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Introduction
The first case of human immunodeficiency virus (HIV)

infection was detected in Singapore on 16 May 1985. The
number of newly diagnosed HIV/acquired immuno-
deficiency virus syndrome (AIDS) infections has been
increasing since 1985, and a total of 1599 cases were
detected as of December 2001. In a known cohort of HIV-
positive patients, a proportion of patients will progress
from HIV to AIDS every year. In 2001 alone, a total of 49
patients previously diagnosed with asymptomatic HIV
infection progressed to AIDS.1

The clinical course of HIV disease is variable; a number
of risk factors may influence the natural history of the

infection. Risk factors affecting the progression to AIDS
can be constant or variable.2 Variable factors, such as CD4
counts, appear at different stages of immunodepression
after HIV infection; therefore, they are time-dependent.
Constant factors, such as age at seroconversion and mode
of infection, are present at the time of infection and
remain unchanged.

Several studies have suggested that age at seroconversion
influences the onset of AIDS.2-15 The CD4 level has been
recognised as a surrogate marker for HIV infection and
the most important prognostic indicator for the
development of AIDS.16 A few seroconverter studies have
compared HIV progression by different exposure categories,
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Abstract
Introduction: This study identifies measurable factors at the time of diagnosis that predict the

progression to Acquired Immunodeficiency Syndrome (AIDS) among Human Immunodefi-
ciency Virus (HIV)-infected patients in Singapore. Materials and Methods: We carried out a
retrospective study of 790 HIV-infected patients from 16 May 1985 to 31 December 2001. The
end-point was the onset of AIDS-defining illness listed in the 1987 and 1991 revised Centers for
Disease Control and Prevention criteria, but excluded CD4 cell counts as a criterion. Using the
Kaplan-Meier method, AIDS-free survival curves were plotted for age groups at diagnosis,
baseline CD4 counts and periods for utilisation of antiretroviral treatment. A Cox regression
model was constructed to determine independent predictors of disease progression. Results:
Univariate analysis showed that patients of older age at diagnosis had a significantly higher risk
of progression compared to younger patients, and patients with higher baseline CD4 cell counts
had a lower risk of progression to AIDS. Adjusting for the simultaneous influence of several
covariates on the rate of HIV progression to AIDS, multivariate analysis using the Cox model
showed a significantly higher risk of progression for older patients at diagnosis, and the
progressive lowering of risk with increasing baseline CD4 cell counts. Conclusions: This study
found older age at diagnosis and baseline CD4 cell counts to be measurable predictors for HIV
progression to AIDS at time of diagnosis. Identification of these risk factors enables physicians
to provide counselling and advice, and to start appropriate treatment early. This could lower the
risk of progression and improve survival.
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and there were differences in findings among these
studies.2,3,5-7,17,18

The problem in managing HIV/AIDS patients is that
these patients do not usually present at time of infection due
to the long asymptomatic phase. Prognostic factors, such as
CD4 counts and age, would have changed by the time these
patients see their physicians. This study identifies
measurable factors at the time of diagnosis so physicians
can provide counselling and advice, and decide which
patient may benefit from antiretroviral treatment (ART)
based on the values of these predictors at time of diagnosis.19

Materials and Methods
A retrospective study was conducted using data obtained

from the National HIV registry. The period of study was 16
May 1985 to 31 December 2001. Basic demographic
information, such as age at diagnosis, gender, ethnic group,
occupation and mode of transmission, and clinical
information including baseline CD4 cell counts, were
extracted based on the dates of reported positive Western-
Bloc (WB) tests. The extraction process was not patient-
identifiable.

The exclusion criteria include patients who were found
to have AIDS at first diagnosis, patients who defaulted
follow-up and those without baseline CD4 cell counts or
those who died from causes other than AIDS. This study
focused on the progression among those infected through
the sexual mode since it constituted 96.6% of transmission
among Singaporeans, and excluded those who were infected
by other means. Patients who contacted the disease via the
sexual mode were classified as heterosexual, homosexual
and bisexual as defined by their stable sexual behaviour.

The length of time from the first positive confirmatory
HIV test to the onset of the first AIDS-defining disease was
used as the time of progression from HIV to AIDS. The
utilisation of antiretroviral therapies was modelled in 3
periods: single therapy or no therapy (before July 1995);
single, dual therapies or no therapy (July 1995 to June
1996); single, dual, multiple therapies or no therapy (July
1996 onwards). This approach was based on the evolution
of antiretroviral therapies used in the local setting.

Statistical Analysis
The date of HIV infection was estimated using the date

of positive WB test. The end-point was the onset of AIDS-
defining illness listed in the 1987 and 1991 revised Centers
for Disease Control and Prevention (CDC) criteria but
excluded CD4 cell counts as a criterion. Patients were
noted to have progressed to AIDS based on the occurrence
of one or more of the specific indicator opportunistic
diseases.20 An event is said to have occurred if the HIV
patient progressed to AIDS, and a patient is considered as

a censored case if he or she had not progressed to AIDS at
the cut-off date of 31 December 2001.

Using the Kaplan-Meier method, AIDS-free survival
curves were plotted for age groups at diagnosis, CD4 count
group and period of utilisation of ART. The cumulative
numbers of events (i.e., progression to AIDS) by group are
shown at the bottom of the survival curves. We classified
the baseline CD4 counts using the CDC 1993 classification
system for HIV disease.21

A Cox regression model was constructed to determine
independent predictors of disease progression. The
covariates were gender, ethnic group, age at diagnosis,
occupation, mode of sexual transmission, period for
utilisation of ART and baseline CD4 counts at diagnosis.
The proportionality assumption of the multivariate Cox
model was tested by examining the parallelism between the
log minus log function plots for different values of each
covariate, and by including each covariate as a time-
dependent term (defined as the interaction between the
natural logarithm of the time and the covariate). No
significant time-dependent covariates were found.

For disease progression, we analysed the data of patients
who did not have a diagnosis of AIDS and used the time of
progression from HIV to AIDS as the dependent variable.
Statistical significance was taken as P <0.05. Follow-up
after 31 December 2001 was not considered for those who
had not progressed to AIDS by then.

Results
A total of 790 patients were included in the study, and

follow-up was completed through January 2002 with 3675
person-years of observation, giving a median follow-up of
4 years.

The baseline characteristics of the patients are summarised
in Table 1. Fifty-two per cent had baseline CD4 cell counts
>200 mm3 and 66% were diagnosed as being positive for
HIV infection in the period when multiple therapies were
available.

The median age at diagnosis was 34 years (range, 17 to
8). A total of 236 (29.9%) patients developed AIDS during
follow-up.

The AIDS-free survival curves for the age group ≥40
years consistently went below that for the age group ≤39
years, suggesting a significant increase in the risk of
progression to AIDS for those aged ≥40 years (Fig. 1). The
curves representing baseline CD4 cell counts show distinct
separation from the onset and the pattern continues
throughout the period of study (Fig. 2). Kaplan-Meier
estimate of progression, stratified by period for utilisation
of ART, showed faster progression to AIDS for the second
period; the curve for the second period was consistently
below that for the first period. The progression to AIDS



86

Annals Academy of Medicine

Measurable Predictors for HIV Progression—KY Chow et al

was slower for the third period (Fig. 3).
Univariate analysis showed no significant differences in

gender, ethnic group, occupation, mode of sexual
transmission and period for utilisation (Table 2). Patients
of older age at diagnosis were at higher risk of progression
to AIDS. For baseline CD4 counts, univariate analysis
showed a significantly lower risk of progression to AIDS
at higher cell counts for the whole range. The third period
(1 July 1996 to 31 December 2001) showed significant
slowing down of progression to AIDS compared to the first
period (16 May 1985 to 30 June 1995).

Adjusting for the simultaneous influence of several
covariates on the rate of AIDS progression, multivariate
analysis showed significantly higher risk of progression for
patients of older age at diagnosis, and progressive lowering
of the risk of progression with increasing baseline CD4 cell
counts. For utilisation of ART, multivariate analysis showed
that the second period was associated with a 47% increase

in risk of progression to AIDS [hazard ratio (HR), 1.47;
95% confidence interval (CI), 0.95 to 2.29] compared to
the first period. Progression to AIDS slowed down in the
third period when patients could receive multiple therapies,
but the difference was non-significant (Table 2). In our
study, combining the second and third periods (1 July 1995
to 31 December 2001) showed non-significant slowing of
progression to AIDS when compared with the analysis
using 3 periods (HR, 0.95; P = 0.72; 95% CI, 0.7 to 1.29).
The clinical indicator of low baseline CD4 cell counts was
found to be the single variable most predictive of an early
progression to AIDS.
Discussion

Understanding the natural progression of HIV infection
is important in clinical management, counselling prevention
and treatment strategies.5

The influence of age at diagnosis was clear in this study
population, where those of older age progressed to AIDS

Table 1. Characteristics of Patients (n = 790)

Characteristic No. of patients (%) AIDS (% of those P value*
 with the characteristics)

Gender
Male 675 (85.4) 213 (31.6) 0.08
Female 115 (14.6) 23 (20.0)

Ethnic group
Chinese 675 (85.4) 197 (29.2) 0.88
Malay 35 (4.4) 13 (37.1)
Indian 47 (6.0) 17 (36.2)
Others 33 (4.2) 9 (27.3)

Age at diagnosis (y)
<30 223 (28.2) 70 (31.4) 0.01
30-39 318 (40.3) 99 (31.1)
40-49 150 (19.0) 40 (26.7)
>50 99 (12.5) 27 (27.3)

Occupation
Professional/Executive 166 (21.0) 47 (28.3) 0.21
Administrative/Service-oriented 212 (26.8) 65 (30.7)
Labour-intensive 233 (29.5) 63 (27.0)
Unemployed 179 (22.7) 61 (34.1)

Mode of sexual transmission
Heterosexual 604 (76.5) 173 (28.6) 0.61
Homosexual 104 (13.2) 36 (34.6)
Bisexual 82 (10.4) 27 (32.9)

Period for utilisation of ART
16 May 1985-30 June 1995 212 (26.8) 120  (56.6) 0.23
1 July 1995-31 June 1996 57 (7.2) 28 (49.1)
1 July 1996-31 December 2001 521 (66.0) 88 (16.9)

Baseline CD4 counts (mm3)
0-199 379 (48.0) 167 (44.1) <0.001
200-500 306 (38.7) 54 (17.6)
>500 105 (13.3) 15 (14.3)

* Based on comparison of Kaplan-Meier curves for progression to AIDS using Breslow test.
AIDS: acquired immunodeficiency virus syndrome; ART: antiretroviral therapies
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at a faster rate. This finding concurs with several studies
that supported the role of advancing age in predicting a
faster progression.2-15 Low CD4 counts were associated
with age at diagnosis, suggesting a rapid decline of this
lymphocyte subset in older subjects or late presentations.22

This decrease could be due to a deterioration in thymic
function, as suggested by studies which show that the

Fig. 1. Kaplan-Meier estimates of survival stratified by age group at diagnosis.
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Cumulative number of events

<30 years 25 45 57 64 67 68 70 70
30-39 years 43 64 81 90 97 98 99 99
40-49 years 27 36 38 39 39 39 39 39
>50 years 17 21 24 27 27 27 27 27
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Fig. 2. Kaplan-Meier estimates of survival stratified by baseline
CD4 counts.

Cumulative number of events

CD4 <200 96 128 145 157 163 165 166 166
CD4 201-500 14 34 43 50 53 53 54 54
CD4 >500 2 4 11 13 14 14 15 15
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Fig. 3. Kaplan-Meier estimates of survival stratified by period for utilisation
of antiretroviral therapies.

Cumulative number of events

16 May 1985-30 June 1995 33 64 87 104 115 117 120 120
1 July 1995-31 June 1996 13 18 26 28 28 28 28 28
1 July 1996-31 Dec 2001 66 83 87 87 87 87 87 87

capacity to produce new CD4 cells after chemotherapy is
inversely related to the patient’s age.23,24 Thus, older subjects
may have a reduced capacity to generate new CD4 cells in
response to the viral killing.25,26

Several studies support our findings that low CD4 counts
are most predictive of an early progression to AIDS.10,14,27,28

Therefore, it may be more meaningful to use the level of
CD4 as a clinical indicator for disease progression. The
1993 expanded AIDS surveillance case definition includes
all HIV-infected persons who have <200 CD4 cell counts,
which helps to reflect more accurately the number of
persons with severe HIV-related morbidity and
immunosuppression and to simplify the reporting process.
More detailed study of the determinants of CD4 decline
would be valuable in uncovering factors associated with
disease progression not detected in this study.29,30

The use of baseline CD4 counts as a surrogate for CD4
counts at time of infection in this study has created a
potential problem in that the exact age at infection could not
be extracted from our records, especially the asymptomatic
cases. It is possible that these patients could have been
infected earlier and, therefore, they should belong to younger
age groups in the analyses. This could potentially diminish
the differences in the findings we have seen among the age
groups.

In this study, we modelled the periods for receiving
antiretroviral therapies according to the availability of
commercial ART products and our pharmaceutical sales
records. The 3 periods were similar to those used by Rogers
et al31 for their study on survival after the diagnosis of AIDS
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in an era of multiple therapies. They found that survival
rates worsened in the second period and improved in the
third period for heterosexual females and homosexual
males. In this study, the risk of progression decreased by
18% (though a statistically significant level was not reached)
in the period when multiple drugs were used. Further
analysis by combining periods where dual or multiple
drugs were used did not show significant slowing of
progression to AIDS compared to the results obtained from
analysing the 3 periods. Several other studies have shown
reductions in disease progression and survival with the
introduction of antiretroviral combination therapies.32-36

Inaccurate diagnosis dates, wide variations in the sample
sizes of the 3 periods, failure to define AIDS accurately
using CD4 cell count depletion, and low consumption and
compliance could have accounted for the lack of significant
difference in our study. In addition, because our analysis
was based on non-randomised observational data, it was
possible that unmeasured selection factors related to the
physicians’ and patients’ decisions on the use of combination
therapies could have affected our results.

Disease progression was not related to gender, ethnic

group, occupation and mode of sexual transmission. Other
studies have shown similar results.3,10,14,37 Our data support
the hypothesis that when equal access to healthcare is
provided, the outcomes would be similar for different
genders, ethnic groups, occupations and modes of sexual
transmission.

Loss to follow-up was a potential source of bias in this
study. The exact time of infection was unknown and was
estimated using the dates of positive WB tests; this could
be the reason the study failed to detect differences in
progression among the different groups of sexual exposure.
However, a study on haemophiliac patients, for whom the
date of infection was either known or estimated accurately,
has clearly demonstrated that time since infection has no
independent prognostic significance once CD4 cell counts
are taken into account.38

In conclusion, this study found older age at diagnosis and
baseline CD4 cell counts to be measurable predictors for
HIV progression to AIDS. Identification of these risk
factors will enable physicians to provide counselling and
advice, and to start appropriate treatment early. This could
lower the risk of progression and improve survival.

Table 2. Progression to AIDS in Patients with HIV but without AIDS (n = 790)

Univariate analysis Multivariate analysis

Characteristic HR 95% CI P HR 95% CI P

Gender 0.19 0.26
Male 1.00 Referent 1.00 Referent
Female 0.75 0.49-1.16 0.73 0.43-1.25

Ethnic group 0.96 0.68
Chinese 1.00 Referent 1.00 Referent
Malay 1.15 0.66-2.02 0.63 1.34 0.74-2.42 0.33
Indian 1.02 0.62-1.68 0.94 1.02 0.61-1.70 0.93
Others 1.08 0.56-2.11 0.82 1.42 0.64-3.14 0.39

Age at diagnosis 1.02 1.01-1.03 0.003 1.02 1.01-1.03 0.006

Occupation 0.59 0.74
Professional/Executive 1.00 Referent 1.00 Referent
Administrative/Service-oriented 1.20 0.82-1.74 0.35 1.18 0.80-1.73 0.41
Labour-intensive 1.19 0.81-1.74 0.37 1.17 0.79-1.73 0.43
Unemployed 1.31 0.89-1.91 0.17 1.25 0.84-1.87 0.28

Mode of sexual transmission 0.86 0.66
Heterosexual 1.00 Referent 1.00 Referent
Homosexual 0.98 0.68-1.41 0.93 1.07 0.72-1.59 0.75
Bisexual 0.89 0.59-1.35 0.59 0.85 0.55-1.29 0.44

Period for utilisation of ART 0.05 0.04
16 May 1985-30 June 1995 1.00 Referent 1.00 Referent
1 July 1995-31 June 1996 1.30 0.85-1.99 0.23 1.47 0.95-2.29 0.08
1 July 1996-31 December 2001 0.78 0.57-1.06 0.12 0.82 0.59-1.14 0.24

Baseline CD4 counts (per mm3) <0.001 0.66
0-199 1.00 Referent 1.00 Referent
200-500 0.36 0.27-0.49 <0.001 0.37 0.27-0.51 <0.001
>500 0.23 0.14-0.40 <0.001 0.23 0.14-0.39 <0.001

Overall P values of the covariates are in italics. AIDS: acquired immunodeficiency virus syndrome; ART: antiretroviral therapies; CI: confidence interval;
HIV: human immunodeficiency virus; HR: hazard ratio



January 2005, Vol. 34 No. 1

89Measurable Predictors for HIV Progression—KY Chow et al

REFERENCES
1. Communicable Disease Centre. Communicable Disease Surveillance

Report 2001. Singapore: Tan Tock Seng Hospital, 2001.
2. Carre N, Deveau C, Belanger F, Boufassa F, Persoz A, Jadand C, et al.

Effect of age and exposure group on the onset of AIDS in heterosexual
and homosexual HIV-infected patients. AIDS 1994;8:797-802.

3. Pezzotti P, Phillips AN, Dorrucci M, Lepri AC, Galai N, Vlahov D, et al.
Category of exposure to HIV and age in the progression of AIDS:
longitudinal study of 1199 people with known dates of seroconversion.
BMJ 1996;313:583-6.

4. Multicohort Analysis Project Workshop. Immunologic markers of AIDS
progression: consistency across five HIV-infected cohorts. AIDS
1994;8:911-21.

5. Biggar RJ. AIDS incubation in 1891 HIV seroconverters from different
exposure groups. AIDS 1990;4:1059-66.

6. Rosenberg PS, Goedert JJ, Biggar RJ. Effect of age at seroconversion on
the natural AIDS incubation distribution. AIDS 1994;8:803-10.

7. Mariotto AB, Mariotti S, Pezzotti P, Rezza G, Verdecchia A. Estimation
of the acquired immunodeficiency syndrome incubation period in
intravenous drug users: a comparison with male homosexuals. Am J
Epidemiol 1992;135:428-37.

8. Pezzotti P, Rezza G, Lazzarin A, Angarano G, Siniceo A, Aiuti F, et al.
Influence of gender, age and transmission category on the progression
from HIV seroconversion to AIDS. J Acquir Immune Defic Syndr
1992;5:745-7.

9. Rezza G, Dorrucci M, Pezzotti P, Lazzarin A, Angarano G, Siniceo A, et
al. The seroconversion study on the natural history of HIV infection. In:
Nicolosi A, editor. HIV Epidemiology: Models and Methods. New York:
Raven Press, 1994:279-89.

10. Vella S, Giuliano M, Floridia M, Chiesi A, Tomino C, Seeber A, et al.
Effect of sex, age and transmission category on the progression to AIDS
and survival of zidovudine-treated symptomatic patients. AIDS
1995;9:51-6.

11. von Overbeck J, Egger M, Smith GD, Schoep M, Ledergerber B, Furrer
H, et al. Survival in HIV infection: do sex and category of transmission
matter? AIDS 1994;8:1307-13.

12. Eskild A, Magnus P, Sohlberg C, Jensen F, Kittelsen P. A comparison of
the progression rate to acquired immunodeficiency syndrome between
intravenous drug users and homosexual men. Scand J Soc Med
1994;4:309-14.

13. Operskalski EA, Stram DO, Lee H, Zhu Y, Donegan E, Busch MP, et al.
Human immunodeficiency virus type 1 infection: relation of risk group
and age to rate of progression to AIDS. J Infect Dis 1995;172:648-55.

14. Chaisson RE, Keruly JC, Moore RD. Race, sex, drug use, and progression
of human immunodeficiency virus disease. N Engl J Med 1995;333:
751-6.

15. Veugelers PJ, Strathdee SA, Tindall B, Page KA, Moss AR, Schechter
MT, et al. Increasing age is associated with faster progression to
neoplasms but not opportunistic infections in HIV-infected homosexual
men. AIDS 1994;8:1471-5.

16. Galai N, Vlahov D, Margolick JB, Chen K, Graham NM, Munoz A.
Changes in markers of disease progression in HIV-1 seroconverters: a
comparison between cohorts of injecting drugs users and homosexual
men. J Acquir Immune Defic Syndr Hum Retrovirol 1995;8:66-74.

17. Jason J, Lui KJ, Ragni MV, Hessol NA, Darrow WW. Risk of developing
AIDS in HIV-infected cohorts of hemophilic and homosexual men.
JAMA 1989;261:725-7.

Acknowledgements
We thank Professor Patrick Tan of the Haematology

Department, Singapore General Hospital, for allowing Mr
Heng Kee Kiang of the same department to extract some
data for this study.

18. Giesecke J, Scalia-Tomba G, Berglund O, Berntorp E, Schulman S,
Stigendal L. Incidence of symptoms and AIDS in 146 Swedish
haemophiliacs and blood transfusion recipients infected with human
immunodeficiency virus. BMJ 1988;297:99-102.

19. Mindel A, Tenant-Flowers M. ABC of AIDS: natural history and
management of early HIV infection. BMJ 2001;322:1290-3.

20. Revision of the CDC surveillance case definition for acquired
immunodeficiency syndrome. MMWR 1987;36(no.S-1):page nos?.

21. 1993 revised classification system for HIV infection and expanded
surveillance case definition for AIDS among adolescents and adults.
MMWR Recomm Rep 1992;41(RR-17):1-19.

22. The Italian Seroconversion Study. Disease progression and early predictors
of AIDS in HIV-seroconverted injecting drug users. AIDS 1992;6:
421-6.

23. Weinberg K, Parkman R. Age, the thymus and T lymphocytes. N Engl
J Med 1995;332:182-3.

24. Mackall CL, Fleisher TA, Brown MR, Andrich MP, Chen CC, Feuerstein
IM, et al. Age, thymopoiesis, and CD4(+) T-lymphocytes regeneration
after intensive chemotherapy. N Engl J Med 1995;332:143-9.

25. Wei X, Ghosh SK, Taylor ME, Johnson VA, Emini EA, Deutsch P, et al.
Viral dynamics in human immunodeficiency virus type 1 infection.
Nature 1995;373:117-22.

26. Ho DD, Neumann AU, Perelson AS, Chen W, Leonard JM, Markowitz
M. Rapid turnover of plasma virions and CD4+ lymphocytes in HIV-1
infection. Nature 1995;373:123-6.

27. Munoz A, Carey V, Taylor JMG, Chmiel JS, Kingsley L, van Raden M,
et al. Estimation of time since exposure for a prevalent cohort. Stat Med
1992;11:939-52.

28. Fahey JL,Taylor JM, Detels R, Hoffmann B, Melmed R, Nishanian P, et
al. The prognostic value of cellular and serologic markers in infection
with human immunodeficiency virus type 1. N Engl J Med 1990;322:
166-72.

29. Kramer A, Biggar RJ, Hampl H, Friedman RM, Fuchs D, Wachter H, et
al. Immunologic markers of progression to acquired immunodeficiency
syndrome are time-dependent and illness-specific. Am J Epidemiol
1992;136:71-80.

30. Alcabes P, Schoenbaum EE, Klein RS. Correlates of the rate
of decline of CD4+ lymphocytes among injection drug users infected
with the human immunodeficiency virus. Am J Epidemiol 1993;137:
989-1000.

31. Rogers PA, Sinka KJ, Molesworth AM, Evans BG, Allardice GM.
Survival after diagnosis of AIDS among adults resident in the United
Kingdom in the era of multiple therapies. Commun Dis Public Health
2000;3:188-94.

32. del Amo J, del Romero J, Barrasa A, Perez-Hoyos S, Rodriguez C, Diez
M, et al. Factors influencing HIV progression in a seroconverter cohort
in Madrid from 1985 to 1999. Sex Transm Infect 2002;78:255-60.

33. Lemp GF, Hirozawa AM, Cohen JB, Derish PA, McKinney KC,
Hernandez SR. Survival for women and men with AIDS. J Infec Dis
1992;166:74-9.

34. Alonso Socas M del M, Gomez Sirvent JL, Santolaria Fernandez F,
Rodriguez Moreno F, Essardas H, Rodriguez Rodriguez E, et al. The
efficacy of antiretroviral treatment in patients with human immuno-
deficiency virus infection. A study of 807 patients. (Spanish). Med Clin
(Barc) 2000;115:481-6.

35. Egger M, Hirschel B, Francioli P, Sudre P, Wirz M, Flepp M, et al. Impact
of new antiretroviral combination therapies in HIV infected patients in
Switzerland: prospective multicentre study. BMJ 1997;315:1194-9.

36. Moore RD, Keruly JC, Chaisson RE. Duration of the survival benefit of
zidovudine Therapy in HIV infection. JAMA 1996;156,1073-7.

37. Ledergerber B, von Overbeck J, Egger M, Luthy R. The Swiss HIV cohort
study: rationale, organization and selected baseline characteristics. Soz
Praventivmed 1994;39:387-94.

38. Phillips AN, Sabin CA, Elford J, Bofill M, Janossy G, Lee CA. Acquired
Immunodeficiency syndrome (AIDS) risk in recent and long-standing
human immunodeficiency virus type-1 (HIV-1)-infected patients with
similar CD4 lymphocyte counts. Am J Epidemiol 1993; 138:870-8.


