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HIV Infection Course
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Adapted from Fauci, A. S. et. al. Ann Intern Med 1996;124:654-663
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Challenges Detecting HIV 
in the Acute Stage

• Acute HIV infection (AHI)
– Short window
– Can be asymptomatic

• Individual
– May not seek medical care or HIV test
– May not be aware of recent exposure

• Provider
– May not test for HIV

• Misdiagnose with other viral syndrome
– May use antibody-screening tests only
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Public Health Importance
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• Highly infectious time in the disease 
course
– Prevent forward transmission at a time 

when individual is unaware of infection 
status

• Efforts in North Carolina, Seattle, 
California, Atlanta, and other areas to 
ascertain cases in the acute stage



Lack of AHI Surveillance

• AHI is not specified as part of routine 
HIV surveillance in the US 
– Absent from national HIV surveillance 

reports 
• No national surveillance case definition
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Objective

Enhance routine HIV surveillance to distinguish 
HIV cases reported in New York City as:

Acute
-or-

Non-acute
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New York State 
Reporting Mandates

• REPORTABLE EVENTS
– Providers:

• All new diagnoses of HIV, HIV-related illness, and AIDS
– Laboratories:

• Positive Western blot (WB) tests
• Viral load tests 
• CD4 tests 
• HIV nucleotide sequencing tests 

• UNREPORTABLE EVENTS
– Negative or indeterminate Western blot tests
– Screening antibody (i.e., EIA) test results
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Surveillance System Components:
From HIV lab test to Confirmed Case

Patient specimen

Hospital/Reference Labs
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New York City DOHMH

If test ordered by
NYC providers

NYC HIV 
Registry

MATCHING CASE 
(existing case)

Field investigation 
(chart review)

NON-MATCHING CASE 
(potential new case)

Confirmed New HIV/AIDS Cases

Confirmed 
NON-Case

Previously reported 
case

New York State DOH

If patient is 
NYS 

resident



Data Collection
• Enhanced data collection during chart review on forms 

since February 2008

Front Back10



Implementation
• Trained field staff performing chart review 

about AHI
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• Referred cases to HIV Bureau’s Field 
Services Unit for care linkage and partner 
notification

• NYC DOHMH medical specialist re-reviewed 
all AHI=“yes” forms

• Coordinated with STD Bureau reporting p- 
NAAT-ascertained cases
– Follow-up services through STD Bureau



Working Case Definition

Previously 
unreported adult 
HIV case in NYC

Documented 
evidence of AHI

NYC working AHI CASE DEFINITION

AND

Laboratory 
results

-OR-
Provider 

diagnosis of 
AHI in chart
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http://www.nyc.gov/html/doh/downloads/pdf/ah/definition-acute-hiv-infection.pdf

Serial (within 1 
month) Ab tests 
consistent with 

AHI

POS (+)   
p-NAAT 

specimen

Same-day 
NEG (-) 
Ab test

AND
-OR--OR-

Same-month 
detectable VL 
(> 5,000 c/ml)

NEG (-)/IND. Ab 
tests (WB or EIA)

AND



Example
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09 2008

*De-identified and modified

September 2008:
• Cold symptoms
• NEG HIV 1/2 EIA
• NEG HIV 1/2 Multispot
• NEG WB
• CD4s: 368 cells, 25%
• Viral load: 1,000,000

October 2008:
• POS HIV 1/2 EIA
• POS WB
• CD4s: 747 cells, 46%
• Viral load: 121



• Over 3,700 new HIV diagnoses reported in 
NYC by the end of June 2009:
– ~100 more diagnoses occurring in 2008 

expected due to reporting lag

Background: 
HIV diagnoses in NYC, 2008

As reported to the New York City Department of Health and Mental Hygiene by June 30, 2008.
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– Largest proportion of diagnoses among 
men who have sex with men (MSM)

– Most affected age group for HIV (non- 
AIDS) diagnoses among 20-29 year olds

– Majority of HIV diagnoses among Blacks 
and Hispanics



Findings: First Year of AHI 
Surveillance in NYC, 2008

• Among new HIV diagnoses reported in NYC, 
N = 70 (1.9%) met AHI case definition

As reported to the New York City Department of Health and Mental Hygiene by March 15, 2009.
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– 17 (24%) of the 70 AHI cases were 
diagnosed at 4 NYC DOHMH STD clinics 
via p-NAAT screening

– 66 (94.3%) male cases, 4 (5.7%) female 
cases

– Cases originated from 39 different 
providers
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As reported to the New York City Department of Health and Mental Hygiene by March 15, 2009.



Findings: First Year of AHI Surveillance, 
NYC 2008

As reported to the New York City Department of Health and Mental Hygiene by March 15, 2009.

Race/ethnicity among those with AHI diagnosed in 2008 in New 
York City (N=70).
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Findings: First Year of AHI Surveillance, 
NYC 2008

As reported to the New York City Department of Health and Mental Hygiene by March 15, 2009.

Age group at diagnosis among those with AHI diagnosed in 2008 in 
New York City (N=70).
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Findings: First Year of AHI Surveillance, 
NYC 2008

Borough of residence (at diagnosis) among those with AHI 
diagnosed in 2008 in New York City (N=70).

n = 26

n = 11

n = 7

n = 19
n = 0

n = 7 unknown borough/outside of NYC
As reported to the New York City Department of Health and Mental Hygiene by March 15, 2009.
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• Majority of AHI cases were reported in MSM 
whether through p-NAAT or not
– Similar to findings in prior analyses
– Underscores challenges in this population
– More frequent testing may explain more 

frequent ascertainment

Discussion
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• Population-level impact of p-NAAT screening

• AHI surveillance can be integrated into routine 
HIV/AIDS surveillance system protocols



Strengths of AHI surveillance in NYC
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• Cost is negligible within routine practices
• Contributes more accurate information about 

the epidemic in NYC
• Important public health implications

– Awareness of infection status, paired with 
care linkage and partner notification



Limitations of AHI surveillance in NYC

22

• Only those tested, diagnosed will be reported
– Few infections are detected in the acute phase 

citywide
– Few women

• Missing information
– Unreportable tests: EIA, NEG/IND WB
– Chart with few notes and lab documents

• Potential misclassification 
– Lack of a national case definition 



• Provider outreach
– Encourage providers to suspect AHI when patient 

presents with symptoms resembling flu and to 
document thoroughly

Next Steps
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• Disseminate AHI surveillance data
– Include AHI data in routine surveillance reports
– Data on recent infections useful for tailoring 

preventive interventions

• Expand active surveillance for AHI cases
– Query providers about patients with laboratory 

results suggestive of AHI 
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