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• Describe major epidemiologic trends during the past 
three decades of the U.S. HIV epidemic—including 
the increasing impact of non-AIDS defining 
illnesses—in order to identify clinical preventive 
services which can be adopted to reduce the risk 
of preventable comorbidities among aging 
populations with HIV/AIDS.
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250 MMWR June 5, 1981

Pneumocystis Pneumonia – Los Angeles

In the period October 1980-May 1981, 5 young men, all active 
homosexuals, were treated for biopsy-confirmed Pneumocystis carinii

pneumonia at 3 different hospitals in Los Angeles, California.  Two of the 
patients died.  All 5 patients had laboratory-confirmed previous or current 

cytomegalovirus (CMV) infection and candidal mucosal infection.  Case reports 
of these patients follow.

Estimated Numbers of Persons Living with 

HIV/AIDS, 34 States and 5 U.S. Territories, 

2007 
(HIV/AIDS Surveillance Report 2007, Vol 19)
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Estimated Incidence of HIV Infection, 50 US 

States & District of Columbia, by Age, 2006
(Hall et al. JAMA 2008; 300(5): 520-529)

13-29 yrs (34%)

30-39 yrs (31%)

40-49 yrs (25%)

50-99 yrs (10%)

56,300 Incident Infections



Increased Longevity 2°to HAART

means 

Emerging Importance of Other 

Comorbidities

Consequences of Improved Long-Term 

Management of HIV Infection

(Palella et al. JAIDS 2006; 43(1): 27-34)

� Improved viral suppression and immunological status

� Prolonged disease-free survival

� Decreased hospitalization rates

� Increased focus on HAART treatment side effects: lipoatrophy, 
lipoaccumulations, insulin resistance, hyperlipidemia, cardiovascular 
disease, etc.

� Increasing awareness of need to provide treatment for chronic HBV and 
HCV coinfections

� Shift in causes of death among PLWAs in HAART era



Comparison of Causes of Death in Persons with 

HIV: Pre-, Early, and Late HAART Era (1)

(Nancy Crum et al. JAIDS 2006; 41: 194-200)

� Longitudinal cohort of 4241 HIV infected DoD beneficiaries**

� pre-HAART (’90-’96), HAART (’97-’99), last HAART (’00-’03)

� 1224 deaths: death rate peaked in ’95 and declined thereafter

� 80% decrease in deaths from 1990 to 2003

� No changes in gender/race of deaths over study period

� Patients less likely to die of an AIDS-defining illness over the study period

** San Diego, Washington, DC, Bethesda, Portsmouth, San Antonio, Honolulu

Comparison of Causes of Death in Persons with 

HIV: Pre-, Early, and Late HAART Era (2)

(Nancy Crum et al. JAIDS 2006; 41: 194-200)

� Decrease in deaths due to OI (59% pre-HAART vs 24% late HAART)**

� Increase in deaths due to liver disease (0.2% pre-HAART vs 3.7% post-
HAART)**

� HCV more common among those dying (7% pre-HAART vs 12% post-
HAART)^^

� Increase in deaths due to cardiac disease (8% pre-HAART vs 22% post-
HAART)**

** p < 0.01

^^ p < 0.05

Cancer Trends Among HIV Infected Persons 

Compared to General U.S. Population, 1992-2003

(Patel et al. Ann Int Med 2008; 148: 728-736)

� 54,780 HIV infected persons (2 cohorts) vs SEER program** 
� Decrease in Kaposi’s sarcoma and non-Hodgkin lymphoma among HIV 

infected
� Incidence of several non-AIDS defining “cancers” higher among HIV 

infected: 
� anal (42.9 SRR+)

� vaginal (21.0 SRR)
� Hodgkin lymphoma (14.7 SRR)

� liver (7.7 SRR)
� melanoma (2.6 SRR)

� oropharyngeal (2.6 SRR)
� leukemia (2.5 SRR)

� colorectal (2.3 SRR)
� renal (1.8 SRR)

** ongoing active & passive surveillance system collecting population-based data from 
13 US cancer registries
+ standardized rate ratio, i.e. comparison of standardized incidence rates, HIV vs general 
population

Age Distribution of HIV Infected Veterans in 

VHA Care, 2008**

Age < 30 (1.4%)

30-39 yrs (7.3%)

40-49 yrs (27.6%)

50-59 yrs (40.8%)

60-69 yrs (19.1%)

70-79 yrs (3.3%)

> 79 yrs (0.4%)

TOTAL NUMBER IN CARE: 23,463

Mean Age: 53 years

** data are from the VA Clinical Case Registry, CQM, PHSHG

Selected Clinical Features of 23,463 HIV Infected 

Veterans in Care, 2008**

� 12,010 (51%) “ever” diagnosed with Depression

� 11,464 (49%) “ever” diagnosed with Hypertension

� 10,368 (44%) “ever” diagnosed with Tobacco Use

� 10,152 (43%) “ever” diagnosed with Dyslipidemia

� 7,182 (31%) “ever” diagnosed with Drug Use

� 6,753 (29%) “ever” diagnosed with HCV

** data are from the VA Clinical Case Registry, CQM, PHSHG

Frequency of Selected Recommended Clinical 

Preventive Services, Veterans with HIV in Care, 

2008**

� 96%...HCV test, “ever”

� 65%...LDL or triglyceride test, July-Dec. 2008

� 59%...Influenza vaccine, 2007-2008 Flu season

� 48%...syphilis test, 2008

** data are from the VA Clinical Case Registry, CQM, PHSHG



Time to an AIDS Diagnosis After a Diagnosis of HIV, 

34 States and 5 US Dependent Areas with 

Confidential Name-Based HIV Reporting, 2006

(CDC. HIV/AIDS Surveillance Report, 2007 v 19 Table 2, pg. 13)

� 36% (13,823) developed AIDS < 12 months after HIV diagnosis

� Late diagnosis is more frequent among:  

� persons aged 35 years and older

� Hispanics/Latinos

� male IDUs

� high risk heterosexual males

Frequency of HIV Screening in the VHA

(Valdiserri et al., AIDS Educ & Prev 2008; 20:258-264)

� Electronic survey of VA laboratories (self reported), 10/05-09/06

� Response rate approx. 90%, n=135 labs

� 112,033 HIV screening tests reported (81% OP and 19% IP)

� Overall HIV(+): 1.49%, range 0.2% - 3.8%

� No sig difference in HIV(+) OP vs. IP

� Estimate that < 10% of IP and < 5% of OP tested during survey period 

� Substantial opportunities for increasing rates of routine HIV testing


