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Abstract
Objectives—The serologic testing algorithm for recent HIV seroconversion (STARHS)
calculates incidence using the proportion of testers who produce a level of HIV antibody high
enough to be detected by ELISA but low enough to suggest recent infection. The validity of
STARHS relies on independence between dates of HIV infection and dates of antibody testing.
When subjects choose the time of their own test, testing may be motivated by risky behaviour or
symptoms of infection and the criterion may not be met. This analysis was conducted to ascertain
whether estimates of incidence derived using STARHS were consistent with estimates derived
using a method more robust against motivated testing.

Methods—A cohort-based incidence estimator and two STARHS methods were applied to
identical populations (n=3821) tested for HIV antibody at publicly funded sites in Seattle. Overall
seroincidence estimates, demographically stratified estimates and incidence rate ratios were
compared across methods. The proportion of low-antibody testers among HIV-infected individuals
was compared with the proportion expected given their testing histories.

Results—STARHS estimates generally exceeded cohort-based estimates. Incidence ratios
derived using STARHS between demographic strata were not consistent across methods. The
proportion of HIV-infected individuals with lower antibody levels exceeded that which would be
expected under independence between infection and testing.

Conclusions—Incidence estimates and incidence rate ratios derived using methods that rely on
the changing antibody level over the course of HIV infection may be vulnerable to bias when
applied to populations who choose the time of their own testing.
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An important epidemiological measure of HIV transmission is seroincidence.1 HIV
seroincidence estimation methods are few and are limited by bias and lack of
generalisability. Seroincidence has been estimated from cohorts of initially negative, repeat
testers; this method is expensive due to relatively low incidence and is subject to retention
bias.2–4 Back-calculation methods are vulnerable to bias through variation in the diagnosis
of infection and in the distribution of times from HIV acquisition to the development of
symptoms. Furthermore, the introduction of highly active antiretroviral therapy, has greatly
limited the reliability of back-calculation methods.56 In 1998, Janssen et al7 reported the
development of a method incorporating a new test, applied to single specimens from HIV-
infected testers, which could be used to estimate seroincidence without the expense and bias
associated with other incidence estimation methods.

That method, the serologic testing algorithm to detect recent HIV seroconversion
(STARHS), uses a weakened version of the ELISA, and either the less sensitive enzyme
immunoassay (LS-EIA) or the BED. To develop STARHS, the LS-EIA was applied to
stored diagnostic specimens from persons with known negative ELISA test dates and
subsequent positive ELISA test dates. The developers used the standardised optical densities
(SOD) from those results, and the test dates associated with them, to model two values: the
SOD, and the corresponding estimated mean number of days following the production of
antibodies detectable by a standard ELISA at which the an LS-EIA result would equal or
surpass that SOD, which together would minimise misclassification. The mean number of
days between production of antibody detectable by ELISA and sufficient for the cut-off
SOD was termed ω̄ and was estimated to have a mean of 129 days (95% CI 109 to 149
days). ELISA-positive testers whose SOD is below the cut-off on LS-EIA are termed ‘LS-
EIA non-reactive’ (see supplementary figure 1, available online only).

STARHS was devised to estimate annual incidence by multiplying the proportion of LS-EIA
non-reactive results among testers by 365/ ω̄. In order to estimate the proportion of testers
who became infected in a given period, STARHS assumes independence between the time
of HIV infection and testing. This assumption may not be met in clinical settings. Some
individuals who test HIV antibody positive do so following symptoms of early HIV
infection or with the suspicion that he or she has recently become infected.89 In addition,
testing may be prompted by symptoms of a bacterial sexually transmitted infection near the
time of HIV acquisition.10

This analysis applies STARHS to men who have sex with men (MSM) who sought HIV
testing at Public Health—Seattle and King County (PHSKC). The authors sought to
determine whether, using identical datasets from a clinical setting in which individuals chose
the time of their testing, STARHS-based incidence estimates were similar to cohort-based
incidence estimates. They also tested whether incidence ratios taken from data stratified by
age and race/ethnicity, would be different when using STARHS and the cohort method. To
test for possible lack of independence between HIV acquisition and testing, the authors also
compared the proportion of LS-EIA non-reactive testers among all ELISA-positive testers
with the proportion that would be expected given the distribution of intervals between
positives’ last negative ELISA result and the first positive ELISA result.

Methods
Setting

PHSKC provides over 10 000 HIV tests annually at low or no cost through over 20 locations
and through outreach activities aimed at high-prevalence populations (eg, MSM and drug
injectors). The proportion of tests performed on MSM varies year to year, but is generally
one in four. Nearly two-in-five HIV tests are performed on patients of the PHSKC Sexually
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Transmitted Disease Clinic; however, among MSM that proportion is one in four. Whereas
the positive test prevalence for all testers is 1.2%, MSM positive test prevalence is 4.4%.
Testing records are linkable by individual within the PHSKC system; anonymous testers are
assigned a unique code based on easily recalled characteristics: mother’s maiden name, city
of birth, etc; over time this system has proved highly reliable. Seroincidence estimates using
STARHS and the cohort method were. The University of Washington Human Subjects
Division approved this analysis. The Washington State Human Research Review Section
and the CDC Human Research Protection Office approved the parent study.

Laboratory
Laboratory methods for the Abbott LS-3A11 have been described in detail elsewhere.7

Briefly, blood specimens testing positive by repeat ELISA and confirmatory western blot are
retested by the Abbott 311A LS-EIA. (For brevity, specimens testing positive by ELISA and
confirmed by western blot will hereafter be referred to as ‘ELISA/WB-positive’.) As per the
Centers for Disease Control and Prevention (CDC) protocol, specimens with LS-EIA non-
reactive results were retested with the assay. Blood specimens testing positive by ELISA
and confirmed by western blot, collected through public HIV testing sites in Seattle between
1 January 1996 and 13 November 2000, were placed in storage at −40°C, except for a 4-
month period in which collection was suspended. The PHSKC laboratory followed CDC
protocol for this study, testing blinded, stored specimens.11

Testing records data
STARHS estimates incidence for the period in which stored ELISA/WB-positive specimens
later tested by LS-EIA were collected, and uses test records only from that period. The
cohort-based method uses records that precede or follow the incidence estimation period.
Only test records that met the inclusion criteria for use in both the cohort method and
STARHS methods, and for the same period, were used. In sum, records used in this analysis
were characterised by the following: (1) the individual was tested at least once for the period
for which seroincidence was estimated; (2) had at least two test records in the PHSKC
database; (3) had not previously tested positive; (4) was MSM and (5) was 18 years or older.
A fuller discussion of the inclusion of test records used in this analysis is given in
supplemental materials 1 (available online only).

Analyses
Seroincidence estimates using three methods were compared, for the same incidence
estimation period, 1 January 1996 to 13 November 2000. Incidence estimates stratified by
age category and by race/ethnicity were also calculated. The cohort method that served as a
referent standard estimate was adapted from a technique developed by Kitayaporn et al.12

Person-time contributed by each tester i began with his earliest known ELISA-negative test
or the start of the incidence estimation period if that test occurred earlier. For testers with no
ELISA-positive result recorded, person-time concluded with the last ELISA-negative test or
the end of the incidence estimation period if that test was later. For individuals who tested
ELISA/WB-positive, the period between the last ELISA-negative result and the first ELISA/
WB-positive result was considered a seroconversion interval. The number of cases occurring
in an observation period was the sum of the proportions of each seroconversion period
falling within the observation period. The amount of person-time in which these cases
occurred was estimated as the sum of time between ELISA-negative results occurring within
the incidence estimation period, plus the expected time between the last ELISA-negative
result and the production of antibodies detectable by ELISA. Estimates of seroincidence
were calculated using STARHS, and using Satten’s correction for the overcontribution of a
LS-EIA non-reactive result from those who tested following a short interval after their most
recent ELISA-negative result.13 A fuller description of all three methods of seroincidence
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estimation is given in supplemental materials 2 (available online only). We calculated
incidence ratios between age strata and racial ethnic strata using all three methods. Finally,
to assess independence between acquisition of infection and testing we calculated the
expected proportion of LS-EIA non-reactive results based on the distribution of intervals
between the records of the last ELISA-negative result and the first ELISA/WB-positive
result. The expected number of LS-EIA non-reactive results was calculated as ω̄ days
multiplied by the number of valid LS-EIA results, divided by the sum of days in the
aforementioned intervals. A detailed description of the method is given in supplemental
materials 2 (available online only).

Results
Of 3821 initially negative, repeat testers, 79 (2.1%) tested ELISA/WB-positive during the
seroincidence estimation period. Six stored specimens produced invalid LS-EIA results or
were of quantity insufficient for testing. Valid LS-EIA results were available for 73
individuals. Incidence estimates are presented in table 1. For all testers during the overall
period for which incidence was estimated, the ratio of point estimates of incidence derived
using the crude STARHS method to those derived using the cohort-based method was 1.5.

For all age and race/ethnicity strata except Latino ethnicity, point estimates for crude
STARHS incidence estimates appreciably exceeded cohort incidence estimates. However, in
every case, confidence intervals overlapped. STARHS incidence estimates obtained using
Satten’s correction for frequent testing were less than 10% greater than those obtained using
crude STARHS, but further from the cohort estimator referent. Under STARHS, incidence
ratios between age and racial/ethnic strata differed appreciably from incidence ratios
calculated using the cohort method. Incidence ratios comparing younger MSM with older
MSM were generally greater under STARHS methods. Under both STARHS methods and
the cohort method, incidence was greater among Latino MSM than white MSM, but under
both STARHS methods the incidence ratio between Latino MSM and white MSM was 2.5
times greater than under the cohort method.

Forty-one specimens of 73 with valid LS-EIA results were non-reactive, an observed
proportion of 0.56 (95% CI 0.45 to 0.68). The expected proportion of LS-EIA non-reactive
results based upon the interval between last ELISA-negative and first ELISA/WB-positive
results was 0.42 (95% CI 0.30 to 0.53) for an observed-to-expected ratio of 1.33. Ad-hoc
analyses were conducted limiting observations to individuals for whom the interval between
the last ELISA-negative result and the first ELISA/WB-positive result was greater than ω̄;
for this subset the observed proportion of LS-EIA non-reactive results was 0.54 (95% CI
0.42 to 0.65) and the expected proportion was 0.38 (95% CI 0.27 to 0.50) for an observed-
to-expected ratio of 1.42. In addition, we limited analysis to the 63% of testers for whom the
seroconversion interval was greater than 2 ω̄; for this subset the observed proportion of LS-
EIA non-reactive results was 0.50 (95% CI 0.36 to 0.64) and the expected proportion was
0.25 (95% CI 0.12 to 0.37) for an observed-to-expected ratio of 2.00. Observations were
then limited to the 51 individuals testing ELISA/WB positive at the two largest-volume
PHSKC testing sites, which routinely gather self-reported data on clients’ date of last HIV
test and result. In this subanalysis, the observed proportion of LS-EIA non-reactive results
was 0.59 (95% CI 0.45 to 0.73) and the expected proportion was 0.38 (0.24 to 0.51) for a
ratio of 1.55.

Discussion
Seroincidence estimates derived from STARHS exceeded estimates from the cohort-based
method by more than 50%. Although more precise than crude STARHS incidence estimates,
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corrected STARHS incidence estimates yielded even higher incidence estimates. Upon
stratification by age and race/ethnicity, incidence ratios of STARHS-based estimates were
not consistent with incidence ratios of cohort-based estimates. Because for some subgroups
testing and infection may be more independent and for others it may be less, or may vary on
other factors that affect the likelihood of testing during the period one would test LS-EIA
non-reactive, stratification may introduce confounding. Finally, the proportion of LS-EIA
non-reactive results among ELISA/WB-positive testers was greater than would be expected
under independence between infection and testing.

This comparison of STARHS and cohort-based seroincidence estimates has a high degree of
validity. Seroincidence was calculated for both methods using identical sets of individuals
whose records met the inclusion criteria for both methods. Seroincidence was calculated for
identical periods, in identical clinical settings. The cohort estimator, measuring events under
observation, is a sound referent against STARHS and is robust against bias from motivated
testing, as reducing ELISA/WB-positive testers’ seroconversion periods would be small
compared with the person-time contributed by other testers (E White, T Lumley, S
Goodreau, et al, 2009, unpublished data).

These analyses comparisons were subject to a number of limitations. Had it been possible,
all testers who presented for reasons motivated by potential exposure would have been
excluded from analysis, including those presenting with sexually transmitted disease
symptoms or as a result of partner notification. However, data indicating the reason for
presentation were not available. In addition, HIV incidence is low, even in high-prevalence
populations, providing little power for stratified analyses of data from a single city.

This analysis compares STARHS-based incidence estimates with those from a cohort
estimator that measured person-time and disease events under observation, and in identical
sets of repeat testers in which subjects chose the timing of testing. The approach differs from
other comparisons of STARHS-based and cohort-based estimates of incidence, which used
testers’ self-report of a previous negative test, many of which occurred at a location for
which records of all previous negative tests were unavailable and outside the study
frame.1415 Had those previous tests at locations for which records were unavailable had
positive results, they would not have been counted as disease events; this circumstance
violates the concept of the study base.

Song et al,16 in a previous analysis of a database overlapping that used in this analysis,
found the observed proportion of LS-EIA non-reactive results to agree with the expected
proportion. However, that analysis included MSM who tested ELISA/WB-positive at
PHSKC, but may not have had a previous test through PHSKC, and included only those
testing positive at the two largest-volume locations in the PHSKC system, both of which
routinely collected the reported date of client’s last HIV antibody test and the result of that
test. In addition, that analysis used an unpublished estimate of ω̄ of 140 days. However, the
ad-hoc analysis limited to those testing positive at the same locations yielded a greater
proportion of observed LS-EIA non-reactive results than would be expected. It is possible
that the degree of motivated testing among MSM who consistently test through PHSKC is
greater than for those who do not.

Karon and colleagues17 recently proposed a correction for the detection of HIV infection
within the window period of a biomarker test suggesting recent infection. The correction
assesses the probability of testing very soon after acquiring HIV. However, members of all
strata of interest may not test in response to the suspicion of infections, of symptoms, or
isolated risk in the same manner. Some may test sooner after the acquisition of infection
than others. McDougal et al 18 have suggested an additional correction to control for LS-
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EIA non-reactive results for a some persons with long-standing HIV infection and reduced
immune function. The capacity of these adjustments to overcome misclassification bias is
controversial. 19 Therefore, it will be important that any correction to attenuate these biases
apply to all strata. It will be of interest to apply their correction to the current dataset to
determine whether controlling for the period between the last ELISA-negative result and the
first ELISA/WB-positive result is sufficient to address the large ratio of observed-to-
expected LS-EIA non-reactive results.

To address the persistent transmission of HIV, seroincidence among populations and
subpopulations must be quantified in order to identify priorities of need. STARHS may offer
an opportunity to produce more generalisable estimates of seroincidence by requiring only
one specimen from subjects. However, in the present analysis, incidence ratios between
groups of interest varied by the method of estimation. Because surveillance data partly
determine prevention resource allocation, we must view sound incidence estimation
methodologies as important as evidence-based prevention techniques.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Key messages

Seroincidence estimates using STARHS are vulnerable to bias when applied to
specimens and data from individuals who chose the time of their testing.

When applied to identical sets of testers and incidence estimation periods, STARHS
seroincidence estimates are generally higher than cohort-based seroincidence
estimates.

Bias arises from infected individuals testing sooner after HIV acquisition than would
be expected under independence between acquisition and testing, violating an
assumption of STARHS.

Seroincidence estimates stratified by age and race/ethnicity may be confounded by
variation in the interval between HIV acquisition and testing, between strata.
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