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ANALYSIS

Around 130 000 people in France were infected with 
HIV in 2005. Among the 7000 people newly diagnosed 
in 2004, 58% became infected through heterosexual 
intercourse, 29% through homosexual intercourse, and 
2% through intravenous drug use. Around half of those 
infected through heterosexual intercourse came from 
sub-Saharan Africa.

In France, testing is free in all healthcare settings, and 
anonymous counselling and testing is provided in dedi-
cated sites all over the country. Besides prenatal routine 
testing, current policy focuses on high risk groups (men 
who have sex with men, sub-Saharan migrants) and 
behaviours (unprotected sex). This policy results in a large 
number of tests annually. However, around 40% of cases 
identified are in people with advanced infection, most of 
whom belong to groups not focused on by the current 
testing policy. We discuss the consequences of late test-
ing on mortality and spread of infection and recommend 
expanding HIV testing to all primary care settings.

Routine testing to reduce late HIV diagnosis  
in France
Although around half the French population has had an HIV test, many people are still not diagnosed 
until the disease is advanced. Cyrille Delpierre and colleagues believe the answer is to expand 
routine testing
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Testing policy 
Since the 1980s, France’s institutional framework of 
HIV testing has been based on wide access to free 
voluntary counselling and testing, routine testing in 
blood and tissue donors, and routinely offering HIV 
tests to pregnant women and to people getting married 
or entering prison. Since 1997, national and regional 
information campaigns have been launched to increase 
the awareness of the potential benefits of early diagno-
sis. However, these efforts remained mainly focused 
on people with high risk behaviours. The result of this 
policy is a high rate of testing, with 82 tests per 1000 
population in 2004, the highest rate in Europe after 
Austria,1 and a positive test ratio of 2.4/1000 tests in 
2004.1 

Around half the French population has had at least 
one HIV test.2 But, despite this high level of test-
ing, 40% of people already have AIDS or CD4 cell 
counts below 200×106/l when the HIV infection is first 

Summary points
Around one third of 
people with HIV infection 
in the UK remain 
undiagnosed
Routine opt-out testing 
could increase knowledge 
of HIV serostatus
Current UK guidelines 
recommend opt-out testing 
only for pregnant women 
and people attending 
genitourinary clinics
Opt-out testing takes less 
time per patient and may 
reduce stigma 
The feasibility of 
expanding opt-out testing 
should be assessed
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detected.3 4 Therefore, of the estimated 7000 people 
newly diagnosed with HIV in France in 2004,1 3000 
may have advanced disease.

Consequences of late diagnosis
Late diagnosis is associated with an increased risk of 
mortality. Sabin and colleagues found that one fifth 
of HIV related deaths occurred in patients who had 
discovered their infection within the six months before 
their death.5 Chadborn and colleagues also reported 
late diagnosis was a risk factor for short term mortal-
ity (odds ratio=10.76, 95% confidence interval 7.68 
to 15.91).6 In France, mortality in the six months after 
detection of HIV infection was 16 times higher for 
patients diagnosed with advanced disease than for 
patients diagnosed earlier.7 The mortality two years 
after a first positive test result was 9% among those 
with advanced infection compared with 1% among 
those with earlier detection, and the difference in mor-
tality remained four years after diagnosis. If we apply 
this rate to the estimated number who had infection 
detected late in France in 2004, 270 people will die 
in the subsequent two years, representing 16% of the 
1700 HIV related deaths in France each year.8

Late testing could also be important in the spread 
of the infection. In two trials to prevent transmission 
of HIV by increasing condom use,9 10 transmission 
was reduced by 20% among patients with identified 
HIV infection. Knowledge of infection status could 
increase the use of preventive measures and will also 
reduce the risk of transmission by reducing infectivity 
through treatment to lower the viral load. Quinn and 
colleagues reported a fall in infectivity of 2.45 for each 
tenfold decrease in viral load.11

Late diagnosis implies a long period without 
knowledge of infection and thus without access to 
care and counselling. Assuming that the normal CD4 
cell count is 900×106/l and that this rate decreases 
by 60-70×106/l a year in infected people,1 2 13 it takes 
about 10 years before the CD4 cell count falls below 
200×106/l. Infectivity could increase as the infection 
advanced. In a study of stable European couples, de 
Vincenzi and colleagues found that the cumulative 
incidence of seroconversion in the uninfected partner 
was 48.7% when the infected partner had advanced 
infection compared with 7.8% when the partner was 
in the non-advanced stage.14

Estimating the number of infections caused by late 
diagnosis is difficult and open to criticism because of 
the lack of data and because it relies on assumptions 
about, for example, characteristics of the infection 
and infected persons, the period of infectivity, and 
the number of partners. However, we can assume 
that the probability of transmission by people with 
a late diagnosis is similar to that observed during the 
natural course of infection. A US study estimated that 
during the natural course of infection, HIV infected 
men who have sex with men would transmit the virus 
to 1.16 sexual partners over their lifetime and infected 
heterosexual men and women would transmit the 
virus to 0.43 and 0.14 partners respectively.15 Among 

people with a late diagnosis in our random sample of 
people diagnosed in France since 1996, 26.1% were 
men who have sex with men, 45.7% were heterosexual 
men, and 28.2% were women.3 Applying the US 
transmission rate14 and our sample composition to 
the 3000 people estimated to have been diagnosed 
late in France in 2004, men who have sex with men 
would have infected 908 people, heterosexual men 
589 people, and women 118.

Late diagnosis may also increase the costs of hos-
pital care and management of opportunistic infec-
tions, especially immediately after diagnosis. A study 
by Krentz and colleagues in Canada found that the 
direct costs of management were twice as high for 
patients who had CD4 cell counts <200×106/l at 
HIV diagnosis than for those with a higher CD4 
count.16 Similarly, in France the total mean monthly 
cost for the management of patients without AIDS 
was €670 (£450; $900) per person when the CD4 
cell count was >500×106/l compared with €1760 per 
person when the CD4 cell count was <50×106/l.17 
During the month after the onset of AIDS, the cost 
increased from €1760 to €4530 depending on the 
opportunistic infections.

Strategies to reduce late diagnosis
HIV testing is more common in women and in people 
identified at higher risk of infection, such as men who 
have sex with men, young people, and those with 
multiple sexual partners.1 2 Conversely, those who 
are detected late tend to be older, mainly men, het-
erosexual, and have stable partners and children,3 4 
populations that are not a priority target for testing. 
Thus the current policy results in people at low risk of 
HIV infection being at high risk of late detection. 

With high quality HIV tests that limit false posi-
tive results, routine non-mandatory HIV testing of the 
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general population could complement current testing 
policy. This view is supported by the higher propor-
tion of early diagnosis among women and welfare 
beneficiaries. These populations receive more sys-
tematic HIV testing (welfare beneficiaries receive a 
free medical check up including an offer of an HIV 
test  and women are offered testing during pregnancy 
or gynaecological follow-up).3 Therefore, if testing 
became routine for other groups, HIV infections are 
likely to be identified earlier. 

Two studies conducted in the US have estimated 
that it is cost effective to implement routine voluntary 
HIV testing in healthcare settings with a prevalence 
of unidentified HIV infection of 1% and even with 
prevalence as low as 0.1%.15-18 The prevalence of HIV 
infection in France is similar to that in the US (0.2% 
in France,1 v 0.3% in United States). The number of 
unidentified HIV infections in France could be as 
high as 40 000,19 a prevalence of 0.07%. All these 
models and assumptions do not consider the possi-
ble adverse impact of receiving a HIV negative test 
result—some people might continue having unpro-
tected sex and may delay further testing leading to 
delayed diagnosis.20

Recommendations
Programmes of counselling and testing the heterosex-
ual population should be sustained and developed for 
various medical settings. HIV tests should be offered 
as part of routine prevention activities by general 
practitioners and occupational health doctors. Doctors 
should integrate questions on sexual practices to help 
their patients consider HIV testing. Healthcare provid-
ers should encourage patients to inform their partners 
about their HIV status before giving up condoms and 
should recommend testing to people who have never 
been tested. They should also suggest repeat testing 
for those who have had new sexual partners since 
their most recent HIV test.

A US study calculated that if all people unaware 
of their HIV status could be screened, new sexually 
transmitted infections could be reduced by 31% a 
year.21 Applying this rate to the 5200 new infections 
estimated per year in France,1 of which 80% are due 
to sexual transmission, 1290 new sexual infections 
could be avoided each year. The 2004 survey of the 
knowledge, attitudes, beliefs, and practices towards 
HIV showed an increase in the proportion of men and 
women who declared multiple sexual partners during 
the past year, the first rise since 1994.2 The increase 
was biggest among heterosexual men under 30 years, 
women aged 25-39 years, those with a high level of 
education, and those in a high socioeconomic group. 
An increased proportion of these groups also said they 
were not concerned about the risk of HIV infection 
and had not had an HIV test in the past 12 months.

These results convey an increase in risk taking 
behaviours that is confirmed by rising numbers of 
sexually transmitted infections. Thus, the number 
of HIV infections could rise in the heterosexual 
population, and a substantial proportion of these 

future infections will be diagnosed late if testing policy 
does not change. France therefore needs urgently to 
improve testing policy to include the heterosexual 
population at low risk of infection but at high risk of 
late diagnosis. 
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Summary points
The rate of HIV testing 
in France is among the 
highest in Europe 
Nevertheless, 40% of 
newly identified HIV 
infections are in people 
with low CD4 counts 	
or AIDS 
Current testing policy 	
fails to reach the 
heterosexual population
People at low risk of HIV 
infection are thus at high 
risk of late diagnosis 
Routine voluntary 
HIV testing should be 
implemented in primary 
healthcare settings
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