to the CDC classification.

ØImunne and virologic status of the LP group:
• median CD4 count was 195 cells/mm3 (4,2 – 724 cells/mm3).
• median viral load was 159 200 copies/mL (303 – 7 578 000 copies/mL)
• 55,7% patients had viral load higher than 5 log10.

ØRate of LP diagnosis throughout these years was stable.

1	- Late	presentation	of	HIV	infection:	a	consensus	definition.	HIV	Medicine	
2011;12:61-64

Figure 1: Distribution of the patients
according to the European Late
Presenter Consensus definitions.
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Figure 2: Distribution of the LP according to the gender (a), race (b) and
nationality (c).
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Figure 3: Distribution of the LP according to HIV route of transmission.
*Men who have sex with men.
** Injection drug user.

Figure 4: Trigger of HIV infection diagnosis among LP.
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Figure 5: Evolution of the rate of LP and LPWAD during the five year period
between 2010 to 2014.
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Background 

The epidemiology of HIV infection changed dramatically in the last few years; however, late diagnosis, associated with increased diseased burden and 
risk of transmission as well as a reduction of the benefits of antiretroviral therapy, continues to be a major issue. The main objectives of this study were 

to identify risk factors related with late presentation and describe the evolution of clinical characteristics of newly diagnosed HIV- infected patients. 

Results 

Methods 

Retrospective observational cohort study of all newly diagnosed HIV-infected patients admitted to our Infectious Diseases Department 
between 2006 and 2015. Data was collected after chart review. For a temporal trends analysis patients were categorized into five time periods: 2006- 

2007; 2008-2009; 2010-2011; 2012-2013; 2014-2015. Continuous variables were expressed as media and standard deviation, and categorical 
variables were expressed as number (percentage). Patient characteristics were compared using chi-square test, independent samples t-test or 

ANOVA, as appropriate. Risk factors for immunity depression were initially investigated through univariate analysis; with the factors identified, a 
multiple logistic regression model was performed. The level of significance considered was p<0.05. Analyses were carried out using SPSS® v22.0. 

Conclusion 

This study reveals that despite the changing epidemiology of HIV infection late presentation is still a major issue in HIV patients. This 
data puts in question the efficacy of campaigns targeting specific groups to improve early diagnosis and raises the question of universal testing of 

HIV infection. 

Clinical characteristics of newly diagnosed HIV- infected patients and risk 
factors for late presentation: a Portuguese cohort 

Clinical Characteristics Total 2006-2007 
(226) 

2008-2009 
(239) 

2010-2011 
(182) 

2012-2013 
(179) 

2014-2015 
(146) 

p 

Gender 
  Male 
  Female 

 
715 (73,6%) 

257 (26,4%) 

 
164 (72.6%) 

62 (27.4%) 

 
158 (66.1%) 

81 (33.9%) 

 
138 (75.8%) 

44 (24.2%) 

 
133 (74.3%) 

46 (25.7%) 

 
122 (83.6%) 

24 (16.4%) 

 
0.005 

Age (mean± SD) 40.78 (13.4) 40.90 (13.3) 42.48 (14.3) 40.74 (13.9) 39.56 (12.3) 39.19 (12.6) 0.101 

Risk of HIV acquisition 
   MSM 
   Heterossexual 
   IDU 
   Others 

 
284 (29,2%) 

603 (62%) 

70 (7,2%) 

15 (1,5%) 

 
41 (18.1%) 

146 (64.6%) 

39 (17.3%) 

0 

 
51 (21.3%) 

173 (72.4%) 

9 (3.8%) 

6 (2.5%) 

 
53 (29.1%) 

118 (64.8%) 

11 (6.0%) 

0 

 
76 (42.5%) 

95 (53.1%) 

7 (3.9%) 

1 (0.6%) 

 
63 (43.2%) 

71 (48.6%) 

4 (2.7%) 

8 (5.5%) 

 
<0.001 

HIV 
   1 
   2 

 
955 (98,3%) 

17 (1,7%) 

 
222 (98.2%) 

4 (1.8%) 

 
232 (97.1%) 

7 (2.9%) 

 
177 (97.3%) 

5 (2.7%) 

 
179 (100%) 

0 

 
145 (99.3%) 

1 (0.7%) 

 
0.129 

Site of referral 
   ID Ward/ER/Other Hospitals 
   Ambulatory clinic 
   Serodiscordant couple/Drug Center/Jails 
   Voluntary testing 
   Blood donation/pregnancy 
   Unknown 

 
374 (38,5%) 

344 (35,4%) 

90 (9,3%) 

110 (11,3%) 

39 (4%) 

15 (1,5%) 

 
88 (38.9%) 

72 (31.9%) 

41 (18.1%) 

13 (5.8%) 

5 (2.2%) 

7 (3.1%) 

 
89 (37.2%) 

87 (36.4%) 

27 (11.3%) 

24 (10%) 

12 (5%) 

0 

 
72 (39.6%) 

74 (40.7%) 

13 (7.1%) 

19 (10.4%) 

4 (2.2%) 

0 

 
65 (36.3%) 

65 (36.3%) 

5 (2.8%) 

34 (19%) 

9 (5%) 

1 (0.6%) 

 
60 (41.1%) 

46 (31.5%) 

4 (2.7%) 

20 (13.7%) 

9 (6.2%) 

7 (4.8%) 

 
<0.001 

Subtype (n=839) 
   B 
   Non- B 

 
397 (40,8%) 

442 (45,5%) 

 
93 (54.1%) 

79 (45.9%) 

 
96 (46.2%) 

112 (53.8%) 

 
70 (45.2%) 

85 (54.8%) 

 
78 (47.3%) 

87 (52.7%) 

 
60 (43.2%) 

79 (56.8%) 

 
0.341 

CD4 cell count (mean± SD) 322 (252.0) 342.33 (305.1) 306.82 (269.8) 308.33(225.2) 306.10 (199.7) 355.18 (258.5) 0.208 

CD4 count categorized 
   <350 
   >350 

 
567 (58,3%) 

405 (41,7%) 

 
132 (58.4%) 

94 (41.6%) 

 
150 (62.8%) 

89 (37.2%) 

 
102 (56%) 

80 (44%) 

 
109 (60.9%) 

70 (39.1%) 

 
74 (50.7%) 

72 (49.3%) 

 
0.177 

Clinical Stage 
    AIDS 
    Non- AIDS 

 
406 (41,8%) 

566 (58,2%) 

 
100 (44.2%) 

126 (55.8%) 

 
118 (49.4%) 

121 (50.6%) 

 
72 (39.6%) 

110 (60.4%) 

 
64 (35.8%) 

115 (64.2%) 

 
52 (35.2%) 

94 (64.4%) 

 
0.021 

Clinical Characteristics CD4 <350 
(n=567) 

CD4> 350 
(n=405) 

p 

Gender 
  Male 
  Female 

 
422 (59.0%) 

145 (56.4%) 

 
293 (41%) 

112 (43,6%) 

 
0.507 
(x2) 

Age (mean± SD) 43.07 (13.7%) 37.58 (12.37%) <0.001 
(t test) 

Risk of HIV acquisition 
   MSM 
   Heterossexual 
   IDU 
   Others 

 
129 (45.4%) 

378 (62.6%) 

50 (71.4%) 

10 (66.7%) 

 
155 (54,6%) 

225 (37,3%) 

20 (28,6%) 

5 (33,3%) 

 
<0.001 

(x2) 

Site of referral 
   ID Ward/ER/Other Hospitals 
   Ambulatory clinic 
   Serodiscordant couple/Drug C./Jails 
   Voluntary testing 
   Blood donation/pregnancy 
   Unknown 
 

 
282 (75.4%) 

189 (54.9%) 

44 (48.9%) 

39 (35.4%) 

8 (20.5%) 

5 (33.3%) 

 
92 (24,6%) 

155 (45,1%) 

46 (51,1%) 

71 (64,5%) 

31 (79,5%) 

10 (66,7%) 

 
<0.001 

(x2) 

Univariate analysis 

Temporal trends analysis 

The risk factors independently associated with late 
presentation were: 
 

—Age (OR 1.021; CI 95%: 1.009 -- 1.034; p <0.001)  
 

—Referral from Infectious Diseases Ward/ Emergency Room/ 
Other Hospital Wards/Other Hospitals (OR 4.12; CI 95%: 1.331-
- 12.759; p 0.014)   

Multivariate analysis 

Factors associated with late presentation 
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