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Objectives. We examined HIV diagnosis rates and disease progression among
men who have sex with men (MSM) according to race/ethnicity and age.

Methods. Using data obtained from the national HIV/AIDS surveillance sys-
tem, we examined trends in HIV diagnosis rates for 2001 through 2004 using
Poisson regression. We used a standardized Kaplan–Meier method to determine
differences in time of progression from HIV to AIDS and AIDS survival.

Results. HIV diagnosis rates were higher for Black and Hispanic than for
White MSM, but trends within age groups from 2001 to 2004 did not differ by
race/ethnicity. Diagnosis rates increased among MSM aged 13 to 19 years (14%
per year), 20 to 24 years (13%), 25 to 29 years, and 40 to 54 years (3%–6%; P≤ .01
for each). The percentage of MSM who did not have AIDS 3 years after HIV di-
agnosis was lower among Black (66.8%; 95% confidence interval [CI]=66.1, 67.4)
and Hispanic (68.1%; 95% CI=67.5, 68.8) than among White MSM (74.7%; 95%
CI=74.2, 75.1). Three-year survival after AIDS diagnosis was lower for Black than
for White or Hispanic MSM.

Conclusions. HIV prevention efforts should target young and middle-aged MSM
and must offer early diagnosis and treatment for all MSM. (Am J Public Health.
2007;97:1060–1066. doi:10.2105/AJPH.2006.087551)
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MSM. The interaction between age and race/
ethnicity has not been investigated for MSM
in the United States.

The US Preventive Services Task Force rec-
ommends HIV screening of adolescent and
adult MSM.15 However, a recent study of con-
venience samples of MSM in 5 US cities
found that nearly half of newly diagnosed
HIV-infected MSM (48%) were not aware of
having been infected with HIV and that more
than one third of all MSM in the study had
not had an HIV test within the preceding
year.16 Unrecognized HIV infection may lead
to diagnosis at a more advanced stage of dis-
ease, reducing the ability of HAART to slow
disease progression and reduce infectivity.

The high proportion of unrecognized HIV
infections among Black (67%) and Hispanic
(48%) MSM compared with White MSM
(18%) in the 5-city study16 is particularly wor-
risome. Unrecognized HIV infection, coupled
with lower use of and adherence to HAART
among persons of color compared with
Whites once they know their HIV status,17–20

puts Black and Hispanic MSM at increased
risk for poor outcomes such as progression to
AIDS or death.

We examined data from the Center for Dis-
ease Control and Prevention’s (CDC’s) na-
tional HIV/AIDS surveillance system to de-
termine the interaction between race/
ethnicity and age. We also examined differ-
ences in late HIV diagnosis and progression
from HIV to AIDS or AIDS to death among
racial/ethnic groups of MSM diagnosed with
HIV. This information may be useful in better
targeting HIV prevention efforts.

METHODS

In 1994, the CDC implemented a uniform
system for national, integrated HIV and AIDS
surveillance, and 25 states began submitting
data to CDC from confidential, name-based
HIV reporting systems. Since 2001, data have
been available from 33 states (Alabama,
Alaska, Arizona, Arkansas, Colorado, Florida,
Idaho, Indiana, Iowa, Kansas, Louisiana,

Highly active antiretroviral therapy (HAART)
has been effective in reducing morbidity and
mortality from HIV infection. The substantial
reductions in the incidence of AIDS and
deaths among HIV-infected persons in the
United States during the 1990s were in part
attributable to the widespread availability of
HAART since 1996.1,2 HAART can also re-
duce transmission of HIV by lowering the
viral load in HIV-infected persons,3 which,
coupled with HIV prevention behaviors, may
explain the reductions in new HIV diagnoses
observed in the 1990s. However, since 1999,
the downward trend in new HIV and AIDS
diagnoses has leveled off, primarily because
of increases in the number of HIV diagnoses
among men and in particular among men
who have sex with men (MSM).4,5

The benefits of HAART in reducing HIV
transmission are counteracted if accompanied
by increases in high-risk behaviors; even small
increases in risky behaviors can counterbalance
the benefits of a high proportion of persons re-
ceiving treatment.3 Increases in risky sexual be-
haviors among MSM are suggested by increases
in rates of primary and secondary syphilis
among men6–8 and by other study reports sug-
gesting increases in risky sexual behaviors
among MSM9 and may explain the resurgence
of new HIV diagnoses among MSM.

It is generally believed that a large part of
the recent increases in HIV diagnoses oc-
curred among MSM who were younger than
30 years old.10–12 However, a 2004 study
from the United Kingdom reported that the
highest HIV incidence was observed for
MSM aged 25 to 44 years.14 Given that the
HIV epidemic has disproportionately affected
Blacks and Hispanics with HIV diagnoses
rates about 10 and 3 times higher than for
Whites, respectively,13 of particular concern
has been the possibility of increased trans-
mission among young Black and Hispanic
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Michigan, Minnesota, Mississippi, Missouri,
Nebraska, Nevada, New Jersey, New Mexico,
New York, North Carolina, North Dakota,
Ohio, Oklahoma, South Carolina, South
Dakota, Tennessee, Texas, Utah, Virginia,
West Virginia, Wisconsin, and Wyoming) that
had been reporting HIV diagnoses at least 6
months before January 2001.21 To assess
trends over time, we used data for HIV-in-
fected persons from the 25 states reporting
HIV diagnoses for 1994 through 2004 and
from the 33 states reporting HIV diagnoses
for 2001 through 2004. Persons with HIV
were defined as those who had received a di-
agnosis of HIV (with or without a diagnosis of
AIDS at the time of HIV diagnosis). The year
of HIV diagnosis was based on the earliest re-
ported date of diagnosis. In our analyses, we
included all MSM aged 13 years or older but
excluded those who were also injection drug
users.

To examine trends in HIV diagnoses, we
determined the annual number of HIV diag-
noses (with or without a concurrent diagnosis
of AIDS) among MSM by race/ethnicity and
age. The annual number of HIV diagnoses
among MSM was adjusted for reporting de-
lays and redistribution of persons initially re-
ported without sufficient information to be
classified into a transmission category.22 We
calculated rates to adjust for differences in
the racial/ethnic composition of the male
populations of each state. Population denomi-
nators for the rates were based on bridged-
race intercensal estimates for 1994 through
199923 and the bridged-race estimates for
2000 through 200424 obtained from CDC’s
National Center for Health Statistics. The
bridged estimates are based on the Census
2000 counts and produced under a collabo-
rative agreement with the US Census Bureau.
These estimates result from bridging the 31
race categories used in the Census 2000
(1997 standard of the Office of Management
and Budget) for the classification of data on
race/ethnicity to the categories of the 1977
standard and, therefore, to correspond to the
HIV/AIDS data.

To determine trends and to test interac-
tions, we used Poisson regression methods to
model the rates of HIV diagnoses (with or
without a concurrent diagnosis of AIDS), in-
cluding year of HIV diagnosis, age, and race/

ethnicity in the models. If we define an indi-
cator function I(s) to be equal to 1 when s is
true and zero when s is false, then the model
(for 2001–2004) can be written as

(1)

where hiv is the HIV count, popyr,i,j is the
number of men in the population of the states
for year yr, age i, and race j; yr is the year of
HIV diagnosis; agei is a categorical variable
for age at HIV diagnosis; racej is a categorical
variable; and ε is an error term. The cate-
gories for age were age 13–19, 20–24,
25–29, 30–34, 35–39, 40–44, 45–49,
50–54, 55–59, 60–65, and 65 years and
older. The categories for race were White,
Black, and Hispanic. The numbers of Asian/
Pacific Islander or American Indian/Alaska
Native MSM were too small in some stratifica-
tions (e.g., by age) to have their data included.
The lack of the “I( )” function on the first
term is not an error. The model assumes that
the baseline effect is multiplied by itself for
each succeeding year.

The strategy for finding a final model was
to first enter all the marginal variables (i.e., to
fit the above model). Then we refit the model
using only the variables significant at the .05
level. Then we added 2-way interaction terms
and deleted those that were not significant.
The resulting model was

(2)

To examine patterns in disease progression,
we examined the time from HIV diagnosis to
AIDS diagnosis among cases diagnosed after
1995, when HAART became widely avail-
able. We used information for actual reported
cases diagnosed during 1996 through 2002
and followed up through 2004. We deter-
mined disease progression by race/ethnicity,
age, and year of diagnosis. Cox regression
analyses were not appropriate for these data,
because the assumption of proportional
hazards generally did not hold.25 We therefore
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used a directly standardized Kaplan–Meier
technique to calculate the proportion of MSM
with HIV whose disease did not progress to
AIDS.26 Estimates were adjusted for all other
factors included in our analyses.27 MSM for
whom diagnoses of HIV and AIDS were
made within the same month were excluded
from the analyses. Of a total 44832 MSM
with HIV, 838 (1.9%) did not have complete
information on date of diagnosis and were ex-
cluded from the analyses.

Using data from the 33 states for MSM
for whom a diagnosis of AIDS was made
during 1996 through 2002, we used a stan-
dardized Kaplan–Meier survival method to
determine survival by race/ethnicity, age,
disease severity, and diagnosis year; cases
were followed-up through 2004. Disease
severity was measured by CD4+ T-cell
count at AIDS diagnosis (first CD4+ T-cell
count reported within 6 months of diagno-
sis; <50, 50–99, 100–199, ≥200 cells/µL
[categories used in earlier prognostic mod-
els]28; information missing for 14% of
cases). Cases with AIDS diagnosis and death
within the same month were assigned a
follow-up time of 15 days.

RESULTS

Trends in HIV Diagnosis Rates
During 1994 through 1999, the annual

number of HIV diagnoses per 100000 men
decreased in the 25 states (from 20.9 in
1994 to 14.2 in 1999); since 1999, the rates
of diagnosis have increased significantly, by
4.1% to 4.5% per year (to 17.7 per 100000
men in 2004). HIV diagnosis rates were
higher in the 33 states reporting data from
2001 through 2004 (23.1 and 24.3 per
100000 population in 2001 and 2004, re-
spectively), but rates did not increase signifi-
cantly during that time (increases were 1.3%
to 1.8% per year). The differences in rates in-
dicated that data from states that imple-
mented HIV reporting after 1994 could not
be combined with the data from the 25 states
that implemented data reporting in 1994 (i.e.,
addition of states with higher rates distorts
trend).

To determine differences by race and age,
we used the most current and complete infor-
mation (i.e., data shown from the 33 states
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Note. Lines are modeled rates; symbols are actual rates. Additional information regarding estimated rates of HIV diagnoses is
available as a supplement to the online version of this article.

FIGURE 1—Estimated rates of HIV diagnoses (per 100000 male population), by race/
ethnicity, among men who have sex with men aged (a) 13–19 years, (b) 20–24, (c) 25–29,
(d) 30–34, and (e) 35–39: 33 US states, 2001–2004.

TABLE 1—Percentage Change in HIV
Diagnosis Rates Among Men Who Have
Sex With Men, by Age Group: 33 US
States, 2001–2004

Age Group, y % Increase per Year Pa

13–19 14.1 <.01

20–24 13.3 <.01

25–29 4.6 <.01

30–34 –3.2 <.01

35–39 –2.4 <.01

40–44 4.8 <.01

45–49 3.1 .01

50–54 6.2 <.01

55–59 3.4 .06

60–64 3.2 .24

≥ 65 1.6 .59

aFrom Poisson regression model.

for 2001–2004). Among all age groups, HIV
diagnosis rates were higher for Black and
Hispanic MSM than for White MSM (Figure 1).
In 2004, the rate of HIV diagnosis per
100000 for Black MSM (70.8) was about 5
times higher than that for White MSM (14.6);
for Hispanic MSM (39.0), it was about 3
times higher than that for White MSM. How-
ever, differences in rates varied by age. In
2004, the HIV diagnosis rate for MSM aged
13 through 19 years was about 19 times
higher for Black MSM (23.5) than for White
MSM (1.2) and about 5 times higher for
Hispanic MSM (6.1) than for White MSM.
From 2001 to 2004, there were no differ-
ences by race/ethnicity in trends within age
groups. By age group alone, for MSM aged 13
to 19 years, HIV diagnosis rates increased
about 14% per year (P<.01); for those aged
20 to 24 years, they increased about 13%
per year (P<.01; Table 1). HIV diagnoses

also increased among MSM aged 25 to 29
years and those aged 40 to 54 years by 3%
to 6% per year. Small decreases in HIV diag-
nosis rates were observed for MSM aged 30
to 39 years.

Progression From HIV to AIDS
Of 43 994 MSM with an HIV diagnosis

during 1996 through 2002, 15 174
(34.5%) had a diagnosis of AIDS by 2004.
HIV was significantly more likely to progress
to AIDS within 3 years of HIV diagnosis
among Black and Hispanic MSM than
among White MSM; that is, AIDS did not
develop within 3 years for 66.8% of Black
MSM and 68.1% of Hispanic MSM com-
pared with 74.7% of White MSM (Table 2).
AIDS was significantly more likely to de-
velop within 3 years among older MSM
than among younger MSM. In later years of
diagnosis (2000 or 2001), the proportion

of MSM in which HIV did not progress to
AIDS was slightly (but significantly) higher
than in 1996.

Survival After AIDS Diagnosis
Of 62045 MSM with a diagnosis of AIDS

during 1996 through 2002, 13962 (22.5%)
had died by the end of 2004. Overall, the
percentage of MSM with very low CD4+
T-cell counts (<50 cells/µL) at AIDS diagno-
sis was 28.1% (Table 3); among White,
Black, and Hispanic MSM, it was 24.1%,
34.4%, and 27.8%, respectively (data not
shown). Black MSM were significantly less
likely to be alive 3 years after AIDS diagnosis
(80.6%) than were Hispanic (85.2%) or
White (84.5%) MSM. Survival at 1 and 3
years was significantly less likely among
older than among younger MSM and among
those who had lower CD4+ T-cell counts
within 6 months of diagnosis. By contrast to
the small improvement in the proportion of
persons whose disease did not progress from
HIV to AIDS, survival after AIDS diagnosis
improved substantially with later years of
AIDS diagnosis (e.g., for those whose diagno-
sis was made in 1996, 78.6% [95% confi-
dence interval (CI)=78.0, 79.1] had sur-
vived after 3 years versus 86.0% [95%
CI=85.6, 86.3] of those whose diagnosis
was made in 2001).
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TABLE 2—Percentage of Men Who Have Sex With Men Who Had an HIV Diagnosis During
1996–2002 in Whom AIDS Had Not Developed as of 2004: 33 US States

% Without AIDS 1 Year After % Without AIDS 3 Years After
Characteristic HIV Diagnosis, % HIV Diagnosis,a (95% CI) HIV Diagnosis,a (95% CI)

Race/ethnicityb

White 49.8 81.6 (81.1, 82.1) 74.7 (74.2, 75.1)

Black 34.9 76.9 (76.3, 77.6) 66.8 (66.1, 67.4)

Hispanic 14.1 76.3 (75.3, 77.4) 68.1 (67.5, 68.8)

Age, y

13–19 2.7 91.4 (90.7, 92.2) 84.4 (83.7, 85.0)

20–29 27.0 86.2 (85.5, 86.8) 78.2 (77.6, 78.8)

30–39 42.2 78.6 (78.0 79.2) 70.0 (69.5, 70.6)

40–49 20.9 73.2 (72.4, 74.1) 64.8 (64.0, 65.6)

50–59 5.6 69.4 (68.1, 70.7) 61.1 (60.2, 62.0)

≥ 60 1.6 69.4 (68.4, 70.3) 60.8 (59.6, 62.0)

Diagnosis year

1996 10.1 76.1 (74.9, 77.4) 68.2 (67.4, 69.0)

1997 9.7 78.3 (77.1, 79.5) 71.4 (70.2, 72.6)

1998 9.1 75.8 (74.7, 76.9) 69.4 (68.3, 70.6)

1999 12.1 78.1 (77.1, 79.1) 69.9 (68.8, 71.1)

2000 16.4 79.1 (78.2, 80.0) 70.6 (69.6, 71.6)

2001 21.1 81.0 (80.3, 81.8) 72.1 (71.2, 72.9)

Total 100.0 79.2 (78.9, 79.6) 70.9 (70.6, 71.2)

Note. CI = confidence interval.
aAdjusted for all other variables shown in the table.
bAbout 1% of men who have sex with men were of other races; data not shown because of small numbers.

DISCUSSION

Our results show that Black and Hispanic
MSM were disproportionately affected by
HIV. Compared with White MSM, rates of
HIV diagnosis for Black and Hispanic MSM
were substantially higher, as was the propor-
tion in which AIDS had developed within 3
years. Black MSM were less likely than White
MSM to be alive 3 years after AIDS diagno-
sis. Over the time period of our analysis
(2001–2004), rates of HIV diagnosis among
MSM in general remained stable in the
United States and did not follow the trend of
decreasing rates observed among intravenous
drug users29 and persons exposed through
heterosexual contact.30 Rates increased for
young MSM, confirming concerns raised by
earlier reports about HIV diagnoses among
young men in the United States10,12 and in-
creasing HIV incidence among young MSM
in Canada.31 We also found that HIV diagno-
sis rates increased for MSM aged 40 to 54
years. However, within age groups, the trend

in HIV diagnosis rates from 2001 through
2004 did not differ by race/ethnicity.

It is difficult to interpret whether in-
creases in HIV diagnosis rates are attributa-
ble to increased detection of HIV infection
through increased testing or to increased
HIV transmission. The long latency period
of HIV infection, which can extend 8 to 10
years, requires implementation of new test-
ing technologies that distinguish between
recent and long-term infections to enable
better characterization of recent HIV trans-
mission patterns.32 Increased detection may
occur through efforts to expand HIV testing
services into traditional and nontraditional
venues and by integrating testing into routine
medical services.33 Stable rates of diagnosis
could also be attributable to increased detec-
tion concurrent with decreasing transmission
rates.

Data from other sources suggest that diag-
nosis trends may not be a result of increased
testing. In the general population, a recent
study concluded that the percentage of adults

who had ever been tested for HIV did not in-
crease significantly from 2001 (33.2%; 95%
CI=32.5, 34.0) through 2004 (34.6%; 95%
CI=33.9, 35.3).34 HIV testing rates specifi-
cally for MSM were not available from na-
tional surveys. Generally, HIV testing rates are
lower for persons younger than 25 years and
those older than 64 years and highest for per-
sons aged 25 to 44 years.34,35 Even at low
testing rates, however, rates of HIV diagnosis
for young MSM reflect relatively recent infec-
tions, because less time is likely to have
passed since the young men’s exposure. Addi-
tionally, although HIV diagnoses among
middle-aged MSM may include recent as well
as longer-term infections, a large proportion of
infections in this age group is likely to be re-
cent, given that this age group is more likely
to engage in testing and repeat testing.36 Stud-
ies in the United States37 and the United King-
dom13 have also found that HIV incidence
was highest among men in their 30s and 40s.

Other evidence points to the possibility of
continued high transmission rates as well.
HIV incidence remained stable among MSM
in a few areas in the United States, according
to data available for the early years of our
study period.38,39 Reports of increasing preva-
lence of unprotected sexual intercourse, out-
breaks of syphilis among MSM in some met-
ropolitan areas, and increases in rates of
primary and secondary syphilis also indicate
the potential for continued or increased HIV
transmission.6–9 Increases in HIV diagnoses
among MSM have been observed in Can-
ada40 and Western Europe41 as well. Yet the
possibility still exists—because there is insuffi-
cient evidence to rule it out—that increased
testing contributed to the observed increases
in HIV diagnoses.

The goals for the health of the nation set
by the Department of Health and Human
Services include the elimination of health dis-
parities by race/ethnicity and the prevention
of HIV infection and its related illness and
death.42 We found not only that rates of HIV
diagnoses continue to be higher for Black and
Hispanic MSM but also that HIV progressed
to AIDS earlier in MSM of color than in
White MSM and that chances of survival 3
years after AIDS diagnosis was lower for
Black than for White or Hispanic MSM. Poor
outcomes (progression to AIDS or death) may
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TABLE 3—Percentage of Men Who Have Sex With Men Surviving Who Had an AIDS Diagnosis
During 1996–2002, With Follow-Up Through 2004: 33 US States

AIDS % Surviving 1 Year After % Surviving 3 Years After 
Characteristic Diagnosis, % AIDS Diagnosis,a (95% CI) AIDS Diagnosis,a (95% CI)

Race/ethnicityb

White 50.4 89.6 (89.3, 89.9) 84.5 (84.2, 84.8)

Black 32.5 88.3 (87.9, 88.6) 80.6 (80.2, 81.0)

Hispanic 16.2 89.7 (89.5, 90.0) 85.2 (84.9, 85.4)

Age, y

13–19 0.5 97.8 (97.2, 98.3) 86.7 (86.1, 87.4)

20–29 14.7 92.9 (92.6, 93.2) 87.7 (87.4, 88.0)

30–39 46.8 91.2 (90.9, 91.5) 85.7 (85.5, 86.0)

40–49 27.0 87.5 (87.1, 87.9) 81.3 (80.9, 81.7)

50–59 8.7 81.6 (81.1, 82.2) 74.3 (73.7, 74.9)

≥ 60 2.4 70.1 (69.4, 70.8) 61.4 (60.6, 62.2)

Diagnosis year

1996 21.1 86.2 (85.7, 86.7) 78.6 (78.0, 79.1)

1997 16.4 89.0 (88.5, 89.4) 82.5 (81.9, 83.0)

1998 13.4 88.9 (88.5, 89.4) 82.6 (82.1, 83.2)

1999 12.3 89.7 (89.2, 90.2) 84.3 (83.8, 84.8)

2000 12.3 90.1 (89.6, 90.6) 85.1 (84.6, 85.6)

2001 12.2 91.0 (90.5, 91.4) 86.0 (85.6, 86.3)

CD4+ T-cell count, cells/µLc

< 50 28.1 83.0 (82.5, 83.5) 75.8 (75.3, 76.2)

50–99 14.6 90.3 (89.9, 90.7) 83.5 (83.0, 84.0)

100–199 33.3 94.6 (94.4, 94.9) 89.4 (89.1, 89.7)

200 9.4 97.3 (97.1, 97.4) 93.7 (93.4, 94.0)

Unknown 14.5 81.9 (81.4, 82.5) 76.9 (76.4, 77.4)

Total 100.0 89.1 (89.0, 89.3) 83.3 (83.1, 83.4)

Note. CI = confidence interval.
aAdjusted for all other variables shown in the table.
bAbout 1% of men who have sex with men were of other races; data not shown because of small numbers.
cWithin 6 months of diagnosis.

be related to late diagnosis in the disease pro-
cess or lack of adequate access to treatment.

Data showing lower CD4+ T-cell counts at
AIDS diagnosis among Black and Hispanic
MSM compared with White MSM suggest that
HIV diagnoses for Black and Hispanic MSM
tend to be made at a later stage of disease.
Black and Hispanic MSM are more likely than
White MSM to be unaware of being HIV in-
fected,16,43 indicating lower testing rates among
Blacks and Hispanics and, therefore, a higher
potential for late diagnosis. There is also evi-
dence that people of color have lower rates of
treatment utilization and less knowledge about
treatment compared with Whites,17–20,44 which
may explain the poorer disease outcomes for
Black and Hispanic MSM.

Limitations
Our analyses are subject to several limita-

tions. The data from 33 states may not be rep-
resentative of the whole United States, because
these states reported only 63% of all AIDS
cases diagnosed during 2001 through 2004.
For the first time, data for 2001 through 2004
include New York, and this substantial addition
should be considered when making compar-
isons with previous reports. However, data
were not available for some states with high
rates of HIV infection, such as California,
Maryland, and Pennsylvania. Further, the accu-
racy of Hispanic classification is unknown. We
also did not have sufficient data on Asian/
Pacific Islander or American Indian/Alaska
Native MSM to present their results. Because

HIV testing services are being expanded, in-
creased HIV diagnoses may reflect changes in
testing patterns among MSM. Information was
not available to determine the influence of
treatment on the findings related to disease
progression. All analyses were adjusted for re-
porting delay and risk redistribution of cases
reported without a risk factor. These methods
may introduce inaccuracies if the historical
trends on which these methods are based no
longer hold.

Unfortunately, the surveillance data were
not of sufficient accuracy to apply our analy-
ses to men who had sex with both men and
women. Although the data collection form
includes sexual intercourse with men, sexual
intercourse with females, and heterosexual re-
lations with HIV-infected persons or persons
at high risk for HIV infection, actual data col-
lection may be incomplete if medical-record
abstractors do not look beyond the first HIV
risk factor that they encounter for an individ-
ual. A hierarchy of exposure categories was
applied in redistributing cases reported with-
out a risk factor and may have also affected
data collection. In the hierarchy, men exposed
through sexual intercourse with men were
grouped among the MSM category regardless
of other risk factors, with the exception of in-
travenous drug use, for which a separate
transmission category existed. In addition, a
complete description of high-risk heterosexual
contact would require information on the
HIV risk factors of sexual partners, as well as
whether the sexual partner was HIV infected;
this information is often not known or re-
corded in medical records.

Conclusions
In summary, interventions are needed to

stem continued HIV transmission to meet the
federal government’s Healthy People 2010 goals
of decreases in HIV infections, decreases in
AIDS diagnoses among MSM, and decreases in
racial/ethnic health disparities. Studies have
shown that increasing the proportion of people
who know their HIV status can lead to
changes in behavior and may lead to de-
creases in HIV transmission.45 Integrating HIV
screening into routine medical care would
serve to detect HIV in the large number of
MSM who are unaware of their HIV status
and to detect HIV infection early for timely
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intervention to slow disease progression.46

Prevention efforts will require reassessment of
ongoing activities to ensure that resources tar-
get those at highest risk. In particular, interven-
tions need to be tailored to the needs and be-
havioral context of Black and Hispanic youth
for effective prevention, and to address stigma,
distrust, and health literacy to improve access
to HIV prevention and care.47,48
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