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Abstract
Problem: As of December 31, 2008, an estimated 663,084 persons were living with a diagnosis of human immunodeficiency
virus (HIV) infection in the 40 U.S. states that have had confidential name-based HIV infection reporting since at least January
2006. Although HIV surveillance programs in the United States collect information about persons who have received a diagnosis
of HIV infection and acquired immunodeficiency syndrome (AIDS), supplemental surveillance projects are needed to collect
information about care-seeking behaviors, health-care use, and other behaviors among persons living with HIV. Data on the clinical
and behavioral characteristics of persons receiving medical care for HIV infection are critical to reduce HIV-related morbidity
and mortality and for program planning to allocate services and resources, guide prevention planning, assess unmet medical and
ancillary service needs, and help develop intervention programs and health policies at the local, state, and national levels.
Reporting Period Covered: Data were collected during June 2007–September 2008 for patients who received medical care in
2007 (sampled from January 1–April 30).
Description of the System: The Medical Monitoring Project (MMP) is an ongoing, multisite supplemental surveillance project that
assesses behaviors, clinical characteristics, and quality of care of HIV-infected persons who are receiving medical care. Participants
must be aged ≥18 years and have received medical care at sampled facilities that provide HIV medical care within participating
MMP project areas. Self-reported behavioral and selected clinical data are collected using an in-person interview. A total of 26
project areas in 19 states and Puerto Rico were funded to collect data during the 2007 MMP data collection cycle.
Results: The results from the 2007 MMP cycle indicated that among 3,643 participants, a total of 3,040 (84%) had some form of
health insurance or coverage during the 12 months before the interview; of these, 45% reported having Medicaid, 37% reported
having private health insurance or coverage through a health maintenance organization, and 30% reported having Medicare. A
total of 3,091 (85%) of the participants were currently taking antiretroviral medications. Among 3,609 participants who reported
ever having a CD4 T-lymphocyte test, 2,996 (83%) reported having three or more CD4 T-lymphocyte tests in the 12 months
before the interview. Among 3,567 participants who reported ever having an HIV viral load test, 2,946 (83%) reported having
three or more HIV viral load tests in the 12 months before the interview. Among 3,643 participants, 45% needed HIV case
management, 33% needed mental health counseling, and 32% needed assistance finding dental services during the 12 months
before the interview; 8%, 13%, and 25% of these participants who needed the services, respectively, had not received these services
by the time of the interview.
Noninjection drugs were used for nonmedical purposes by 1,117 (31%) participants during the 12 months before the interview,
and 122 (3%) participants had used injection drugs for nonmedical purposes. Unprotected anal intercourse was reported by 527
(54%) of 970 men who reported having anal sex with a man during the 12 months before the interview. Unprotected anal or
vaginal intercourse was reported by 176 (32%) of the 553 men who reported having anal or vaginal intercourse with a woman
during the 12 months before the interview. Unprotected anal or vaginal intercourse was reported by 216 (42%) of the 516 women
who reported having anal or vaginal intercourse with a man during the 12 months before the interview.
Corresponding author: Janet M. Blair, National Center for HIV/AIDS,
Viral Hepatitis, STD, and TB Prevention, CDC, 1600 Clifton Rd., NE,
MS E-46, Atlanta GA 30333. Telephone: 404-639-6298; Fax: 404-6398640; E-mail: JBlair@cdc.gov

Interpretation: The findings in this report indicate that in 2007,
most persons with HIV infection who were receiving medical care
were taking antiretroviral therapy and had some form of health
insurance or coverage; however, some persons were not receiving
MMWR / September 2, 2011 / Vol. 60 / No. 11
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needed critical ancillary services, such as HIV case management or help finding dental services. In addition, some persons living
with HIV infection engaged in behaviors, such as unprotected sex, that increase the risk for transmitting HIV to sexual partners,
and some used noninjection or injection drugs for nonmedical purposes, which might decrease adherence to antiretroviral therapy
and increase health-risk behaviors.
Public Health Actions: MMP data can be used to monitor the national HIV/AIDS strategy goal of increasing access to care and
optimizing health outcomes among persons living with HIV. Persons infected with HIV who are not receiving needed ancillary
services highlight missed opportunities for access to care and other supportive services, information that can be used to advocate for
additional resources. Drug use among persons with HIV infection underscores the continued need for substance abuse treatment
services for this population. In addition, prevention services and programs are needed to decrease the number of HIV-infected
persons engaging in unprotected sex. The data in this report can be included in local, state, and national HIV/AIDS epidemiologic
profiles and shared with community stakeholders. Although data from the 2007 MMP cycle might not be representative of all
persons receiving medical care for HIV infection in the United States or in the individual project areas, future MMP cycles are
expected to yield weighted national estimates representing all HIV-infected persons receiving medical care in the United States.

Introduction
As of December 31, 2008, an estimated 663,084 persons
were living with a diagnosis of human immunodeficiency virus
(HIV) infection in the 40 U.S. states that have had confidential
name-based HIV infection reporting since at least January
2006 (1). Although HIV surveillance programs in the United
States collect information about persons with HIV infection
and acquired immunodeficiency syndrome (AIDS) (2), provide
an overview of the epidemic, and characterize the effects of
HIV infection, supplemental surveillance projects provide
additional information about care-seeking behaviors, healthcare use, and other behaviors (3).
In 2005, in response to an Institute of Medicine report
outlining the need for representative data on persons living
with HIV infection (4), CDC implemented the Medical
Monitoring Project (MMP). MMP was designed to be a
nationally representative, population-based surveillance system
to assess clinical outcomes (e.g., quality of medical care,
access to and use of HIV medical care, antiretroviral therapy
regimens, and virologic status) and behavioral outcomes
(e.g., use of prevention services, medication adherence, and
levels of ongoing risk behaviors) among persons with HIV
infection who are receiving medical care in the United States
(5). Unweighted data from the interview component of the
2007 MMP data collection cycle among 26 funded project
areas are presented in this report.

Methods
Participating Project Areas
Data on patients who received medical care in 2007 (sampled
from January 1–April 30) were collected during June 2007–
September 2008. A previous report described findings from
2
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the 2005 MMP pilot cycle, which included 10 project areas
(3). A total of 26 project areas were funded to conduct data
collection activities for the 2007 MMP data collection cycle
(Figure 1): California; Chicago, Illinois; Delaware; Florida;
Georgia; Houston, Texas; Illinois; Indiana; Los Angeles
County, California; Maryland; Massachusetts; Michigan;
Mississippi; New Jersey; the state of New York; New York
City, New York; North Carolina; Oregon; Pennsylvania;
Philadelphia, Pennsylvania; Puerto Rico; San Francisco,
California; South Carolina; Texas; Virginia; and Washington.
All 26 project areas conducted interviews and medical record
abstractions. Medical record abstraction data were not available
for inclusion in this report.

Sampling Method
Detailed methods for MMP have been described previously
(3,5). MMP collects behavioral and clinical information from
a representative sample of patients receiving clinical services
from outpatient HIV medical care facilities in the United States
and Puerto Rico. MMP uses a probability proportional to size
(PPS) sampling design to obtain cross-sectional probability
samples of HIV-infected adults receiving medical care in the
United States and Puerto Rico. The MMP 2007 sample was
selected in the following three stages:
1. Selection of states. States were selected first. All 50 states,
the District of Columbia, and Puerto Rico (defined as
primary sampling units [PSUs]) were eligible for selection.
From these 52 PSUs, 20 were selected using PPS sampling
based on AIDS prevalence at the end of 2002. States with
a higher AIDS prevalence had a higher probability of
selection, and those with a lower AIDS prevalence had a
lower probability of selection. Six municipal jurisdictions
receive separate funding for HIV/AIDS surveillance
(Chicago, Illinois; Houston, Texas; Los Angeles County,
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California; New York City, New York; Philadelphia,
Pennsylvania; and San Francisco, California); these areas
were included with the state for first stage sampling and
comprised a city-state pair unit. If a state included a city
with independent HIV surveillance authority (e.g., Texas,
which includes Houston, an independently funded HIV
surveillance authority), selection of the state included
selection of the city (i.e., city-state pairs were selected as
one unit). Nineteen states (which include the six separately
funded areas within those states) and Puerto Rico were
selected from the 52 PSUs, resulting in 26 MMP project
areas.
2. Selection of facilities providing HIV medical care. HIV
medical care facilities were selected after state selection.
Facilities were defined as providing HIV medical care if
they provided at least one of the following: 1) prescriptions
for antiretroviral medications or 2) CD4 T-lymphocyte or
HIV viral loaded testing. This definition was developed
to identify providers of ongoing HIV medical care who
managed HIV infection rather than referred patients to
another provider. Within each participating area, MMP
staff members compiled comprehensive lists of facilities
providing HIV medical care by using various available
data sources. The lists were developed using a listing of
facilities that had reported patients to the HIV/AIDS
Reporting System (HARS) or Enhanced HIV/AIDS
Reporting System (eHARS), depending on which system
was operational in a project area. (Additional information
on HARS is available at http://www.cdc.gov/hiv/stats/
hasrlink.htm.) Other additional available data sources were
used, including state or local laboratory reporting databases
(which include information on providers who order
laboratory tests), or prescription drug lists that include
information on prescribers of antiretroviral medications.
The size of each facility was determined by using the
estimated patient load for the population definition
period, defined as the 4-month period during
January 1–April 30, 2007. This information was collected
based on direct contact with the facility. Estimated patient
loads that could not be obtained from facilities were
obtained from HARS, eHARS, or other sources, such as
state or local laboratory databases or prescription drug
lists. From these lists, HIV medical care facilities were
sampled with a likelihood of selection proportional to their
estimated patient load. Facilities with higher patient loads
had a higher probability of selection; those with lower
patient loads had a lower probability of selection. Only
outpatient facilities were eligible to participate in MMP.
Outpatient facilities were defined as hospital-affiliated
clinics, free-standing clinics, or private physicians’ offices.

Facilities that did not provide medical care (e.g., HIV
counseling and testing sites) were excluded from the list
of facilities, as were emergency departments, facilities
located outside of the MMP areas, federal prisons, facilities
in military installations, and facilities that provided HIV
medical care exclusively to persons aged <18 years. All
sampled facilities were recruited to participate. If a facility
declined to participate or was found to be ineligible, that
facility was not replaced with another facility (i.e.,
substitution of facilities was not allowed).
3. Selection of patients receiving medical care. Individual
patients were sampled after facility selection. Each
participating facility compiled comprehensive lists of
eligible patients seen during the population definition
period. The sample of patients was selected from the
compilation of all patient lists within each area. Project
areas attempted to recruit all sampled patients to
participate.

Participant Recruitment
Patients selected in the third stage of sampling were
then recruited to participate through one of two strategies:
enrollment by MMP staff or by health-care providers. The
strategy used depended on clinic needs, project area needs,
Institutional Review Board (IRB) requirements, and the
number of patients sampled from a given facility. For enrollment
by MMP staff members, facilities provided local MMP staff
members with contact details for patients. For enrollment by
health-care providers, patients selected to participate were
initially contacted by their health-care provider either in
person, by telephone, or by mail, and then were contacted by
MMP staff members. The same participant eligibility criteria
were used in all participating project areas: diagnosis of HIV
infection, age ≥18 years, no previous participation in MMP
during the current data collection cycle, receipt of medical
care at the sampled facility during the population definition
period, and ability to provide informed consent.

Data Collection
MMP consists of two components: 1) an in-person interview
and 2) medical record abstraction. Medical record abstraction
data were not available for inclusion in this report. The
questionnaire is administered by a trained interviewer using
computer-assisted personal interview (CAPI) software on a
laptop or handheld computer. Three versions of the interview
questionnaire (in both English and Spanish) were developed:
a standard questionnaire, a short questionnaire, and a proxy
questionnaire. The short questionnaire is administered when
a patient is unable to complete the longer standard interview
MMWR / September 2, 2011 / Vol. 60 / No. 11
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or when translation to a language other than Spanish is
required. The proxy questionnaire responses are obtained
from a respondent who serves as a substitute for a patient who
is too incapacitated to provide responses or who is deceased.
Data from interviews completed using the short and proxy
questionnaires are not included in this report because the data
are from abridged versions of the standard questionnaire, are
obtained under circumstances that vary from those for which
the standard interview is administered, and require different
interpretation.
Persons who agreed to participate were interviewed in a
private location (e.g., at home or in a clinic). The standard
interview contained seven modules and took approximately
45 minutes to complete. (Additional information on MMP,
including copies of questionnaires, is available at http://www.
cdc.gov/hiv/topics/treatment/MMP/data.htm.) The modules
included questions on demographics, access to and use of
health care (including antiretroviral medications), unmet
needs for services, sexual behavior, drug and alcohol use, use
of prevention services, and health and well-being.

Statistical Analyses
Data were encrypted and transmitted to CDC through a
secure data network; statistical software was used for cleaning,
for analysis, and to create frequency tables. Data are not
reported for questions with fewer than five responses. This
report presents the results of a descriptive analysis from the 26
participating project areas. No statistical tests were performed.

Measures
Interview Reference Periods
The time frames for behaviors and services accessed
include 1) ever (in the participant’s lifetime), 2) at any point
since HIV diagnosis, 3) during the past 12 months (i.e., the
12 months before the interview), and 4) most recent (the
most recent occurrence during the 12 months before the
interview). Alcohol use during the past 12 months and past
30 days, noninjection and injection drug use for nonmedical
purposes during the past 12 months, and injection drug use
for nonmedical purposes during the participant’s lifetime are
reported. The time frame used for receipt of pneumococcal
vaccine is during the 5 years before the interview.

Characteristics of Participants
Characteristics of participants included gender, self-reported
sexual orientation, race/ethnicity, age at interview, education
level, country or territory of birth, time since HIV diagnosis,
health insurance or coverage, and type of coverage. The gender

4
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categories were male, female, and transgender. Participants were
classified as transgender if reported sex at birth and current
gender as reported by the participant were not the same or
if they answered “transgender” to the interview question
regarding self-identified gender. Sexual orientation categories
were heterosexual or straight; homosexual, gay, or lesbian;
and bisexual. Race/ethnicity categories were non-Hispanic
black, non-Hispanic white, Hispanic or Latino, American
Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander,
multiracial, and other. Age groups included 18–24 years,
25–29 years, 30–34 years, 35–39 years, 40–44 years, 45–49
years, 50–54 years, 55–59 years, 60–64 years, and ≥65 years.
Educational attainment was categorized as less than high
school, high school diploma or GED (general educational
development) credential, and more than high school. Time
since HIV diagnosis was categorized as ≥5 years and <5 years.
Health insurance or coverage was categorized as Medicaid,
Medicare, private health insurance or health maintenance
organization, and other (including Tricare/CHAMPUS and
Veterans Administration coverage). Participants could select
more than one response for insurance or coverage.
Participants also were asked if they had been homeless at any
time during the 12 months before the interview. MMP uses the
McKinney-Vento definition of homelessness, which categorizes
persons as homeless if they lack a fixed, regular, adequate nighttime residence or if they have a steady night-time residence that
is 1) a supervised publicly or privately operated shelter designed
to provide temporary living accommodation, 2) an institution
that provides a temporary residence for persons intended to be
institutionalized, or 3) a public or private place not designed
for or ordinarily used as a regular sleeping accommodation
for human beings (e.g., an automobile or under a bridge).*
Participants were also asked about their primary payment
method for prescription medications for HIV and related
illnesses, whether they had applied for public assistance,
whether they received any form of public assistance (including
Social Security Supplemental Income [SSI] or Social Security
Disability Insurance [SSDI]), and their primary source of
money or financial support. All payment questions referred
to the 12 months before the interview.

Delays in Seeking Medical Care and Use of
Health-Care Services
Participants were asked whether they delayed their first visit
to a doctor, nurse, or other health-care worker for HIV medical
care for >3 months after receiving a diagnosis of HIV infection
and if so, the primary reason for the delay. Participants also
were asked if they had a usual source of HIV medical care
*Stewart B. McKinney Homeless Assistance Act, 42 U.S.C. §11301, et seq. 1987.
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during the 12 months before the interview and whether they
had been admitted to a mental health facility or received HIV
care at an obstetrics and gynecology clinic (women only).
Additional measures of health-care use included the number
of participants who reported emergency department visits,
urgent care center visits, and hospitalizations (including length
of stay), as well as visits to sexually transmitted disease (STD)
clinics and testing for syphilis, gonorrhea, chlamydia, herpes,
genital warts, nongonococcal urethritis (men only), and other
STDs during the 12 months before the interview.

Antiretroviral Medications and Adherence, CD4
T-Lymphocyte and HIV Viral Load Testing,
and Vaccinations
Participants were asked whether they had taken antiretroviral
medications, as well as their reasons for never taking
antiretrovirals, for not currently taking antiretrovirals, and
for not taking the last missed antiretroviral dose. Participants
also were asked about the frequency of CD4 T-lymphocyte
count and HIV viral load testing and their most recent CD4
T-lymphocyte count and HIV viral load test results during the
12 months before the interview. The CD4 T-lymphocyte count
categories were as follows: 0–49 cells/mm3, 50–99 cells/mm3,
100–199 cells/mm3, 200–349 cells/mm3, 350–499 cells/mm3,
≥500 cells/mm3, and “don’t know.” The HIV viral load
categories were as follows: undetectable, detectable but <5,000
copies/mL, 5,000–100,000 copies/mL, >100,000 copies/mL,
and “don’t know.” Receipt of seasonal influenza vaccine and
pneumococcal pneumonia vaccine are also reported.

Unmet Need for Services
Participants were asked whether they needed and received
ancillary services. For each service, the participant’s need was
self-perceived and determined by the participant. Ancillary
services needed during the past 12 months but not received by
participants before the interview were HIV case management,
mental health counseling, assistance finding dental services,
social services (e.g., insurance assistance or financial
counseling), transportation assistance, assistance finding meals
or food, assistance finding shelter or housing, assistance finding
a doctor for ongoing medical services, obtaining education or
information about HIV risk reduction, chore or homemaker
services, home health services (e.g., home nursing care or
assistance), adherence support services (i.e., professional help
remembering to take HIV medications on time or correctly),
and child care services.

Alcohol and Drug Use
Participants were asked about alcohol use during the 12
months and 30 days before the interview. A drink was defined

as one can of beer, a glass of wine, or a shot of liquor. Excessive
drinking was defined as five or more drinks per day for men
and four or more drinks per day for women.
Participants were asked about the use of noninjection
and injection drugs. Noninjection and injection drugs were
defined as all drugs, including legal drugs, that were not used
for medical purposes. Participants were asked about lifetime
(ever) use of injection drugs (i.e., whether they had ever used
them). Participants also were asked about use of noninjection
and injection drugs for nonmedical purposes during the 12
months before the interview. Participants could report the use
of multiple types of drugs. Admission to an inpatient drug
or alcohol treatment center during the past 12 months also
was reported.

Sexual Behavior
Participants who identified themselves as male or female were
asked about the number of sex partners they had during the
12 months before the interview, the sex of their partners, and
the following behaviors: sexual activity (i.e., anal, vaginal, or
oral sex) and unprotected sexual intercourse (anal or vaginal
intercourse without a condom) with at least one partner.
Participants were also asked about their most recent sex partner,
including sex of their partner and knowledge of their partner’s
HIV status.

Prevention Activities
Participants were asked about participation in group-level
interventions consisting of at least one organized session with
a small group of persons to discuss ways to prevent HIV
infection. They also were asked about receipt of free condoms
from various organizations.

Results
Facility and Participant Response Rates
The median facility participation rate for the 2007 cycle was
91%, ranging from 65% to 100% by project area. A total of 15
project areas had overall facility participation rates of ≥90%.
From the 26 participating project areas (Table 1), a sample of
10,503 persons was selected from 582 participating facilities.
Of these sampled persons, 311 were ineligible: 29 were
duplicates, 18 were aged <18 years, 63 were HIV-negative,
114 had not received care during the population definition
period, and 87 were ineligible for other reasons, resulting in
a total of 10,192 persons who were eligible for participation
in MMP. The median patient participation rate for the 2007
cycle was 40% among eligible patients, with a range of 3% to
76% by project area.

MMWR / September 2, 2011 / Vol. 60 / No. 11
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A total of 3,944 participants were interviewed. Data for 43
participants were excluded because the interviewer questioned
the validity of the responses. Because behaviors might change
after HIV diagnosis and the MMP interview primarily focuses
on behaviors during the past year, interview data also were
excluded for 24 participants who had received their diagnosis
<12 months before interview and 234 participants for whom
date of HIV diagnosis was missing or could not be determined
to have been at least 12 months before the interview. Therefore,
this report includes data from 3,643 interviews using the
standard questionnaire.

Characteristics of Participants
Among the 3,643 participants, 72% were male, 26%
were female, and 1% were transgender (Table 2). Forty-nine
percent of participants reported their sexual orientation as
heterosexual, 42% as homosexual, and 8% as bisexual. Most
participants were non-Hispanic black (40%) or non-Hispanic
white (35%). The age groups with the greatest proportion of
participants were 40–44 years (20%) and 45–49 years (22%).
Approximately half of participants had more than a high
school education (51%), and most were born in the United
States (82%). The majority of participants (78%) had been
diagnosed with HIV infection ≥5 years previously. A total of
8% of participants reported that they had been homeless at
some time during the 12 months before the interview.
Of the 3,040 (84%) participants who reported having
any or multiple types of health insurance or coverage during
the past 12 months, 45% reported having Medicaid, 37%
reported having private health insurance or coverage through
a health maintenance organization, and 30% reported having
Medicare. (Participants could select more than one type
of medical insurance or coverage response.) Participants
primarily paid for prescription medications for HIV and
related illnesses through Medicaid, Medicare, or both (41%);
private health-care coverage (25%); or the AIDS Drug
Assistance Program (25%) (information available at http://
hab.hrsa.gov/abouthab/partbdrug.html). A total of 19% of
participants reported applying for public assistance during
the past 12 months. Forty-nine percent of participants had
received public assistance, including SSI or SSDI, during the
past 12 months, and 40% reported that SSI or SSDI was their
primary source of money or financial support during the past
12 months (Table 2).

Delays in Seeking Medical Care and Use of
Health-Care Services
Among 3,095 participants for whom the time from receipt
of HIV diagnosis and first visit to a physician, nurse, or other
6
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health-care worker for HIV medical care could be calculated,
2,400 (77%) made their first visit ≤3 months after receiving
the diagnosis, 242 (8%) >3 to <12 months after receiving
the diagnosis, and 453 (15%) ≥12 months after receiving the
diagnosis. Respondents who delayed their first visit for >3
months cited various reasons for the delay (Table 3), including
not wanting to think about being HIV-positive (21%), feeling
good and that they did not need to go (18%), and not believing
the test result (8%).
Among 3,643 persons interviewed, 3,626 reported having
one place in particular, such as a physician’s office or clinic,
where they usually went for most of their HIV medical care,
including CD4 T-lymphocyte and HIV viral load testing or to
receive HIV-related medications, during the past 12 months.
Of 3,599 persons for whom the date of last visit for medical
care was available, 2,982 (83%) reported that they had visited
a health-care provider within the past 3 months. Among 959
women, 244 (25%) reported receiving HIV care at an obstetrics
and gynecology clinic during the past 12 months.
A total of 113 (3%) participants reported having been
admitted to a mental health facility during the past 12 months.
In addition, 329 (9%) participants reported that they had
been to an emergency department, 105 (3%) reported going
to an urgent care center, and 252 (7%) reported having been
admitted to the hospital during the past 12 months. The
mean reported length of stay was 12 days (range: 1–76 days)
among the 247 participants who were admitted to a hospital
and reported a length of stay.
Among the 3,643 participants, 1,545 (42%) reported
being tested for an STD during the past 12 months; the most
common STD tests received were for syphilis (37%), gonorrhea
(32%), chlamydia (30%), and herpes (28%) (Table 4). A total
of 158 (4%) of the 3,643 participants reported having gone
specifically to an STD clinic for STD testing, diagnosis, or
treatment during the past 12 months.

Antiretroviral Medications and Adherence
Among all participants, 3,359 (92%) reported ever taking
antiretroviral medications for HIV infection, and 3,091 (85%)
reported currently taking antiretrovirals. Among the 542
participants who reported not currently taking antiretrovirals,
283 (52%) reported never having taken them. The most
common reasons for never taking antiretroviral medications
were that a physician advised delaying treatment (47%), the
participant’s CD4 count or viral load or both were good (35%),
and the participant felt good and thought the medications were
not needed (5%) (Table 5). Among 257 participants with a
history of antiretroviral use, the most common reasons for
not currently taking these medications were that a physician
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advised delaying treatment (25%), the participant’s CD4
count or viral load or both were good (23%), the participant
felt good and thought the medications were not needed (7%),
and the participant worried about side effects (6%) (Table 6).
Among 3,091 participants who were currently taking
antiretroviral medications, 1,071 (35%) did not take all
antiretroviral doses during the month before the interview.
The most common reasons given for not taking the last missed
dose during the past month were forgetting to take it (38%),
a change in daily routine (12%), being busy with other things
(11%), and wanting to avoid side effects (7%) (Table 7).

Vaccinations
Among all 3,643 participants, 2,888 (79%) reported that
they had received a seasonal influenza vaccination during the
past 12 months. A total of 2,148 (59%) reported receiving a
pneumococcal pneumonia vaccination during the past 5 years.

CD4 T-Lymphocyte and HIV Viral
Load Testing
The most recent CD4 count among 3,592 participants who
reported having a CD4 T-lymphocyte test during the past 12
months was <200 cells/mm3 for 325 (9%) participants, 200–
349 cells/mm3 for 508 (14%), 350–499 cells/mm3 for 700
(20%), ≥500 cells/mm3 for 1,305 (36%), and unknown for
754 (21%) participants (Figure 2). Among 3,609 participants
who reported ever having a CD4 T-lymphocyte count test,
2,996 (83%) reported having three or more tests in the past
12 months. Among 3,546 participants who reported having
an HIV viral load test during the past 12 months, the most
recent viral load was undetectable for 2,064 (58%) participants;
however, the viral load was unknown for 720 (20%) (Figure 3).
Among 3,567 participants who reported ever having an HIV
viral load test, 2,946 (83%) reported having three or more
tests during the past 12 months.

Unmet Need for Services
The most frequently reported ancillary services needed
among the 3,643 participants were HIV case management
(1,650 [45%] participants), mental health counseling (1,200
[33%]), assistance finding dental services (1,157 [32%]), social
services (1,124 [31%]), and transportation assistance (899
[25%]). Participants who needed but had not received these
services by the time of the interview included 139 (8%) of
those who needed HIV case management, 157 (13%) of those
who needed mental health counseling, 294 (25%) of those
who needed assistance with finding dental services, 210 (19%)

of those who needed assistance with social services, and 144
(16%) of those who needed transportation assistance (Table 8).

Alcohol and Drug Use
A total of 1,858 (51%) participants reported drinking
alcohol during the past 12 months, and 1,518 (42%) reported
drinking alcohol and the number of drinks they consumed
on a typical day during the past 30 days. Among those who
drank alcohol during the past 30 days and who also reported
the number of drinks they consumed, the typical average daily
consumption was 3.0 drinks. Excessive drinking (five or more
drinks per day for men, four or more for women) during the
past 30 days was reported by 500 (14%) participants (408
men and 92 women). Among these participants, the average
number of days of excessive drinking in the past month was
5.1 for men and 4.1 for women.
Overall, 1,117 (31%) participants reported using
noninjection drugs for nonmedical purposes during the past
12 months. Of these, 841 (75%) reported using marijuana,
243 (22%) amyl nitrate (“poppers”), 240 (21%) cocaine that
is smoked or snorted, and 201 (18%) crack cocaine (Table 9).
A total of 748 (21%) participants reported having ever used
injection drugs for nonmedical purposes, and 122 (3%) had
injected drugs during the past 12 months. Among the 122
participants who injected drugs during the past 12 months, the
drugs most frequently injected were crystal methamphetamine
by 65 (53%) participants, cocaine (only) by 48 (39%), heroin
and cocaine together by 46 (38%), and heroin (only) by 44
(36%) (Table 10). A total of 139 (4%) MMP participants had
been admitted to an inpatient drug or alcohol treatment center
during the past year.

Sexual Behavior
Among 970 men who reported having anal intercourse
with at least one man during the past 12 months, 527 (54%)
reported having unprotected anal intercourse (Table 11). Of
1,196 men who had anal or oral sex with men, 960 (80%)
reported knowing the HIV status of their most recent male
sex partner (Table 12).
Of 553 men who reported having anal or vaginal intercourse
with at least one woman during the past 12 months, 176 (32%)
reported having unprotected anal or vaginal intercourse (Table
11). Among 569 men who had anal, vaginal, or oral sex with
women, 446 (78%) reported knowing the HIV status of their
most recent female partner (Table 12).
Among 516 women who reported having had anal or vaginal
intercourse with at least one man during the past 12 months,
216 (42%) reported having unprotected anal or vaginal
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intercourse (Table 11), and 428 (83%) reported knowing the
HIV status of their most recent male partner (Table 12).

data to help measure progress on objectives set forth by the
national HIV/AIDS strategy.

Assessment of Prevention Activities

STD Testing

During the 12 months before the interview, 631 (17%)
respondents participated in at least one organized session
involving a small group of persons (excluding discussions with
friends) to discuss ways to prevent HIV. Of these, 544 (86%)
discussed ways to talk to a partner about safe sex, 471 (75%)
practiced ways to talk with a partner about safe sex, and 532
(84%) discussed ways to use condoms effectively.
A total of 2,148 (59%) participants reported receiving
free condoms from various organizations during the past
12 months; of these, 809 (38%) received condoms from
HIV/AIDS-focused community-based organizations, 654
(30%) from an adult HIV/AIDS specialty clinic, and 342
(16%) from a community health center or public health clinic.
Among the participants who reported receiving free condoms,
1,405 (65%) stated that they had used the free condoms they
received, and 1,549 (72%) stated that receiving these free
condoms made them more likely to use condoms during sex.

STD infection might suggest recent or ongoing sexual
behaviors that could result in HIV transmission (18), and many
STDs can increase the risk for acquisition and transmission
of HIV (19). Identifying and treating STDs can reduce the
potential for spread of these diseases among groups at high
risk for infection (i.e., sexual networks) (18). Current primary
care guidelines for persons infected with HIV recommend
that those at risk for STDs be screened annually for syphilis,
gonorrhea, and chlamydia (17). Among the 3,643 participants,
1,545 (42%) reported being tested for an STD during the
past 12 months; most were tested for syphilis, gonorrhea,
and chlamydia. These findings suggest that too few HIVinfected persons in care are being tested annually. Screening
HIV-infected persons for STDs is critical to identify those at
risk for transmitting HIV and other STDs (18). Health-care
providers should be encouraged to test sexually active HIVinfected patients for STDs annually.

Discussion
Access to Health Care
The benefits of treatment provided early in the course of HIV
infection are well documented and include increased survival,
reduced morbidity, and reduced HIV transmission (6,7).
One goal outlined in the U.S. national HIV/AIDS strategy
is to increase access to care and optimize health outcomes for
persons living with HIV infection in the United States. A
step toward establishing this goal is creating a seamless system
to immediately link patients to continuous and coordinated
quality care when they receive a diagnosis of HIV infection.
One benchmark measure of the national HIV/AIDS strategy
is to increase from 65% to 85% by 2015 the percentage of
HIV-infected persons who are linked to clinical care within
3 months of receiving an HIV infection diagnosis (8). In this
survey, approximately three fourths of respondents with valid
self-reported dates of HIV diagnosis and subsequent initiation
of medical care reported going to a health-care provider within
3 months of receiving the diagnosis. Delayed medical care after
HIV diagnosis has been well documented in the literature
(9–15). Current HIV care guidelines recommend HIV care
visits every 3–6 months (16,17). Monitoring patterns of care,
as well as entry into medical care, among persons with HIV
is critical and will continue to be an important use of MMP
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Antiretroviral Medications and Adherence
Adherence to therapy is necessary for HIV viral suppression
and to prevent the emergence of resistance mutations (16).
Understanding the reasons for nonadherence to antiretroviral
therapy is critical for developing strategies to increase adherence.
MMP provides data to measure adherence to antiretroviral
medication regimens and specific reasons for nonadherence
among HIV-infected persons. The 35% of participants who
were not completely adherent gave various reasons for not
taking the last antiretroviral dose they missed, including
forgetting to do so, a change in daily routine, and being
busy with other things. As recommended in the current HIV
treatment guidelines, strategies to improve adherence include
prescribing less complex regimens (e.g., fewer pills, fewer
doses, or both), using a multidisciplinary team approach to
care (e.g., nurses, social workers, pharmacists, and medication
managers), and using clinician encounters as an opportunity
to assess adherence and, if needed, to provide counseling
(16). Other strategies include providing resources such as
pill boxes (16) and medication alarms to remind patients to
take medication (20). Data from MMP can increase clinician
awareness about the extent of and reasons for nonadherence
to antiretroviral medications and be used in the development
of new interventions to improve adherence.

Surveillance Summaries

CD4 T-Lymphocyte and HIV Viral
Load Testing
HIV CD4 T-lymphocyte testing is used to assess immune
function, and HIV viral load testing is used to monitor
the amount of HIV in the blood (16); both can be used to
monitor access to and use of care. HIV viral load is the most
important indicator of response to therapy (16). Thirty-six
percent of participants reported that their most recent CD4
count during the past year was ≥500 cells/mm3, and 58%
reported that their most recent viral load in the past year was
undetectable. Guidelines for the treatment and management
of HIV infection include monitoring CD4 T-lymphocyte and
viral load results every 3–4 months after diagnosis (16,17).
However, some health-care providers perform HIV viral
load testing every 6 months for patients who are adherent
to antiretroviral therapy, who have had their HIV viral load
suppressed for more than 2–3 years, and whose clinical and
immunologic status is considered stable (16). Eighty-three
percent of MMP participants who had ever had a CD4 test
reported having three or more CD4 tests during the past 12
months, and 83% of participants who had ever had a viral
load test reported having three or more viral load tests during
the past 12 months, suggesting that most MMP participants
received CD4 T-lymphocyte and HIV viral load testing
at regular intervals as recommended in the antiretroviral
treatment guidelines.

Vaccinations
Public health recommendations for persons with HIV
infection include vaccination every year to prevent influenza
and consideration of vaccination every 5 years to prevent
Streptococcus pneumoniae infection (21). MMP data indicate
that approximately 79% of participants received seasonal
influenza vaccine during the past 12 months, and 59% received
pneumococcal vaccine during the past 5 years. A study of a
cohort of HIV-infected women in the United States enrolled
in the Women’s Interagency Health Study found self-reported
influenza vaccination status obtained during interview to be
55% for the 2006–2007 influenza season and 57% for the
2007–2008 influenza season (22). The Adult and Adolescent
Spectrum of HIV Disease Project, a medical record abstraction
project conducted among HIV-infected persons, found that
influenza vaccination coverage increased from 28.5% in the
1990–1991 influenza season to 41.6% in the 2002–2003
influenza season (23). The HIV Outpatient Study, also
a medical records abstraction project conducted among
HIV-infected persons, reported influenza rates during eight
influenza seasons (1999–2008) and found that vaccination

rates ranged from 25.8% to 43.3% (24). The data in this report
were obtained by self-report rather than from medical record
abstraction, which might explain, in part, the high proportion
of participants who had been vaccinated in the past year.

Unmet Need for Services
MMP data underscore the continued need for ancillary
HIV services and can be used to help determine how resources
should be allocated. Use of HIV case management has been
shown to increase use of antiretroviral medications (25),
and overall use of ancillary services has been associated with
retention in medical care (26,27) and improved quality of
life (28). In this report, the services needed during the past
12 months by the largest proportions of MMP respondents
were HIV case management, mental health counseling, and
assistance finding dental services. Failure to receive these
services might adversely affect health behaviors (e.g., result in
decreased adherence to medication regimens and the ability
to stay engaged in care) (29).

Alcohol and Drug Use
Injection drug use can result in direct transmission of
HIV; in addition, the use of alcohol (30,31), noninjection
drugs (31,32), and injection drugs (33) are associated with
risky sexual behaviors and might complicate the medical
management of HIV infection (34–36). Persons who use drugs
for nonmedical purposes might also have other conditions that
increase morbidity and mortality (16). MMP data on the use of
alcohol, noninjection drugs, and injection drugs can be used by
persons developing measures to prevent alcohol and substance
abuse among those infected with HIV. Fifty-one percent of
MMP participants reported drinking alcohol during the past
12 months, 42% reported drinking alcohol in the past 30 days,
and 14% reported excessive drinking during the past 30 days.
In addition, 31% of participants reported using noninjection
drugs, and 3% reported injecting drugs during the past 12
months. Clinicians who provide medical care to HIV-infected
persons can play a critical role in helping them reduce drug use
behaviors that increase risk of HIV transmission by screening
for these behaviors, delivering prevention messages, positively
reinforcing changes to safer behavior, and referring patients for
substance abuse treatment (18).

Sexual Behavior
Studies have found that the prevalence of high-risk sexual
behaviors decreases after persons become aware that they
are infected with HIV (37,38). Risky sexual behaviors were
reported by a high proportion of MMP participants. The
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proportion of MMP participants who had unprotected anal or
vaginal intercourse with at least one partner during the past 12
months varied by the sex of the participants and their partners:
32% for males with female sex partners, 42% for females with
male sex partners, and 54% for males with male sex partners.
However, the proportion of males and females who reported
that they knew the HIV status of their most recent sex partner
was similar: 80% for males who had male partners, 78% for
males who had female partners, and 83% for females who had
male partners.

Assessment of Prevention Activities
Measuring exposure to and use of prevention services can
identify missed opportunities for prevention counseling or the
need for additional services. Seventeen percent of respondents
reported participating in organized group sessions to discuss
HIV prevention; however, 86% of these reported discussing
ways to talk to a partner about safe sex, 75% practiced ways
to talk with a partner about safe sex, and 84% discussed ways
to use condoms effectively. Male latex condoms, when used
correctly and consistently, are effective in preventing HIV and
other STDs (39–41). MMP monitors receipt and use of free
condoms and access to and use of other prevention services.
Fifty-nine percent of participants reported receiving free
condoms during the past 12 months; of these, 65% reported
using the free condoms they received, and 72% reported that
receiving these free condoms made them more likely to use
them. MMP data can be used to monitor exposure to HIV
prevention programs and for efforts to develop and improve
local, state, and national HIV prevention interventions.

Limitations
The findings presented in this report are subject to at least
four limitations. First, overall patient participation was low
for the 2007 MMP data collection cycle and the data are
unweighted; therefore, the results might not be nationally
or locally representative and are not generalizable to all
HIV-infected persons in care in the United States. Second,
because the survey was administered via in-person interviews,
certain responses might be subject to social response bias (e.g.,
underreporting of socially undesirable behaviors such as drug
use or certain sexual behaviors and overreporting of socially
desirable behaviors such as adherence to antiretrovirals and
condom use). Third, clinical information (i.e., laboratory
values, vaccinations, and other medical information) obtained
from the MMP interview is self-reported. Because medical
record abstraction data were not available for inclusion in
this report, information reported by participants during the
interview could not be compared with information collected
10
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by medical record abstraction. Analyses of MMP medical
record abstraction data are planned to describe fully the
clinical characteristics of adults receiving medical care for
HIV infection. Finally, in certain instances, stratification by
certain characteristics produced numbers that were too small
for reliable interpretation.

Conclusion
Through ongoing data collection, MMP will continue to
provide important and useful information on behavioral and
clinical characteristics of persons with HIV infection who are
receiving HIV medical care, including characteristics related to
prevention, seeking medical care, treatment, receipt of needed
ancillary services, and risk behaviors. Certain limitations of
MMP have been addressed in subsequent data collection cycles.
Beginning with the 2009 MMP data collection cycle, several
steps were taken to improve participation rates. The length
of time from selection of patients receiving medical care to
recruitment of participants (contacting patients for interview)
was shortened to find patients more quickly after receipt of
care at the MMP participating facilities. Contacting patients
more quickly after receipt of care during the population
definition period might increase the likelihood they have up-todate contact information and facilitate the ability to locate
persons for recruitment and participation in MMP. Efforts to
engage HIV care facilities that are selected for participation
in MMP have also become more focused on and tailored to
the type of health-care facility involved. Future MMP data are
anticipated to provide nationally representative estimates of
clinical and behavioral indicators among HIV-infected persons
receiving medical care in the United States and will be used to
describe comorbidities of persons infected with HIV, disease
management, and the quality of care received. The data also
will be used to identify gaps in services and allocate local HIV
services and resources.
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TABLE 1. Number and percentage of participants, by area — Medical
Monitoring Project, United States, 2007
Area
California (excluding Los Angeles County and San Francisco)
Delaware
Florida
Georgia
Illinois (excluding Chicago)
Indiana
Massachusetts
Maryland
Michigan
Mississippi
New Jersey
New York (excluding New York City)
North Carolina
Oregon
Pennsylvania (excluding Philadelphia)
Puerto Rico
South Carolina
Texas (excluding Houston)
Virginia
Washington
Chicago, Illinois
Houston, Texas
Los Angeles County, California
New York City, New York
Philadelphia, Pennsylvania
San Francisco, California

No.*
142
282
130
139
23
204
69
136
135
134
13
78
98
211
22
251
156
133
154
178
122
102
155
249
184
143

(%)†
(4)
(8)
(4)
(4)
(<1)
(6)
(2)
(4)
(4)
(4)
(<1)
(2)
(3)
(6)
(<1)
(7)
(4)
(4)
(4)
(5)
(3)
(3)
(4)
(7)
(5)
(4)

* N = 3,643. Analyses limited to persons diagnosed with HIV infection for at least
12 months before the interview.
† Percentages might not add to 100% because of rounding.

TABLE 2. Number and percentage of participants, by selected
characteristics — Medical Monitoring Project, United States, 2007
Characteristic
Gender§

Male
Female
Transgender
Self-reported sexual orientation
Heterosexual or straight
Homosexual, gay, or lesbian
Bisexual
Race/Ethnicity¶
Black, non-Hispanic
White, non-Hispanic
Hispanic or Latino
American Indian/Alaska Native
Asian
Native Hawaiian/Pacific Islander
Multiracial
Other
Age at time of interview (yrs)
18–24
25–29
30–34
35–39
40–44
45–49
50–54
55–59
60–64
≥65
Education
< High school
High school diploma or GED credential
> High school
Country/Territory of birth
United States
Puerto Rico
Mexico
Other
Time since HIV diagnosis
≥5 yrs
<5 yrs
Homeless** at any time during past 12 mos
Yes
No
Health insurance or coverage during past 12 mos
Yes
No
Type of health insurance or coverage during past 12 mos††
Medicaid
Private health insurance or HMO
Medicare
Other§§

No.*

(%)†

2,633
959
47

(72)
(26)
(1)

1,791
1,514
278

(49)
(42)
(8)

1,438
1,272
699
19
19
11
119
61

(40)
(35)
(19)
(<1)
(<1)
(<1)
(3)
(2)

73
143
219
481
720
807
589
340
161
110

(2)
(4)
(6)
(13)
(20)
(22)
(16)
(9)
(4)
(3)

790
987
1,865

(22)
(27)
(51)

2,984
281
103
273

(82)
(8)
(3)
(8)

2,836
785

(78)
(22)

280
3,363

(8)
(92)

3,040
599

(84)
(16)

1,366
1,136
896
475

(45)
(37)
(30)
(16)

See table footnotes on page 14.
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TABLE 2. (Continued) Number and percentage of participants, by selected
characteristics — Medical Monitoring Project, United States, 2007
Characteristic

No.*

Primary method of paying for prescription medications for
HIV and related illnesses during past 12 mos¶¶
Medicaid/Medicare
1,509
Private health care coverage
896
AIDS Drug Assistance Program
915
Not taking any prescription medications for HIV or
187
related illnesses
Paid for medications themselves (i.e., out of pocket)
194
Received medications from a public clinic
88
Received medications from an AIDS service organization
50
Participated in a clinical trial or research study that
12
provided medications
Applied for public assistance during past 12 mos
Yes
708
No
2,932
Received any form of public assistance including SSI or
SSDI during past 12 mos
Yes
1,798
No
1,843
Primary source of money or financial support during
past 12 mos
SSI or SSDI
1,463
Salary or wages
1,403
Spouse, partner, or family
244
Public assistance
211
Pension or retirement fund
81
No income or financial support
43
Friends
35
Savings/investments
28
Total
3,643

(%)†

Reason
(41)
(25)
(25)
(5)
(5)
(2)
(1)
(<1)

(19)
(81)

(49)
(51)

(40)
(39)
(7)
(6)
(2)
(1)
(1)
(<1)
(100)

Abbreviations: AIDS = acquired immunodeficiency syndrome; HIV = human
immunodeficiency virus; HMO = health maintenance organization; GED = general
educational development; SSDI = Social Security Disability Insurance; SSI = Social
Security Supplemental Income.
* Numbers might not add to total because of missing data. Analyses limited to
persons with diagnosis of HIV infection for at least 12 months before the
interview. Values exclude categories with fewer than five responses, responses
of “don’t know,” and skipped (missing) responses.
† Percentages might not add to 100% because of rounding.
§ Participants were classified as transgender if sex at birth and gender reported
by the participant were different or if the participant chose transgender in
response to the question about self-identified gender.
¶ Hispanics or Latinos might be of any race.
** McKinney-Vento definition of homelessness: living on the street, in a shelter,
a single-room–occupancy hotel, temporarily staying with friends or family, or
living in a car. A person is categorized as homeless if that person lacks a fixed,
regular, adequate night-time residence or has a steady night-time residence
that is 1) a supervised publicly or privately operated shelter designed to
provide temporary living accommodation, 2) an institution that provides a
temporary residence for persons intended to be institutionalized, or 3) a public
or private place not designed for or ordinarily used as a regular sleeping
accommodation for human beings (e.g., in an automobile or under a bridge)
(Stewart B. McKinney Homeless Assistance Act, 42 U.S.C. §11301, et seq; 1987).
†† Among 3,040 participants who reported having health insurance or coverage
during the past 12 months. Participants could select more than one response.
§§ Includes Tricare/CHAMPUS, Veterans Administration coverage, and insurance
classified as “other” health insurance.
¶¶ Participants could select more than one response.
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TABLE 3. Number and percentage of persons who delayed seeking
medical care for >3 months after receiving HIV diagnosis, by primary
reason for the delay — Medical Monitoring Project, United States, 2007
No.

Did not want to think about being HIV positive
Felt good, did not need to go
Did not believe test result
Drinking or using drugs
Incarcerated
Unable to get earlier appointment
Hard to find the right doctor
Did not have insurance
Did not know where to go
Participant considered CD4 T-lymphocyte count and viral
load to be good
Denial
Did not have money
Too busy to go
Moved or out of town
Other*
Total

(%)

143
122
54
27
22
21
20
19
18
13

(21)
(18)
(8)
(4)
(3)
(3)
(3)
(3)
(3)
(2)

10
9
9
6
202
695

(1)
(1)
(1)
(<1)
(29)
(100)

Abbreviation: HIV = human immunodeficiency virus.
* Includes responses of “don’t know” (N = 2), skipped (missing) responses (N =
16), and other categories of reasons for delaying treatment that had fewer
than five responses (N = 184).

TABLE 4. Number and percentage of persons tested for STDs during
the past 12 months, by selected STD — Medical Monitoring Project,
United States, 2007
STD
Syphilis
Gonorrhea
Chlamydia
Herpes
Genital warts (human papillomavirus)
Nongonococcal urethritis

No. tested*
1,348
1,152
1,088
1,025
937
384§

(%)†
(37)
(32)
(30)
(28)
(26)
(14)

Abbreviation: STD = sexually transmitted disease.
* Participants could report being tested for more than one STD.
† Among total number of participants (N = 3,643), unless otherwise noted.
§ Among participants who reported their sex at birth as male (N = 2,679).
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TABLE 5. Number and percentage of persons who had never taken
antiretroviral medications, by primary reason for not taking
medication — Medical Monitoring Project, United States, 2007
Reason

No.

Doctor advised delaying treatment
Participant’s CD4 T-lymphocyte count or viral load or
both were good
Participant felt good and felt medications were not
needed
Other*
Total

133
99

(%)
(47)
(35)

14

(5)

37
283

(13)
(100)

* Includes skipped (missing) responses (N = 2) and other reasons for never taking
antiretroviral medication that had fewer than five responses (N = 35).

TABLE 6. Number and percentage of persons not currently taking
antiretroviral medications,* by primary reason for not taking
medications — Medical Monitoring Project, United States, 2007
Reason

No.

(%)†

Doctor advised delaying treatment
Participant’s CD4 T-lymphocyte count or viral load or both
were good
Participant felt good and that medications were not needed
Worried about side effects
No money
No insurance
Drinking or using drugs
Worried about ability to adhere or often forgot
Other§
Total

64
60

(25)
(23)

17
15
10
9
9
7
66
257

(7)
(6)
(4)
(4)
(4)
(3)
(26)
(100)

TABLE 7. Number and percentage of persons who did not take all
antiretroviral doses during the month before the interview, by reason
for not taking last missed dose — Medical Monitoring Project, United
States, 2007
Reason*

No.

Forgot to take them
Had a change in daily routine
Was busy with other things
Wanted to avoid side effects
Had problems taking pills at specified times (e.g., with
meals or on an empty stomach)
Could not afford a refill
Felt depressed or overwhelmed
Could not get to a doctor or clinic
Had too many pills to take
Other†
Total

(%)

403
131
118
73
27

(38)
(12)
(11)
(7)
(3)

22
22
15
10
371
1,071

(2)
(2)
(1)
(1)
(35)
(100)

* Participants could report more than one reason.
† Categories of reasons that had fewer than five responses.

* Among those with a history of antiretroviral use.
† Percentages do not add to 100 because of rounding.
§ Includes skipped (missing) responses (N = 2) and other categories of reasons
for not taking antiretroviral medication that had fewer than five responses
(N = 64).
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TABLE 8. Number and percentage of persons who needed ancillary services during the past 12 months but did not
receive them by the time of the interview, by type of service needed — Medical Monitoring Project, United States,
2007
Persons who did not receive
needed service by time of
Persons who needed services*
interview†
Service
HIV case management
Mental health counseling
Assistance finding dental services
Social services (e.g., insurance assistance or financial counseling)
Transportation assistance
Assistance finding meals or food
Assistance finding shelter or housing
Assistance finding a doctor for ongoing medical services
Education or information on HIV risk reduction
Chore or homemaker services
Home health (e.g., home nursing care or assistance)
Adherence support services
Child-care services

No.

(%)

No.

(%)

1,650
1,200
1,157
1,124
899
663
546
500
431
388
383
356
186

(45)
(33)
(32)
(31)
(25)
(18)
(15)
(14)
(12)
(11)
(11)
(10)
(5)

139
157
294
210
144
88
144
61
27
89
59
30
20

(8)
(13)
(25)
(19)
(16)
(13)
(26)
(12)
(6)
(23)
(15)
(8)
(11)

Abbreviation: HIV = human immunodeficiency virus.
* Among total participants (N = 3,643).
† Among persons who needed the service.

TABLE 9. Number and percentage of persons who used noninjection
drugs*,† for nonmedical purposes during the past 12 months, by
type of drug — Medical Monitoring Project, United States, 2007
Drug

No.

Marijuana
Amyl nitrate (“poppers”)
Cocaine that is smoked or snorted
Crack cocaine
Crystal methamphetamine (“Tina,” “crank,” or “ice”)
Painkillers (e.g., Oxycontin, Vicodin, or Percocet)
Downers (e.g., Valium, Ativan, or Xanax)
Ecstasy (“X”)
GHB
Heroin/opium that is smoked or snorted
Hallucinogens (e.g., LSD or mushrooms)
Ketamine (“Special K”)
Steroids
Amphetamines (“speed”)

841
243
240
201
151
123
99
62
41
38
25
20
19
18

(%)
(75)
(22)
(21)
(18)
(14)
(11)
(9)
(6)
(4)
(3)
(2)
(2)
(2)
(2)

Abbreviations: GHB = gamma hydroxybutyrate; LSD = lysergic acid diethylamide.
* N = 1,117. Participants could report use of more than one noninjection drug.
† Includes legal noninjection drugs that were not used for medical purposes.

TABLE 10. Number and percentage of persons who used injection
drugs*,† for nonmedical purposes during the past 12 months, by
type of drug used — Medical Monitoring Project, United States, 2007
Drug

No.

(%)

Crystal methamphetamine (“Tina, “crank,” or “ice”)
Cocaine only
Heroin combined with cocaine
Heroin only
Crack cocaine
Amphetamines (“speed”)

65
48
46
44
19
6

(53)
(39)
(38)
(36)
(16)
(5)

* N = 122. Participants could report use of more than one injection drug.
† Includes legal injection drugs that were not used for medical purposes.
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TABLE 11. Number and percentage of persons who had unprotected
anal or vaginal intercourse with at least one partner during the past
12 months, by sex of participant* and sex partner — Medical
Monitoring Project, United States, 2007
Sex of participant and sex partner†

No.§

(%)

Male with male sex partner (N = 970)
Male with female sex partner (N = 553)
Female with male sex partner (N = 516)

527
176
216

(54)
(32)
(42)

* Participants were classified as male or female, respectively, if sex at birth and
gender reported by the participant were the same.
† The categories of male with male sex partner and male with female sex partner
are not mutually exclusive.
§ Responses from transgender participants not reported because of small
numbers. Excludes unknown responses.

TABLE 12. Number and percentage of participants who reported
knowledge of HIV status of most recent sex partner, by sex of
participant* and sex partner — Medical Monitoring Project, United
States, 2007
Sex of participant and sex partner†

No.§

(%)

Male with male sex partner (N = 1,196)
Male with female sex partner (N = 569)
Female with male sex partner (N = 516)

960
446
428

(80)
(78)
(83)

* Participants were classified as male or female, respectively, if sex at birth and
gender reported by the participant were the same.
† The categories of male with male sex partner and male with female sex partner
are not mutually exclusive. Includes participants who reported engaging in
oral, anal, or vaginal sex.
§ Responses from transgender participants not included because of small
numbers. Excludes missing responses, “don’t know,” “partner hadn’t been
tested,” and refusals to respond.
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FIGURE 1. Participating areas — Medical Monitoring Project, United States, 2007
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FIGURE 3. Most recent self-reported HIV viral load* among persons
with HIV infection — Medical Monitoring Project, United States, 2007

100

100

90

90

80

80

70

70

60

60

Percent

Percent

FIGURE 2. Most recent self-reported CD4 T-lymphocyte count* among
persons with HIV infection — Medical Monitoring Project, United
States, 2007
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* N = 3,592. Among participants who reported having a CD4 T-lymphocyte test
during the past 12 months; excludes refused, skipped, and missing responses.
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* N = 3,546. Among participants who reported having an HIV viral load test
during the past 12 months; excludes refused, skipped, and missing responses.
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