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Executive Summary

In 2006, the North West Region has seen a total 4,761 HIV cases, representing a 13% increase on the number
reported in 2005 (4,195). During 2006 there were 907 new cases of HIV: a 2% decrease on last year's figure of 928
(new HIV cases are defined as HIV positive individuals who have not previously been seen in North West statutory
treatment centres prior to the year 2006). This reversal of the trend of steep year-on-year increases seen for the
previous eight years suggests that the epidemic in the North West may be reaching a plateau.

This is the eleventh annual report of the North West HIV/AIDS Monitoring Unit, presenting data on HIV positive
individuals accessing treatment and care in the North West Region. A total of 44 statutory centres within the North
West provided treatment and care for HIV positive individuals resident in the region and beyond. We present
analyses by treatment centre, as well as by local authority (LA) and primary care trust (PCT). Due to limited space
it is not possible to present all possible breakdowns at LA or PCT level. However, additional tables are available on
the North West Public Health Observatory website (www.nwpho.org.uk/hiv2006).

New cases represented 19% of all cases, a proportion similar to previous years. The predominant mode of
exposure to HIV for new cases was via heterosexual sex (48%). For the fifth year running this route has overtaken
the percentage attributed to sex between men (42%: table 2.2), reflecting the trend that has been apparent
nationally since 1999 (figure 1.4). The proportion of new cases infected through sex between men is higher in the
North West (table 2.1) than nationally (figure 1.4). The number of new cases who were exposed by other
transmission routes (injecting drug use, blood or tissue and mother to child) remains relatively low. The largest
proportion of new cases presenting for treatment and care were categorised as asymptomatic (65%). However, 9
of the 11 new individuals who died during 2006 had an AIDS defining illness (table 2.3). This illustrates the
continuing need to attract HIV positive people into services at an early stage of their HIV disease to maximise the
efficacy of treatment and improve prognosis.

The predominant mode of exposure to HIV for those accessing treatment in the North West (all HIV cases)
continues to be through sex between men, accounting for 53% of all cases presenting to North West treatment
centres in 2006 (table 3.1). There is, however, considerable variation across the counties. Of those whose infection
route was known, 62% of Lancashire’s and 60% of Cheshire’s HIV positive residents were men who have sex with
men (MSM) compared to 39% of Merseyside’s HIV positive residents. There is greater variation across LAs: 82%
of Blackpool’'s HIV positive residents were infected through sex between men (table 3.2). The LA with the largest
number of HIV positive residents infected through sex between men is Manchester, with 721 cases (table 3.2). The
county of Greater Manchester accounted for the highest number of HIV positive injecting drug users with 68
individuals and accounts for 69% of all residents of the North West infected by this route. However, heterosexual
sex continues to be the second largest exposure group, accounting for 40% of all cases in 2006 (table 3.2). This
represents a similar proportion to 2005 and reflects trends for the United Kingdom as a whole. Greater Manchester
reports the highest number of HIV positive individuals in the North West, accounting for over half of all cases (table
3.2) and new cases (table 2.2) presenting to statutory treatment centres.

The North West of England continues to be influenced by the global AIDS pandemic, as reflected in the number
and pattern of HIV infections acquired abroad. Over a third (35%) of all HIV positive individuals accessing
treatment and care in the North West were reported to have been infected outside the United Kingdom (table 3.7).
The vast majority of those exposed abroad were infected via heterosexual sex (81%), a significantly higher
proportion than in those known to have been infected in the United Kingdom (13%). Of all the infections contracted
outside the United Kingdom, 70% were in sub-Saharan Africa (figure 3.2). Western Europe accounted for a further
9% of infections contracted abroad, with Spain being the most frequently reported western European country of
exposure. The role of exposure abroad was even more pronounced for new cases in 2006, where 40% were
reported to have been infected abroad (table 2.7). New cases exposed to HIV in Zimbabwe accounts for 32% of
new cases known to have been exposed abroad whose country of infection is known (figure 2.2). This high number
of cases reflects both the high prevalence of HIV and the political situation in Zimbabwe.

Ethnicity was recorded for 99% of individuals accessing treatment and care in 2006, most of whom (66%) were
self-classified as white (table 3.1). However, an increasing proportion of individuals with HIV were from black and
minority ethnic communities (33%); a substantial over-representation when considering the proportion of North
West residents who are from minority ethnic communities (7%). An even higher proportion (46%) of new cases
whose ethnicity was known were from minority ethnic communities (table 2.1), which demonstrates the increasing
burden of HIV on these communities and the need for continuing and strengthening HIV prevention activities. The
characteristics of HIV positive individuals from black and minority ethnic communities, particularly black Africans,
are different to those of the white HIV positive population. Whereas white individuals were more likely to be MSM,
heterosexual sex is the predominant method of exposure of black Africans (tables 2.1 and 3.1). This results in there
being proportionally more females from black and minority ethnic communities with HIV compared to white females
and more babies born with HIV infection (table 2.1 and 3.1).
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This is the third year that we have included data on residency status. This level of information is not available
nationally, despite growing concern over the health of vulnerable groups such as asylum seekers. The proportion of
individuals who are non-UK nationals represent 19% of all HIV positive individuals. These individuals were more
likely to be asymptomatic (48%) than were UK nationals (41%) (table 3.13).

During 2006, the proportion of North West residents with an AIDS diagnosis taking triple or more therapy rose to
94%, while only 40% of asymptomatic individuals were taking this level of therapy (table 3.6). The improved
prognosis of HIV positive individuals across all clinical categories of HIV disease, together with relatively low
numbers of individuals at early stages of HIV disease receiving combination therapy, has implications for a
potential increase in demand for combination therapies. This has both planning and financial implications for the
care of HIV positive individuals across the region. We also collected information on the level of inpatient and
outpatient care for the whole of the region. During 2006, demand for outpatient care peaked for those with an AIDS
diagnosis (a mean number of 8.5 per patient; table 3.12), while those who died during 2006 required the most
inpatient care (a mean number of 39.9 days per patient). Home visits also formed a significant part of the care of
HIV positive individuals (table 3.12), with those individuals who died during the year receiving the highest mean
number of home visits.

During 2006, seven voluntary agencies in the North West reported care of 2,169 HIV positive individuals. Of these,
29% were not seen in North West statutory treatment centres during 2006 (table 4.3), illustrating the continuing
contribution of the voluntary sector to the care of those HIV positive individuals for whom the voluntary agencies
may be the sole provider of care. This also has particular significance for regional funding of HIV services, since
individuals accessing voluntary agencies but not the statutory sector are not included in the regional statistics
provided to the Department of Health. This is significant as regional statistics form the basis of the formula for the
national distribution of funds for the care of HIV positive people.

This year, for the fifth time, we requested information from social service departments in the North West on the
social care of HIV positive people. Ten social services departments were able to take part, and contributed data on
346 individuals. Most (82%) social service clients were also seen in the statutory sector in 2006 (table 5.1).
Specialist drugs services contributed data on clients whom were known to be HIV positive (table 6.1). Nine
individuals were reported by five drugs services. Additional analysis of all those infected by injecting drug use
reported by the statutory sector highlights that, compared to other infection routes, IDUs were more likely to be at a
advanced stage of disease, be on quadruple or more therapy and be admitted to hospital in 2006. They were also
significantly more likely to get support from the voluntary sector (table 6.3). Renaissance, part of Manchester
Methodist Housing Association, provided data for the second time in 2006 on 24 HIV positive individuals accessing
their services, 88% of whom also accessed statutory treatment and care services.

We hope that the tables and figures provided in this report, together with additional analyses at LA and PCT level
available on the North West Public Health Observatory website (www.nwpho.org.uk/hiv2006), address most of your
HIV-related information requirements. However, additional analyses and further breakdown of the data can be
provided on request. As ever, we value your suggestions as to any developments that would improve the
usefulness of the report in future years.
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1. Introduction

This is the eleventh annual report of the North West HIV/AIDS Monitoring Unit. Over the past eleven years, we
have collected, collated, analysed and disseminated data on the treatment and care of HIV positive individuals in
the North West'™™®.  The aim of this report is to provide up to date epidemiology of HIV, starting with an overview
of the global and national epidemiology, before focussing on the North West region. In chapter two, we present
analyses of new HIV cases in the North West, and in chapter three analyses of all HIV and AIDS cases presenting
for treatment and care in the North West. Voluntary sector care and social service care is dealt with in chapters four
and five, followed by care from additional sources in chapter six. Chapter six also includes a focus on those
infected through injecting drug use, comparing their characteristics, contact with health services and health status
with those infected by other routes. The tables are placed at the end of the relevant chapter. Not all analyses by
local authority (LA) or primary care trust (PCT) can be included here, due to limited space, but additional tables can
be found on the North West Public Health Observatory website (www.nwpho.org.uk/hiv2006).

We hope that the tables and figures provided within the report, and the extra analyses on the website, answer most
of your HIV-related information requirements. We would value your suggestions as to what additions would
improve the usefulness of the report in future years.

Global Perspectives on HIV and AIDS in 2006*

At the end of 2006 there were an estimated 39.5 million people infected with HIV globally. During 2006 AIDS an
estimated 2.9 million people worldwide died of HIV/AIDS, including 380,000 children. UNAIDS reported that almost
4.3 million people were newly infected in 2006; 12% of whom were under 15 years of age. Prevalence appears to
have levelled off in many countries as changes in incidence rates, increased mortality, longer life expectancies due
to antiretroviral therapy, and population growth have kept the numbers of people living with HIV fairly stable. It is
expected that prevalence rates will increase again if universal treatment access becomes a reality and HIV positive
individuals live longer. Noticeable decreases have been seen in the Caribbean and North Africa and the Middle
East regions. Sub-Saharan Africa continues to be the worst affected global region with 63% of all infections.
Despite the number of infections only one in five people worldwide who are at risk of becoming infected with HIV
have access to basic prevention services, such as condoms, therapy to limit mother to child transmission or
general education to protect themselves.

More detailed information on each global region impacted by the pandemic can be found in the report ‘Ten Years of
Monitoring HIV & AIDS in the North West of England'*?.

Sub-Saharan Africa

Sub-Saharan Africa remains the global epicentre of the HIV pandemic, with southern Africa being the worst
affected area. The latest estimates state that almost 25 million people are infected with HIV across sub-Saharan
Africa. The HIV epidemics in Mozambique, South Africa and Swaziland continue to grow. An estimated one in three
(33%) adults in Swaziland was living with HIV in 2005 - the most intense epidemic in the world. In South Africa,
which in terms of sheer numbers has one of the world’s largest HIV epidemics, prevalence of HIV among women
attending public antenatal clinics was more than one third (35%) higher in 2005 than it had been in 1999.

Although HIV incidence has decreased in some countries, death rates from AIDS continue to rise. The 2.1 million
deaths related to AIDS in Africa in 2006 represent 72% of global AIDS deaths. Access to antiretroviral therapy
(ART) has improved greatly in the last few years. In June 2006 an estimated one million people were taking ART, a
ten-fold increase from December 2003. Problems with the procurement and the reliable distribution of drugs
needed to maximise treatment outcome have meant that even with this improvement coverage is still low with less
than one fifth of Africans in need of ART receiving it at the end of 2005"°.

East, South and South East Asia and Pacific

It is estimated that 8.6 million people were living with HIV across Asia in 2006. Main transmission routes vary
between countries across the region but remain quite different to the sub-Saharan African epidemic. In most Asian
countries HIV infection is mainly attributable to high risk behaviours such as intercourse with sex workers, injecting
drug use (IDU) and sex between men. The exception is India, the country with the world's highest number of
people living with HIV (5.7 million), where the main route of exposure is heterosexual sex. In China, 650,000
injecting drug users account for approximately half of the people living with HIV. The number of people receiving
ART in Asia has increased more than threefold since 2003, and reached an estimated 235,000 by June 2006. This
represents approximately 16% of the total number of people in need of antiretroviral treatment.

* Unless otherwise stated global data and information taken from UNAIDS epidemic update, December 2006



Figure 1.1: Number of adults and children estimated to be living with HIV/AIDS as of end 2006
Source: UNAIDS/WHO AIDS epidemic update — December 2006

Ca ribbean

Global Total: 39.5 million* (34.1 — 47.1 million)

Figure 1.2: Number of adults and children estimated to be newly infected with HIV/AIDS during 2006
Source: UNAIDS/WHO AIDS Epidemic Update — December 2006

Global Total: 4.3 million (3.6 — 6.6 million)




Eastern Europe and Central Asia

The epidemic across Eastern Europe and Central Asia is still in its infancy, but continues to grow rapidly in many
areas. Ukraine has the highest HIV prevalence in Europe with injecting drug use accounting for the majority of new
infections. The use of contaminated injecting drug equipment remains the main mode of transmission across the
Russian Federation. The HIV epidemic is primarily affecting young people; in the Russian Federation, for example,
some 80% of people with HIV are younger than 30 years of age. In the Russian Federation and Ukraine, women
(many of them less than 25 years old) bear a growing proportion of the HIV burden, accounting for more than 40%
of new HIV diagnoses in 2005.

Caribbean

The Caribbean has seen a decrease in the estimated number of HIV infected people since 2005. Nearly three
quarters of the total infections in this region are confined to Dominican Republic and Haiti. An estimated 27,000
new infections were recorded in 2006. Women now account for 50% of all HIV positive adult cases in the
Caribbean and in some countries young women have incidence rates of three to six times higher than young
men™®. Sex between men was estimated to account for only 10% of cases in 2006. However, this estimate may be
unreliable as men who have sex with men (MSM) from this primarily conservative Catholic society often report
‘heterosexual’ or ‘unknown’ routes of transmission. Social constraints encourage people to keep same sex
relationships secret. Cuba is the only country in the Caribbean that has managed to keep the developing epidemic
in check. National prevalence is approximately 0.1% and although incidence is increasing every year, intensive
efforts early on managed to keep it at a much lower level than its neighbouring countries.

Latin America

Changing patterns are noticeable in some Latin American countries. However, the epidemic in the region remains
stable. An estimated 140,000 new infections were recorded in 2006 and 65,000 people were estimated to have
died as a results of AIDS. Two thirds of the total HIV population in Latin America reside in Argentina, Brazil,
Columbia or Mexico. However, the estimated HIV prevalence is highest in the smaller countries of Central America;
less than 1% in El Salvador, Guatemala and Panama, 1.5% in Honduras and 2.5% in Belize in 2005. Unprotected
sex between men accounts for as much as 25%-35% of reported AIDS cases in countries such as Argentina,
Bolivia, Brazil, Guatemala and Peru™. Outbreaks of the virus continue to be found among injecting drug users and
men who have sex with men in most countries of South America.

North America, Western and Central Europe

The number of people living with HIV in North America, Western and Central Europe rose to 2.1 million in 20086,
with approximately 65,000 people newly acquiring the virus in the past year. Deaths caused by AIDS remain
relatively low at 30,000 mainly due to the wide availability of ART. Western Europe and the USA are the only
regions in the world where the majority of people who need it can access ART, and deaths due to AIDS have
remained stable over a number of years.

The USA is estimated to have the eighth largest prevalence of HIV in the world, with 1.2 million people currently
living with HIV. Unsafe sex between men remains the most common risk factor for HIV infection (44%), followed by
unprotected heterosexual intercourse (34%), and the use of non-sterile injecting drug equipment (17%)16. About
three quarters of heterosexually acquired HIV infections in Western and Central Europe were among immigrants
and migrants'’. Since 1998 there has been a substantial increase in HIV diagnoses across Western Europe from
42 cases per million to 74 cases per million in 2006.

Middle East and North Africa

HIV surveillance remains sporadic in the Middle East and North Africa but estimates show that there are currently
460,000 people living with HIV in this area. Estimates show that 68,000 became newly infected and approximately
36,000 people died of AIDS in the last year. Irregular and inadequate HIV surveillance systems make it difficult to
gauge precisely the patterns and trends of the epidemics in many countries of this region and may account for the
unstable estimates. Progress in providing antiretroviral therapy in this region remains slow, with only 4,000 people
estimated to be on treatment at the end of 2005.

Global access to treatment and prevention

In the past three years, access to ART has greatly improved. The number of people receiving ART in low and
middle-income countries has more than tripled since the end of 2001. Antiretroviral therapy is widely available in
the wealthy countries of North America and Western Europe and treatment coverage in countries such as
Argentina, Brazil, Chile and Cuba currently exceeds 80%. However, despite progress in many developed countries,
the situation remains critical in the poorest countries of Latin America and the Caribbean, Eastern Europe, Asia and



virtually all of sub-Saharan Africa. At best, 17% of Africans and 15% of Asians in need of ART were receiving it at
the end of 2005".

As well as treatment, provision prevention services need to be stepped up to stop the epidemic spreading even
further. Condoms remain the most effective method of preventing sexual transmission of HIV. However, in the
poorest countries where people do not have the resources for basics such a food and shelter, women often have
no control over the sex that they have and condoms are not always available or appropriate. One study stressed
the urgent need for female controlled physical and chemical barrier methods that allow women to take an active
role in reducing their risks of contracting sexually transmitted infections (STIs) and HIV®®. Increased funding has
been provided in recent years to support the development of female controlled barrier methods such as
microbicides. Many microbicides, which are designed to disrupt the viral membrane or block viral entry into and
binding with the target cells, are currently undergoing clinical trials. These new developments offer hope that new
products will be available in the near future. A recent study also found that male circumcision can greatly reduce
the risk of HIV infection in men®®. Authors stated that male circumcision is equivalent to a vaccine with 63% efficacy
and concluded that circumcision must be recognised as an important means to fight the spread of HIV infection and
one that the international community must promote accordingly.

HIV and AIDS in the United Kingdom — 2006

New diagnoses of HIV, AIDS diagnoses and deaths of HIV positive people are reported to the Health Protection
Agency (HIV and STI Department) and the Scottish Centre for Infection and Environmental Health (SCIEH), who
compile the data into quarterly surveillance tables?.

Figures 1.3 to 1.5 and table 1.1 in this chapter give an overview of trends in the UK using these data. The majority
of HIV positive people reside in London. This means that national policy is often shaped with a strong bias to the
needs of London and the South East’®?*. Additionally, the data may under represent some regions of the UK**
2 This section gives an overview of the UK and the North West for comparison. However, for the epidemiology of
HIV in the North West, please see chapters two to five of this report, which are based on monitoring of treatment
and care of individuals with HIV or AIDS in the North West, and provide the most accurate and detailed information
available.

The cumulative total of reported HIV infections in the UK reached 86,084 by the end of 2006. Of these, 6,642 cases
were newly identified in 2006 (figure 1.3). Note that the apparent down turn in the number of cases in 2006 is likely
to be due to reporting delay. The epidemiology of HIV in England, Wales and Northern Ireland is shifting as a result
of changing patterns in the route of transmission of new infections (figure 1.4).

An additional tool for monitoring the HIV epidemic in the UK is provided by the unlinked anonymous HIV
seroprevalence programme conducted by the Health Protection Agency (HPA) and the Institute of Child Health.
Part of the programme involves the testing of blood samples that have been taken for other purposes, for example
antenatal screening and syphilis serology, after having irreversibly removed patient identifying details. This allows
estimations of the extent of undiagnosed HIV infection in high risk groups as well as in the general population. The
monitoring programme has been operating throughout England and Wales since 1990 and provides low cost
estimates of current HIV prevalencezs. Results of the programme combined with the other HPA surveillance
methods suggest that at the end of 2005 there were 63,500 (range: 59,500 — 68,800) adults infected with HIV in the
UK, of whom 32% (range: 27% - 37%) were still undiagnosed?®.
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Figure 1.3: Number of new HIV cases in the North West and the UK by year of diagnosis. Source: AIDS/HIV Quarterly

Surveillance Tables, No 74, HPA
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Figure 1.4: Infection route of HIV cases in the UK by year of diagnosis to December 2006
Source: AIDS/HIV Quarterly Surveillance Tables, No 74, HPA.
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Men who have sex with men

Men who have sex with men (MSM) are the group at greatest risk of acquiring HIV infection within the UK. Of the
1,374 new diagnoses in MSM during 2005, where probable country of infection was reported, 84% were most likely
infected in the UK. However, the shape of the epidemic is changing, and the overall proportion of new HIV
diagnoses attributed to sex between men has decreased from 66% prior to 1991 to 30% in 2006 (figure 1.4).

The 1980s saw substantial reductions in risky behaviour among gay men in response to the AIDS crisis. However,
towards the end of the 1990s sexual risk-taking seemed to increase again. Changes in risky sexual behaviour were
reported by one longitudinal study that recruited men in gyms in London. Between 1998 and 2003, the percentage
of men reporting high risk sexual behaviour with a casual partner increased from 6.7% to 16.1%, however, there
was no significant change in the percentage of men reporting high risk sexual behaviour with a main partner alone
(7.8%). Similar results were seen in HIV positive, negative and never tested men regardless of age. This study
recommends that sexual health promotion should target high risk practices with casual partners since these, and
not practices with steady partners, seem to account for the recent increase in high risk behaviour?’.

There is evidence that increases in HIV incidence in MSM in the UK are strongly influenced by an increase in
uptake of HIV testing. Analysis of KC60 data, the unlinked anonymous screening programme and CD4 surveillance
in the UK has revealed a substantial increase in the uptake of HIV testing which may explain the rise in HIV
diagnoseszg. There has also been an encouraging trend over recent years for MSM to be tested at an earlier stage
of HIV infection, which may indicate an increased awareness of the risks among this groupza.

This change in self-reported risk behaviour is mirrored by increasing levels of MSM acquired infectious syphilis
(primary, secondary and early latent) in the UK (an increase of over 2000%, from 84 cases in 1999 to 1,873 in
2006)** and is driven by a number of outbreaks, including outbreaks in UK cities®®>!, with parallel increases seen
in the North West*>*. In addition to indicating increases in risky behaviour, sexually transmitted infections may also
act as a co-factor in the transmission of HIV®.

The Sigma UK Gay Men’s Sex Survey 2005* (carried out in partnership with 107 health promotion agencies
across the UK) revealed that in the past year three quarters of all men questioned had engaged in sex with a man
of unknown serostatus. If these findings are representative of the whole MSM population they indicate a
widespread lack of communication around HIV status among MSM. The survey also revealed that 11% of men who
had anal intercourse in the last year never used a condom and inconsistent condom use was as common as
consistent condom use. Furthermore, 19% of men whose last HIV test was negative or who had never been tested
for HIV, had participated in receptive unprotected anal intercourse with a partner of unknown status in the last year.
This figure rose to 32% of untested men with thirty or more partners.

At the end of 2005 there were an estimated 28,000 HIV positive men infected through sex between men living in
the UK, of whom approximately 9,000 (32%) were undiagnosed?. In 2005, the prevalence of HIV among MSM was
estimated to be 20.7% in London, compared to 5.6% elsewhere in England, Wales and Northern Ireland and 4.2%
in Scotland®.

Heterosexual sex

Although there has been a 52% increase in the number of new diagnoses in MSM since 1996, this increase is
more marked in heterosexuals. There has been an almost five-fold increase in new diagnoses in heterosexuals in
the last ten years and, since 1999, heterosexual diagnoses have outnumbered MSM diagnoses®.

Sex between men and women now accounts for 41% of the total number of HIV diagnoses in the UK to the end of
2006. However, since 1999, heterosexual sex has accounted for the largest number of new cases, 48% in 2006
(figure 1.4). Of those HIV positive individuals infected through heterosexual sex, the majority (61%) are female®.
Heterosexual cases are categorised by whether they were exposed through sex with high-risk partners, exposed
abroad or exposed in the UK (figure 1.5). In 2006, 85% of all heterosexually acquired HIV cases were contracted
abroad and of these, 89% were acquired in Africa. Despite the rapid increase in numbers of infections acquired
abroad the proportion of heterosexual infections that were acquired in Africa has remained consistent over the last
few years. The regions of Africa where infections were acquired have changed over the least ten years, in 1996
the majority were from Eastern Africa but in 2005 most were from South Eastern Africa®®.

Anonymous testing of all pregnant women can be used as an indicator of the prevalence of HIV in the general
heterosexual population. These data reveal that the prevalence of HIV in the heterosexual population is four times
higher in London than the North West (438 per 100,000 compared to 108 per 100,000: figure 1.6). Prevalence
rates amongst pregnant women in the North West have increased almost six-fold from 17 per 100,000 in 2000%. In
2005, one in every 450 women giving birth in England and Scotland in was HIV positiveze.

Africa is the predominant global region of transmission for HIV cases acquired abroad with three-quarters of those

HIV infections acquired through heterosexual sex probably being acquired in the regionzo. This is also reflected in
the epidemiology of HIV in the North West, where, of those newly reported in 2006 and infected abroad, over three
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quarters were exposed in sub-Saharan Africa (see chapter 2, figure 2.2). Individuals from black and minority ethnic
communities make up the majority of heterosexually transmitted AIDS cases in the UK with black Africans
constituting the largest group®. These communities have close connections with sub-Saharan countries, the region
in which 63% of the global total of adults and children estimated to be living with HIV/AIDS at the end of 2006
reside (figure 1.1). However, HIV is often stigmatised within African communities, which can prevent individuals
from accessing services® and disclosing their status to friends and family for extra support®’.

At the end of 2005, there were an estimated 33,600 individuals in the UK living with HIV that had been
heterosexually acquired, a high proportion of whom (31%) were unaware of their HIV status. This was particularly
the case among heterosexual males, where 37% were undiagnosed?®.

Injecting drug users

Injecting drug use accounts for 5.3% of the total diagnosed HIV infections in the UK to date®®. The proportion newly
diagnosed by this route in 2006 has remained stable at 2% (figure 1.4). Other blood borne infections, such as
hepatitis B and C, are more infectious than HIV and are transmitted during episodes of indirect sharing (for
example sharing of filters, spoons or water when preparing drugs). While HIV prevalence remains fairly low,
hepatitis B and C have risen to alarming levels with the North West showing the highest prevalence of both at 28%
and 58% respectrvely . Since HIV is less infectious than hepatitis C, those individuals who have had sufficient high
risk exposure via injecting drug use to acquire HIV are also likely to have been infected with hepatitis C. Having
both infections makes the treatment of each more difficult to manage, increases the progression of hepatitis
disease and, for women, increases the probability of transmrssron of HIV to an infant during pregnancy or birth (see
review in the North West report on hepatitis B and C*%). The recent report looking back over ten years of HIV
epidemiology in the North West'? reveals that people infected by injecting drug use tend to suffer poorer health.
Chapter six of this report includes a focus on those infected through injecting drug use, comparing their
characteristics, contact with health services and health status with those infected by other routes.

Anonymous testing of injecting drug users attending services reveals that, outside London, the prevalence of HIV
among injectors is low; at 1.3% in the North West compared to 3.2% in London for 2005, although the prevalence
in London has decreased slightly from 4% in 2001/02%. The low prevalence among drug users in the UK compared
to other countrles in Europe has been attributed to harm reduction strategies such as needle exchange
programmes*

Blood or tissue

Since HIV screening and heat treatment were introduced for donated blood products in 1985, infection by these
routes has been rare. This is clearly indicated by the abrupt decline from 8% of all infections reported before and
during 1991 to just 0.5% in 2006 (figure 1.4)%.

A small number of cases continue to be diagnosed as a result of transfusions or blood products received
overseas®. After 1985, the rare instances of HIV infection via blood transfusions in the UK were the result of
donations collected during the window period of HIV infection (i.e. before antibodies had developed in the donor’s
blood) or people infected prior to screening who have only recently developed HIV-related disease®’. When 5,579
transfusion recipients were followed up, none had been infected with HIV as a result, suggesting that the current
risk of transmission from a transfusion in the UK is very low; at less than one in 5,000%

Between 1979 and 1985 about a fifth of patients with haemophilia in the UK were infected with HIV after treatment
with contaminated clotting factor concentrates. Co-infection with hepatitis C virus was also common and has
contributed to mortality among these men. A small proportion of the haemophilic men infected with HIV in the early
1980s are still alive and well, but there have been an mcreasm% number of deaths from liver related causes in this
patient group as a consequence of co-infection with hepatitis C*
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Figure 1.5: Number of heterosexually acquired HIV cases in the UK by year of report to December 2006
Source: AIDS/HIV Quarterly Surveillance Tables No 74, HPA
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Source: Unlinked Anonymous HIV Prevalence Monitoring Programme: England and Wales, 2006
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Mother to child

During 2006, 106 infants were reported to have contracted HIV from their mothers®. This figure will inevitably
increase as the year progresses as there is a delay in reporting vertically transmitted HIV, due to the presence of
maternal antibodies for up to 18 months after birth that confound the diagnosis. For 2005, 117 mother to child
infections were reported, which was a decrease of 27 from 2004.

Since 1994/95 the proportion of children presenting with HIV who were born abroad increased from 20% to 60% in
2000-2002**. HIV prevalence in mothers varies depending on global region and country of birth. The Unlinked
anonymous screening program found an overall HIV prevalence of 0.26% in women giving birth in the UK, with a
much higher prevalence (2.4%) in women born in sub-Saharan Africa *°.

Interventions of antiretroviral therapy for the mother, caesarean section and avoidance of breast feeding have been
successful at reducing the rates of vertical transmission from around 32% to 4%™. The British HIV Association
(BHIVA) updated their guidelines for the treatment of pregnant women in 2005“. Currently, the main obstacle that
prevents successful intervention is lack of knowledge by the mother of her HIV status. It is now policy to offer an
HIV test to all pregnant women in order to increase the uptake of the test to 90% of all pregnant women*”*¢. The
HPA North West's antenatal screening report, for January to December 2005*°, showed a regional HIV antenatal
screening uptake rate of 76%, with the highest uptake (91%) in Cumbria and Lancashire. This regional figure is an
increase of 1% on the uptake rate in 2004 but is still far below the 90% governmental target.

Unlinked anonymous data for the North West (2004/05) estimates that 84% of all HIV infections in mothers were
diagnosed prior to delivery. This is a decrease from the 100% reported in 2002/03. An estimated 224 babies in the
UK in 2005 would have acquired HIV without screening and intervening measures. There were, in fact, an
estimated 27 babies who acquired HIV infection from their mother; it is estimated 19 of these who would have
acquired HIV even if all maternal infections had been diagnosed prior to delivery®.

For those children who are born with HIV in the UK, the prognosis has improved due to the advent of triple therapy:
they are living longer, are less likely to require hospital admission and are less likely to progress to AIDS*.
Consequently, services are being developed to address the needs of this group as they become young adults®.

HIV in non-UK nationals

Globally, migrants are often at greater risk of HIV infection than are resident populations, irrespective of their
country of origin *L In the UK, asylum seekers suffer the highest levels of absolute material deprivation,
marginalisation and stigmatisation. The prevalence of HIV among this group is likely to reflect that of their country
of origin. Currently asylum seekers have the right to HIV treatment whilst seeking asylum. Previously, due to the
policy of dispersal without reference to medical needs, many asylum seekers found themselves in areas where the
medical services were unaware and unprepared for their health status and sometimes lacked sufficient expertise®.
An inquiry by the All-Party Parliamentary Group on AIDS concluded that while resident in the UK, asylum seekers
were at an increased risk of developing resistance to treatment if dispersed away from their source of treatment
and support53. This is due to the 95% adherence to antiretroviral therapy (ART) that is required to have the greatest
effect in treating the virus. As a result of this, there are new guidelines from the National Asylum Support Service
(NASS) about the dispersal of HIV positive asylum seekers. These require the consent of the person's consultant to
dispersal and advance arrangements being made for continuity of care where the person is to be relocated

During 2006, the UK received 23,520 asylum applications, 9% fewer than in 2005 (25,710)%. Of the applications
received in 2006, 44% were from Africa, the global region with the highest prevalence of HIV. The most common
origin of asylum seekers applying from African countries was Eritrea (25%), followed by Somalia (18%) and
Zimbabwe (16%). According to Home Office statistics, there are currently 6,515 asylum applicants residing in the
North West receiving supported accommodation from NASS and a further 585 receiving subsistence only
support®. Within the North West, the largest numbers of asylum seekers are located in Manchester (1,355),
Salford (945) and Liverpool (810). On a national level, no data are collected on how many asylum seekers seek
treatment for HIV. Information for the North West about those known to be non-UK nationals is presented in tables
2.9 and 2.10 (chapter 2), 3.13 and 3.14 (chapter 3).

HIV and AIDS in the North West of England — 2006

Figure 1.3 and table 1.1 are taken from the Health Protection Agency Quarterly Surveillance Tables to illustrate the
status of the HIV/AIDS epidemic in the North West by comparison to the rest of the UK. This information is useful
for monitoring trends both nationally and regionally. For the most accurate and detailed information about people
living with HIV and AIDS in the North West, see the comprehensive overview in chapters two to six of this report.

By the end of 2006, a cumulative total of 5,719 HIV infections in the North West had been reported to the Health
Protection Agency56, including 369 new diagnoses during 2006 (figure 1.3). There were 27 newly diagnosed AIDS

14














































































































































































	Annual report_web.pdf
	 
	Global Perspectives on HIV and AIDS in 2006(  
	Sub-Saharan Africa 
	East, South and South East Asia and Pacific 
	 Eastern Europe and Central Asia 
	Caribbean 
	Latin America 
	North America, Western and Central Europe 
	Middle East and North Africa 
	Global access to treatment and prevention 

	HIV and AIDS in the United Kingdom – 2006 
	 Men who have sex with men 
	Heterosexual sex 
	Injecting drug users 
	Blood or tissue 
	Mother to child 
	 
	HIV in non-UK nationals 

	HIV and AIDS in the North West of England – 2006 
	 
	The sexual health of the North West 
	Monitoring HIV and AIDS in the North West Region 
	Methodology of Monitoring HIV and AIDS in the North West 
	 
	Total 


	 
	Epidemiology of HIV in the North West 
	Care of HIV positive people by North West statutory treatment centres 
	HIV among non-UK nationals 
	 HIV & AIDS data by primary care trust 
	 
	Treatment Centres Attended
	 
	Total 
	Seen in 2006



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	6
	 
	 
	T
	 
	T
	 
	T
	 
	F
	 
	U
	 
	T
	 
	T
	 
	 
	 
	 
	A
	Y
	A
	1
	2
	2
	2
	2
	2
	2
	2
	C
	C
	C
	L
	1
	1
	1
	C
	G
	2
	1
	3
	2
	2
	1
	1
	2
	C
	M
	8
	8
	9
	4
	5
	4
	7
	C
	C
	2
	1
	1
	1
	1
	1
	C
	N
	2
	C
	U
	1
	S
	M
	2
	1
	9
	1
	4
	1
	1
	5
	S
	F
	7
	6
	4
	2
	4
	3
	5
	4
	A
	0
	A
	1
	2
	A
	2
	1
	1
	1
	1
	3
	1
	A
	2
	2
	1
	2
	1
	2
	1
	3
	A
	3
	1
	4
	2
	1
	4
	3
	6
	1
	A
	3
	1
	7
	4
	4
	1
	4
	3
	2
	A
	4
	2
	5
	1
	2
	4
	1
	1
	A
	4
	2
	1
	2
	1
	A
	5
	3
	1
	2
	1
	1
	1
	A
	5
	1
	2
	1
	1
	2
	1
	A
	6
	T
	3
	2
	1
	1
	8
	1
	1
	9
	 
	 
	 
	T
	 
	Y
	 
	 
	2
	2
	S
	N
	1
	S
	S
	2
	S
	S
	1
	2
	V
	S
	1
	2
	V
	N
	5
	1
	I
	M
	1
	1
	I
	I
	1
	2
	I
	H
	5
	6
	T
	1
	2
	 
	 
	 
	 
	I
	%
	O
	%
	C
	d
	P
	S
	1
	3
	<
	A
	2
	4
	S
	4
	3
	A
	2
	2
	A
	1
	0
	D
	1
	0
	U
	1
	0
	A
	1
	2
	0
	N
	2
	3
	M
	0
	D
	0
	T
	3
	4
	Q
	3
	2
	H
	2
	1
	<
	2
	8
	A
	6
	1
	0
	4
	3
	T
	1
	1
	#
	†
	 
	 
	 
	T
	 
	 
	n
	M
	t
	d
	P
	 
	2
	1
	0
	 
	1
	4
	 
	4
	3
	 

	abridged Appendices.pdf
	 
	PCT






