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Executive Summary

Since the Human Immunodeficiency

Virus (HIV) epidemic was detected in the
early 1980s, there has been a considerable
decrease in the annual number of new HIV
infections in BC and Canada. Nationally,
there was also a substantial decrease in the
proportion of HIV diagnoses attributable
to men who have sex with men from the
mid-1980s until the late 1990s. However,
that decrease subsequently subsided and
has even increased in some years. Similar
patterns have been observed in BC, where
the number of new diagnoses per year
among gay and bisexual men has been stable
or decreasing only slightly in comparison to
other exposure groups. In BC in 2011, gay
and bisexual men made up 57 per cent of
new HIV infections and 45 per cent of all
people known to be living with HIV. As a
result, the incidence and prevalence of HIV
in BC will not be further reduced without a
substantial reduction in new HIV infections
among gay and bisexual men.

This Provincial Health Officer’s (PHO)
annual report examines the HIV epidemic
in BC among gay and bisexual men, and
makes recommendations for renewing
HIV prevention in this population. It was
developed in partnership with the BC
Centre for Disease Control and with input
from two advisory groups that included
gay and bisexual men and related service
providers and organizations. Using a multi-
level approach combined with a population
health approach, this report discusses HIV
infection, reviews trends in the epidemic
over time in BC, and explores a series of
variables that impact the HIV epidemic
among gay and bisexual men.

Understanding the Human
Immunodeficiency Virus

Since the 1980s, advancements have been
made in the understanding, diagnosis,

and treatment of HIV. HIV is a virus that
attacks the immune system and leaves the
body unable to fight off usually harmless
infections. Transmission most commonly
occurs through sex and through sharing of
used needles or other drug paraphernalia;
however, the highest estimated risk from
sexual transmission is through receptive
anal sex (0.5 to 3.38 per cent). High viral
load level and other factors (e.g., presence
of other sexually transmitted infections
[STIs]) also increase the risk of transmission.
Tests to diagnose HIV have expanded and
improved, and they are now over 99 per cent
successful at detecting the virus by three
months after infection. While there is no
cure for HIV, antiretroviral medication can
reduce the amount of virus in the body, and
has revolutionized HIV treatment, shifting
the prognosis of HIV disease from a fatal
infection to a chronic, manageable illness
with near normal life expectancy.

HIV Trends in Gay and Bisexual
Men in BC

Provincial surveillance data of new HIV
diagnoses among gay and bisexual men
in BC from 2004 to 2012 demonstrate
variation by health authority, age, birth
cohort, ethnicity, and stage of infection:

* Geographically, the majority of all new
HIV diagnoses among gay and bisexual

ix



Executive Summary

men in BC have consistently been in the
Vancouver Coastal Health Authority,
while Northern and Interior Health
Authorities have had the lowest numbers.

Distribution of new HIV diagnoses by
age group is relatively stable among gay
and bisexual men, with those 30 to

44 years old consistently having the
highest proportion.

Analyses by birth cohort indicate that
new diagnoses have been decreasing
among gay and bisexual men born before
1980 (particularly those born 1960-
1979), and increasing among those born
1980-1999.

Analyses by ethnicity show that those who
self-identify as Caucasian consistently
made up the majority of new diagnoses
during this time (averaging 70.5 per cent).
The next largest groups were gay and
bisexual men who self-identified as Asian
(10.6 per cent), Latino (7.0 per cent), and
Aboriginal (4.6 per cent).

Among ethnocultural minority gay and
bisexual men, a greater proportion of
HIV-positive diagnoses occurred among
younger men (those born 1980 or later),
making up 44 per cent of new diagnoses,
compared to 28 per cent among men
born 1960-1979 and 13 per cent among
men born before 1960.

The proportion of gay and bisexual men
diagnosed with HIV in the acute (first)
stage of HIV infection (when HIV

viral load and risk of transmission are
highest) increased from 6 per cent in
2006 to 19 per cent in 2012. Despite
this improvement, many gay and bisexual
men continue to be diagnosed at the
advanced stage of HIV infection, which
can result in poorer health outcomes,
and may involve a prolonged period of
unknowingly transmitting HIV

to partners.

Drivers of the HIV Epidemic

Variables that impact the HIV epidemic
among gay and bisexual men are presented
as “drivers” in this report, and are explored
based on their levels of influence. Societal
and structural drivers work broadly within
society and its institutions to influence HIV
transmission. Community and relationship
drivers work within and across communities
and social networks. Behavioural and
biological drivers operate at the most
immediate level, ultimately determining
whether HIV transmission occurs between
two people. These drivers are complex; they
overlap, intersect, and are not experienced by
all individuals in the same way.

Stigma — HIV infection carries a powerful
societal stigma. HIV-positive gay and
bisexual men, who may already experience
stigma as a result of sexual orientation,
may experience further marginalization
based on HIV status. Stigma, prejudice,
and discrimination on the basis of sexual
orientation continue to be experienced by
gay and bisexual men in BC, and include
violence, verbal harassment, and suicide,
and all have profound consequences for the
health of gay and bisexual men.

HIV Prevalence — HIV prevalence is

a fundamental driver of the epidemic.

HIV diagnoses can accumulate within a
population over one’s lifespan, so that as

a person ages it can be more common to
have HIV-positive friends or acquaintances.
While one of the greatest achievements in
HIV treatment is the potential for a near-
normal life expectancy, as the number of
men living with HIV grows, the net effect of
increased life expectancies for HIV-positive
men may be toward increased prevalence,
and may result in an increasing number of
new infections. The strong stigma associated
with HIV infection can also lead to delays
in getting tested, or assumptions about a
partner’s HIV status based on anxiety or
discomfort with discussing it.



Sexual Behaviours — The use of condoms

is an established and effective strategy for
reducing HIV transmission, and condom
use among gay and bisexual men in BC
remains high, particularly among those born
after 1980. Gay and bisexual men have also
adopted other risk reduction behavioural
strategies called seroadaptive behaviours,
which may include safe-sex agreements with
their main partner, serosorting (having sex
without condoms with someone of the same
HIV status), and seropositioning (choosing

insertive or receptive roles during anal sex
based on HIV status).

Sexual Networks — Sexual networks of

gay and bisexual men are often larger and
more densely connected than those of
heterosexual men, with more sexual partners
and concurrent or overlapping relationships.
The occurrence of some sexual risk-taking
behaviours reported by gay and bisexual men
in sexual networks fluctuated from 2007 to
2011, but do not show sustained changes
during that time. From 2007 to 2011,

23.0 to 36.4 per cent of men reported
having sex without condoms with at least
one partner of unknown HIV status in the
previous year, and 26.8 to 33.6 per cent
reported having 10 or more sex partners in
the last year. Sexual networks are dynamic
and change over time; one shift observed is
that more men now meet sex partners online.

HIV Testing and Awareness of HIV
Status — Approximately half of gay and
bisexual men in BC reported being tested
for HIV in the past year, though this varies
by birth cohort and region of BC. Among
newly diagnosed men from 2006 to 2011,
the median time between their last negative
test and first positive test was 15 months.
Many risk reduction strategies require an
accurate and timely understanding of one’s
HIV status. Persons with undiagnosed HIV
infection are more likely to transmit HIV
to others, and face related delays in HIV
clinical care and treatment.

Treatment and HIV Viral Load — A high
HIV viral load is associated with a greater
risk of HIV transmission. An individual’s

Executive Summary

viral load will vary by stage of infection, but
can be lowered through HIV treatment. There
have been improvements in early initiation of
HIV treatment and reductions in viral load

at a population level among gay and bisexual
men in BC from 1996 to 2011. While there
are still gaps, engagement in care is also
improving; in Vancouver, 65 per cent of newly
diagnosed gay and bisexual men between 2010
and 2012 were linked to care within 30 days
of diagnosis.

Acute HIV Infection — Many newly infected
individuals are unaware of their HIV
infection during the acute or early stage,
which can lead to a high risk of transmission
to others since viral load is very high. Since a
diagnosis of HIV typically leads to behaviour
change that reduces the risk of transmission to
others, increasing the number of diagnoses in
the acute stage of infection may result in the
prevention of HIV infections and substantial
population benefits.

Sexually Transmitted Infections — The
presence of other STTs impacts the risk

of HIV transmission by increasing the
infectiousness of HIV-positive individuals and
the susceptibility of HIV-negative individuals
to infection. The higher incidence of some
STIs (e.g., gonorrhea, chlamydia, syphilis)
among gay and bisexual men in BC is also
likely related to HIV transmission, since STIs
can be markers of behavioural risk.

Appropriate Health Care — Gay and
bisexual men face challenges in accessing
appropriate and culturally sensitive health
care—a fundamental determinant of health.
In 2011, 14 per cent of gay and bisexual men
in BC reported that they had stopped seeing
their health care provider because of his or
her negative attitude toward their sexual
orientation. Appropriate health care for gay
and bisexual men requires accessible, quality
health care services; health care providers who
are knowledgeable about a patient’s sexual
orientation and health issues affecting gay
and bisexual men; and safe and informative
communication between clients and care
providers. Overall, 61 per cent of gay and
bisexual men surveyed in BC reported that

Xi
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they were currently “out” to their primary
health care provider, though this ranged
from a high of 84.8 per cent in Vancouver
West End to a low of 36.6 per cent in North
Fraser and Northern BC.

Marginalization, Mental Health, and HIV
Risk — Experiences of marginalization and
discrimination, rooted in homophobia and
stigma on the basis of sexual orientation, can
impact gay and bisexual men’s health. Causal
pathways link experiences of marginalization
(e.g., verbal harassment, physical violence)
with a greater likelihood of poor mental
health outcomes (e.g., problematic substance
use, depression), which in turn are associated
with increased sexual risk-taking behaviour
and put an individual more at risk for HIV
infection. Protective factors (e.g., family
acceptance, school connectedness, and social
supports) can help buffer the impacts of
marginalization, foster resilience, improve
mental health, and reduce HIV risk.

Migration and Immigration — It is common
for many gay and bisexual men (including
Aboriginal and Two-Spirited gay and
bisexual men) to migrate to urban centres
such as Vancouver. For Aboriginal men, the
search for a home or place where they feel
safe and accepted and the potential mobility
related to this search are compounded

by the historic forced migration of many
Indigenous people due to residential
schooling and foster care or adoption.
Immigrants to BC may have challenges

with new social and sexual cultures and
expectations. Canadian immigration patterns
and testing procedures can also contribute to
the numbers of new HIV diagnoses among
ethnocultural minority men.

Experiences of Racism — Experiences

of racism can add another element of
marginalization. Gay and bisexual men
from ethnocultural minorities in BC have
reported oppression on multiple fronts,
including stigma within their ethnocultural
communities or families on the basis of
their sexuality, and exclusion from gay
communities that are predominantly
Caucasian. In addition, experiences of

racism from other gay and bisexual men
can translate to power differentials within
partnerships, leading to weakened or
compromised negotiations or sexual
decision-making.

Systemic Challenges to HIV Prevention —
Existing programs and resources for gay

and bisexual men are unevenly distributed
in BC, may not reflect the needs of more
marginalized gay and bisexual men, and
may rely on federal funding that is not
guaranteed. A more holistic approach to gay
and bisexual men’s health would situate HIV
prevention within a broader, more inclusive
health framework. Evidence-based policies
for HIV prevention require more HIV
research that focuses on gay and bisexual men.

Solutions

The findings in this report demonstrate

the importance of comprehensive, multi-
level approaches to HIV prevention for

gay and bisexual men in BC. Two sets of
recommendations are presented in this
report, including 15 recommendations

from the advisory groups, and six
recommendations from BC’s PHO. Advisory
committee recommendations include
actions in the areas of policy, monitoring,
evaluation, and research, and actions
specifically targeting each of the drivers
identified in the report. The PHO endorses
these 15 recommendations and offers six
priority recommendations for immediate
attention. These six PHO recommendations
focus on developing a comprehensive health
strategy for gay and bisexual men, enhancing
related protective factors, improving and
expanding health care for HIV-positive
individuals, advancing support for mental
health and substance use among gay and
bisexual men, revisiting prosecutorial
guidelines pertaining to HIV, and expanding
research and monitoring for HIV prevention
among gay and bisexual men. The goals of
these recommendations are to renew HIV
prevention for gay and bisexual men in BC
and reduce overall rates of HIV incidence
and prevalence in BC.



Chapter 1

Introduction

This Provincial Health Officer (PHO)
annual report examines the Human
Immunodeficiency Virus (HIV)* epidemic
among gay and bisexual men in British
Columbia. A special report on HIV
infections among people who use injection
drugs in BC, released by the PHO in 2011,
concluded that the combination of harm
reduction and prevention programs, uptake
of HIV treatment, and changes in drug-
using behaviour has led to a sustained and
dramatic decline in new HIV infections
among injection drug users since 2008."
The number and rate of new diagnoses

in BC overall is also declining; however,

as this PHO annual report demonstrates,
the decline in new HIV diagnoses is not
occurring as quickly among the sub-
population of gay and bisexual men in

BC. This report sets out to provide a
comprehensive review of the HIV epidemic
among gay and bisexual men in BC, and to
make recommendations for renewing HIV
prevention in BC in this population.

In December 2012, the Province of BC
released a strategic guidance document to
regional health authorities (From Hope to
Health: Towards an AIDS-free Generation).
The first goal of the strategy document is to
reduce the number of new HIV infections
in the province.? This PHO report illustrates
that substantially reducing the number of
new HIV infections among gay and bisexual
men will go a long way toward achieving
this goal, given the large proportion of new
infections within this population.

Chapter 1 provides a brief overview of the
last 30 years of the HIV epidemic, and
outlines how a complex approach is used

in this report to contextualize HIV within
a broader health determinants framework.
Chapter 2 provides an overview of HIV,
including the history of the epidemic in
BC and advancements in diagnosis and
treatment. Chapter 3 presents trends in the
epidemic among gay and bisexual men, and
examines diagnoses by health regions, age,
ethnicity, and stage of infection. Chapter 4
explores the epidemic and its contributing
factors among gay and bisexual men in
greater detail. Chapter 5 presents best
practices and 15 recommendations for action
offered by the two advisory groups that
were consulted in the development of this
report. Chapter 6 includes a summary and
discussion of key findings in the report and
offers six priority recommendations from
BC’s PHO to renew HIV prevention among
gay and bisexual men in BC.

Thirty Years of the HIV Epidemic

By 1982, clinicians in North America
and Europe recognized the appearance of
a new and concerning clinical syndrome
occurring among gay and bisexual men.
The syndrome, marked by weakened
immune systems and leading to rare
infections and cancers, was typically fatal,
and was eventually termed Acquired
Immunodeficiency Syndrome (AIDS).?
AIDS was subsequently recognized in

* Note: Terms that appear bold and italicized are glossary terms in this report; see Appendix A for glossary term definitions.
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other populations, including people who
use injection drugs, immigrants, and
haemophiliacs. In 1983, the cause of
AIDS was determined to be a virus spread
through blood and body fluids,** which
was subsequently named the Human
Immunodeficiency Virus. These cases
signalled the early stages of what is now
a global epidemic, which has led to an
estimated 70 million infections and

35 million deaths worldwide as of 2011.°

In Canada, there were an estimated 3,175
new HIV infections in 2011.” As shown

in Figure 1.1, in Canada the rate of new
diagnoses per 100,000 population decreased
from 1995 to 2000 and has fluctuated
slightly in recent years. Within BC, while
there are some individual years showing
increases in the rate of new diagnoses per
100,000 population, overall there is a
declining trend.* Some of these increases
may be a result of changes in testing and
reporting practices, as discussed later in this
report. This figure shows that for years in
which data were available, BC had a rate

of new HIV diagnoses that was greater

than or equal to the national rate until
2010, when the BC rate dropped slightly
below the national rate. In 2012, 238 new
HIV diagnoses were observed in BC—the
lowest number of new diagnoses per year on
record.® In addition to these improvements,
the life expectancy for people living with
HIV has dramatically increased due to the
success of HIV treatment.”!

The nature of the epidemic’s trend within
different countries varies substantially. In
Canada, the HIV epidemic is said to be
“concentrated,” meaning that HIV is not
widely spread in the population but rather
has a higher prevalence in specific sub-
populations, specifically gay and bisexual
men, people who use injection drugs,
Aboriginal people, and people immigrating
from countries where HIV is endemic.'"'*"
Nationally, the proportion of HIV diagnoses
attributed to men who have sex with men
(age 15 and up) have shown a substantial
decrease from the mid-1980s to the late
1990s. However, those data also show that
from 2002 to 2011, the proportion of
diagnoses attributable to this exposure group

New HIV Diagnosis Rate in BC and Canada,

and New HIV Diagnoses in BC, 1986 to 2012
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Notes: Use caution when comparing trends before and after 2003, when HIV became a reportable disease in BC. Rates based on total populations in BC
and Canada. Comparable Canadian data are currently not publicly available on an annual basis prior to 1995, or for 2012. The number of new HIV
diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not included, and due to delays between
infection and testing/diagnosis. For more information about this data source, see Appendix B.

Source: Adapted from HIV in British Columbia: Annual Surveillance Report 2012, BC Centre for Disease Control.? Prepared by the BC Office of the Provincial
Health Officer, and the Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

2 HIV became a reportable disease in BCin May 2003; therefore, comparisons of counts of new diagnoses and new diagnosis rates

before and after 2003 should be made with caution.
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has remained relatively stable, and has even
shown some increase.'

The route of exposure to HIV is important
for understanding health care and

related policy needs in BC. Figure 1.2
illustrates that some exposure groups

have experienced greater decreases in new
diagnoses than others from 2004 to 2012.
Gay and bisexual men continue to have the
highest number of new diagnoses, and the
number of new infections each year does
not show similar decreases as those seen in
other groups.

These trends suggest that existing efforts to
prevent further transmission of HIV among
the sub-population of gay and bisexual men
in BC may not be achieving the successes
that other sub-populations are experiencing
in reduced numbers of new HIV diagnoses.
Continuing to achieve meaningful
reductions in the number of new HIV
infections in BC requires exploration of the
comparatively slower decline among gay and
bisexual men in BC. As this report shows,
examining and renewing HIV prevention
efforts for this sub-population requires a
holistic approach and an understanding of
the context of gay and bisexual men’s lives.

Number of New HIV Diagnoses by Exposure Group, BC, 2004 to 2012

HIV among Gay and Bisexual
Men in BC

Since the HIV epidemic was detected in BC
in the early 1980s, gay and bisexual men
have been the group most affected, bearing
the brunt of the infections and deaths from
HIV. In the face of a slow response to the
epidemic by government agencies both in
Canada and globally, gay and bisexual men
mobilized, developed the first peer-support
and educational initiatives, and were central
to the recognition of the rights of HIV-
positive people to be involved in all aspects
of the response to HIV."® In large part due
to this community mobilization of gay and
bisexual men, the number of new infections
among this group decreased dramatically by
the mid-1990s.'5'617

While there are no reliable estimates of

the number or proportion of gay and
bisexual men in BC, nor how the size of the
population may be changing over time, it is
likely within the range of recent estimates in
the United States, where 4 per cent of men
reported having male sex partners in the
past five years (7 per cent in their lifetime)."®
Therefore, in comparison to their likely
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Notes: New diagnoses only reflect individuals who have tested positive for HIV. Newly diagnosed individuals are assigned to exposure groups based on
likely route of exposure to HIV. "Other exposure" includes receipt of blood products, occupational exposure, and perinatal transmission. For more

information about this data source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services,
BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance,

Engagement and Operations Branch; BC Ministry of Health, March 2014.
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Estimated Proportion of HIV Infections by Exposure Group,

Incidence and Prevalence, BC, 2011

Incidence
3%

Other

3%

Gay and Bisexual Men

Gay and Bisexual Men Who
Also Use Intravenous Drugs

People Who Use Injection Drugs

Heterosexual (Non-Endemic)

Heterosexual (Endemic)

Prevalence

3% 1%

3%

Notes: Provincial estimates provided by the Public Health Agency of Canada. Estimates of HIV incidence and prevalence are based on HIV surveillance data
that do not track undiagnosed/untested cases. Therefore, modelling and additional sources of information were used to estimate incidence and prevalence.
Newly diagnosed individuals were assigned to exposure groups based on likely route of exposure to HIV. "Heterosexual (non-endemic)" refers to
heterosexual contact with a person who is either HIV-infected or at risk for HIV or where heterosexual contact is the only identified risk. "Heterosexual
(endemic)" refers to heterosexual contact with a partner originating from a country where HIV is endemic. "Other" includes recipients of blood transfusion or
clotting factor, occupational transmission, and perinatal transmission. For more information about this source, see Appendix B.

Source: HIV in British Columbia: Annual Surveillance Report 2011, BC Centre for Disease Control (2012).° Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population
Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

proportion within the BC population, gay
and bisexual men are over-represented in
BC’s HIV epidemic.” As Figure 1.3 shows,
in 2011 gay and bisexual men (including
gay and bisexual men who use injection
drugs) comprised 57 per cent of all new
infections (incidence) and 45 per cent of all
people living with HIV in BC (prevalence).
In a survey of gay and bisexual men in the
Greater Vancouver area in 2008, 21 per
cent of gay and bisexual men surveyed self-
reported as HIV positive.” These trends

are not unique to BC; in other Canadian
provinces as well as other developed
countries (e.g., Australia, the United
Kingdom, the United States), the majority
of new HIV infections are in gay and
bisexual men, and trends are either stable or
increasing, which has led some to describe a
“re-emerging epidemic” of HIV among gay
and bisexual men.?**!

Terminology

The terminology “gay and bisexual men” is
deliberately used to describe all people in
BC who identify as men who have romantic
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or sexual relationships with other men,
regardless of their own sexual or gender
identity, instead of the term “men who
have sex with men” (MSM). The term “gay
and bisexual men” will be used because it is
broadly understood within society, and has
historical significance. Other terminology is
used in this report where relevant, such as
when referring to specific sub-populations
of gay and bisexual men based on a shared
sexual or gender identity (e.g., gay men,
Two-Spirited men).

MSM is the term most commonly used
when describing how HIV spreads between
males through sexual contact, and is a term
that reflects the epidemiological basis of
transmission in this group. The term MSM
focuses on behaviour rather than cultural or
sexual identities.”>* However, MSM does not
represent a homogeneous group nor would
men who have sex with men necessarily
define themselves purely on the basis of their
sexual partners. The use of the term MSM
does not recognize important distinctions

in sexual and gender identities, culture, and
behaviour between men in this group.”

For example, men who have sex with



Two-Spirited Individuals

The term “Two-Spirit” has a number of meanings in different contexts. Historically,
Two-Spirited persons were First Nations and Métis people who held an honoured
gender or social status in their community. There were variations in the cultural
practices and beliefs with respect to Two-Spiritedness across communities in North

America. In recent decades this term has been reclaimed by members of various First
Nations in the context of decolonization and acknowledgment of the strength and
value of Two-Spirited persons in communities. Now the term Two-Spirit may refer to
lesbian, gay, or transgender people who have adopted an identity that connects with
sexuality and gender traditions relevant to their respective indigenous culture.”®

men may identify as transgender, queer,
Two-Spirited (sce sidebar Two-Spirited
Individuals), gay, bisexual, or heterosexual,
or may be in a period of transition or
questioning regarding their sexual identity.
As there are key differences among these
groups in lived experiences, sexual practices,
community affiliation and HIV risk, for
HIV prevention strategies to be successful
they should be designed and implemented
with consideration of these varied aspects
of identity.?*** The term “gay and bisexual
men” is more relevant and meaningful for
this report than the term MSM, but it is
an imperfect solution; the intent in using
the term “gay and bisexual men” is not to
exclude or alienate any men who do not
identify specifically with these terms.

The term “gay communities” is used in this
report as a commonly understood term and a
concept of established historical importance
in HIV prevention for gay and bisexual
men.?>? For the purpose of this report this
term is used loosely to describe groups of
gay and bisexual men connected through
common social or cultural relationships and
affiliations, but it is not intended to imply
that these groups are either homogeneous or
exclusive.

Conceptual Approaches

Understanding health issues such as HIV
among gay and bisexual men requires
consideration of the social context in which
these issues occur. While there have been
improvements in society for gay and bisexual
men in recent decades, this population
continues to experience stigma, prejudice,
and discrimination on the basis of sexual
orientation. The conceptual approaches
taken in this report strive to incorporate the
impact of those experiences on the health of
gay and bisexual men overall, and in relation
to the HIV epidemic in particular. For a
comprehensive understanding of HIV among
gay and bisexual men in BC, the analyses,
discussion, and related recommendations
presented in this report combine two
conceptual approaches: a multi-level

approach and a population health approach.
Multi-level Approach

The traditional approach to both
understanding HIV trends among gay and
bisexual men and developing strategies for
HIV prevention has been to focus on sexual
behaviour (such as condom use). Sexual
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(q ¢ Health outcomes do not

happen in a vacuum.
They are the result of a
complex interaction of a
number of factors, many
of which are determined
by the environments
within which boys and
men live, learn, work

and play. b))

Northern Health Authority.
Where are the Men? Chief
Medical Health Officer’s
report on the health and
wellbeing of men and boys
in Northern BC (2011).7
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now gaining recognition in public health and

“It's, you know, why did I turn HIV positive? You know. Lonely, depressed. . ..finding among researchers, 163233

I'm totally on the rocks, and stuff like that. You know, the reasons for that are just as

Reflecting on factors that contributed to becoming HIV positive

individual as people that are experiencing it.”
55 years old, HIV positive .

behaviour continues to be an important and
immediate driver of the epidemic in gay
and bisexual men, since ultimately, HIV is
most commonly passed from a man who
has HIV to a man who does not, through
intercourse. Social, structural, and inter-
relational factors provide important contexts
for understanding behaviour. A multi-level
approach recognizes the interaction between
different levels of influence, including
behaviour and underlying community,
societal, and structural level determinants.
Furthermore, differences in behaviour alone
are not sufficient to explain differences in
risks of HIV infection among groups of gay
and bisexual men.”® Focusing exclusively on
sexual behaviour can lead to the inadvertent
blaming of gay and bisexual men for
becoming infected with HIV, and contribute
to societal stigma. Community organizations
have long advocated for comprehensive

Analyses in this report draw upon several
existing theoretical frameworks that reflect
more comprehensive approaches and
involve both communicable disease and
social theories.**?#3¢ In this report, HIV
is examined through the many “drivers,”

or variables that impact or influence HIV
transmission among gay and bisexual men.
As shown in Figure 1.4, these drivers are
explored at three broad levels in this report:

1. Societal and Structural Level drivers
work broadly within society and its
institutions and underlay all other drivers;

2. Community and Relationship Level
drivers operate at an intermediate level,
and work across communities and social
networks; and

3. Behavioural and Biological Level drivers
ultimately determine whether HIV
transmission occurs between two people.

While these three levels help to contextualize
and consider the drivers examined in this
report, they are not mutually exclusive;

approaches,”**! and these approaches are they are complex; they overlap and intersect

Conceptual Approach to Drivers of the HIV Epidemic

among Gay and Bisexual Men in British Columbia

Societal and Structural Level
Drivers work broadly within society and its institutions

Examples: stigma, marginalization, racism, and access to
appropriate health care

Community and Relationships Level
Drivers work within and across communities and social
networks

Examples: mental health, HIV prevalence in gay communities,
and composition and density of sexual networks

Behavioural and Biological Level
Drivers have most direct impact, ultimately determining
whether HIV transmission occurs between two people

Examples: individual HIV viral load, sexual behaviour, and
presence of sexually transmitted infections
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among individuals, and are not experienced
by all gay and bisexual men in the same

way. Some drivers presented in this report

fit largely within one level, while others fit
within two or even all three. Drivers of the
HIV epidemic among gay and bisexual men
will be explored in detail in Chapter 4, using
this multi-level approach.

Population Health Approach

A population health approach requires

an “upstream” examination of health

that considers determinants, conditions,
and factors that influence the health of

a population. This may include social,
economic, and physical environments,
personal health practices and coping skills,
biology, and access to health care.” It

also considers health within and between
groups in a population; for example, based
on birth cohort, age, ethnicity, and other
factors. It incorporates prevention, health
promotion, health protection, diagnosis,
treatment, and care into a comprehensive
view of health.?® This upstream approach
involves investigating many potential factors
and using that information to develop

and implement policies and actions that
can improve the health and well-being

of vulnerable sub-populations and the
larger population overall. A population
health approach has been combined with
a multi-level approach in this report to
help understand HIV within the context
of gay and bisexual men’s lives, and to
more comprehensively understand gay and
bisexual men’s health within the larger

BC population.

Development Process

For this report to be both effective and
informative in renewing HIV prevention

for gay and bisexual men in BC, it was
important to involve gay and bisexual men
as well as service providers and organizations
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that work with them. To this end, two
advisory groups were established to support
the development of this report. The first,

the Community Advisory Group, included
gay and bisexual men (and allies) who are
leaders working in gay men’s health and HIV
prevention and research in BC. The second,
the Public Health Advisory Group, included
public health and clinical HIV leads and
researchers from regional health authorities,
First Nations and Inuit Health,* the Ministry
of Health, the BC Centre for Disease
Control (BCCDC), and the BC Centre for
Excellence in HIV/AIDS.

Preliminary meetings with the advisory
groups enabled collaborative development
of the rationale, conceptual framework,

and approach to the report. Data analyses
were conducted by the BCCDC, and were
reviewed by the two advisory groups as

well as other key groups of stakeholders not
represented in these groups. Advisory group
members were also invited to review and
provide feedback on report drafts, and to
propose recommendations for inclusion in the
report. Recommendations provided by the
advisory groups are presented in Chapter 5.

Data Analysis

To examine the HIV epidemic among gay
and bisexual men in BC, this report draws on
multiple provincial sources of information.
Recent trends for HIV and syphilis were
examined through analyses of data derived
from provincial surveillance systems housed
at the BCCDC. These data have been
collected from case report forms or clinic
records completed by public health staff who
follow up new HIV and syphilis diagnoses.
Due to known differences in data before and
after HIV became a reportable disease in BC
in May 2003, analyses of HIV surveillance
data from BCCDC were restricted to the
time period of 2004 to 2012 to ensure
comparability in data presented.” Trends

® During the development of this report, First Nations and Inuit Health (FNIH) became part of the First Nations Health Authority
(FNHA), following the health authority’s creation in December 2011. As such, while advisory group membership included FNIH,
representatives are identified by their current FNHA affiliations in the acknowledgements section of this report.
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in gonorrhea and chlamydia infections
were analyzed using data from sexually
transmitted infection (STT) clinics operated
by the BCCDC in Vancouver, BC. Lastly,
in partnership with the Community-Based
Research Centre (CBRC) for Gay Men’s
Health, four occurrences of the Sex Now
survey were analyzed. The Sex Now survey
is a large, community-based online survey
of gay and bisexual men in BC conducted
every 12-18 months.* See Appendix B for
further discussion of these data sources,
including their respective details and known
or potential limitations.

Some groups provided data and related
analyses for this report, including the
Public Health Agency of Canada (HIV
incidence estimates), the BC Centre for
Excellence in HIV/AIDS (HIV viral load
and CD4+ T-cell counts), Vancouver Coastal
Health Authority (CD4+ T-cell count at
time of HIV diagnosis in the Vancouver
Coastal region), and the McCreary Centre
Society (results of the 2008 BC Adolescent
Health Survey). See Appendix B for more

information.

Quotations from interviews with gay and
bisexual men in BC are provided throughout
this report to help illustrate some of the key
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concepts discussed, and to contextualize
the complex issues related to HIV that gay
and bisexual men describe experiencing in
their everyday lives. These are taken from
interviews conducted between 2009 and
2012 with gay and bisexual men newly
diagnosed with HIV infection, and gay and
bisexual men with a recent negative HIV
test, in the Greater Vancouver area. These
quotations were provided by the Canadian
Institutes of Health Research Team in the
Study of Acute HIV Infection in Gay Men,
coordinated through the BCCDC.*

Where possible, analyses in this report have
been provided by region of BC, birth cohorrt,
and ethnicity. Analyzing data by region
helps to identify differences in terms of gay
communities as well as access to services,

as there are likely differences between men
living in urban, suburban, rural, and remote
areas. Analysis by ethnicity helps to identify
potential socio-cultural impacts. Differences
between birth cohorts of gay and bisexual
men are also important to consider, as
differences in lived experience by age are
profound due to the different eras of the
HIV epidemic (e.g., whether or not one has
experienced the peak of the HIV epidemic
and deaths prior to the development of
current anti-HIV drugs).

Gaps and Limitations

This report and its analyses are subject to the
limitations of available data and research.
While this report examines the gay and
bisexual population as comprehensively as
possible with respect to HIV, this picture

is not exhaustive. There is currently a lack
of data available to comment on trends
among some relevant sub-groups of gay
and bisexual men (e.g., men involved in

sex work, incarcerated men, and homeless
men). Empirical local or national data on
factors influencing HIV risk among gay
and bisexual Aboriginal or Two-Spirited
men are limited or outdated.?***% There are
also insufficient data by which to address
the unique prevention needs across the
spectrum of gender identities, including



transgender men in BC who identify as
gay, bisexual, or queer.** While this report
also highlights key differences between gay
and bisexual men around the province,
particularly between Metro Vancouver and
other regions, research is currently limited
outside the Vancouver area.

Ecological analyses have been used to inform
the discussion of HIV trends and drivers of
the epidemic among gay and bisexual men
in BC. This type of analysis may overlook
important trends at an individual level and
cannot be used to infer a causal relationship
between any variable studied and HIV
incidence. Additionally, since there are
currently no reliable estimates of the size

of the population of gay and bisexual men
in BC, there is limited ability to consider
the impact of migration or changes in
population size on trends documented in
this report.

This report focuses specifically on sexual
transmission of HIV among gay and
bisexual men, although some men in this
population may also be exposed to HIV
through sharing of syringes or other drug-
related paraphernalia. Between 2004 and
2011, 7 per cent of gay and bisexual men
newly diagnosed with HIV also reported
using injection drugs and sharing syringes
(and this was more common among
Aboriginal gay and bisexual men). As factors
related to HIV trends among people who
use injection drugs were discussed in a
previous PHO report,' and comparisons of
the relatedness of different strains of the
virus in BC demonstrate different patterns
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of HIV transmission between gay and
bisexual men and people who use injection
drugs,® the focus of this report is on sexual
transmission only.

Despite these limitations and gaps in
available research, when taken together, the
findings presented in this report provide the
most comprehensive picture of the current
HIV epidemic among gay and bisexual men
in BC that is possible at the current time.

Summary

In Canada and BC the HIV epidemic is
concentrated, with a higher burden of illness
in specific sub-populations, such as gay and
bisexual men, people who use injection
drugs, and Aboriginal people. Overall, rates
of new HIV diagnoses in BC are declining,
but gay and bisexual men continue to

have the highest number of new diagnoses
and have not experienced the meaningful
declines that other sub-populations have.
This report uses multi-level and population
health conceptual approaches to examine
HIV among gay and bisexual men in BC
with a holistic perspective, and is the result
of collaboration with gay and bisexual men
and service providers and organizations that
work with them. The goal of this report is to
examine HIV trends among gay and bisexual
men in BC and provide evidence-based
recommendations to renew HIV prevention
for gay and bisexual men in BC. The next
chapter provides an overview of HIV,
including its stages, transmission, diagnosis,
and treatment.



10 Provincial Health Officer's Annual Report



Chapter2

An Overview of HIV

What is HIV? Stages of HIV can be identified through
clinical tests that measure disease progress,
including HIV viral load in the body

Human Immunodeficiency Virus (HIV) and CD4+ T-cell counts. HIV viral load
is a virus that attacks the immune system indicates the amount of virus in the
(particularly through attacking CD4+ blood, and reflects replication of the virus
T-cells), the system that defends the body in the body. It is highest during acute
from micro-organisms that cause infections ~ and advanced stages of infection. CD4+
or cancer cells. HIV weakens the immune T-cells play an important role in the
system, which eventually leads to the body body’s immune system and are destroyed
being unable to fight off usually harmless by the virus. Comparing the number of
infections (called “opportunistic” infections)  existing cells to the normal range (500
and cancers. In the absence of treatment, to 1,500) and to an individual’s previous
there are typically three general stages of counts can be used to measure the

HIV infection: acute, latent, and advanced. progression of HIV.%

HIV Progression without Treatment

ACUTE ADVANCED
STAGE STAGE
4-8 Weeks 7-10 Years 2-3 Years
CD4+
Count
e,
HIV caccees
Viral
Load
/L
”

Notes: This figure shows the natural progression of a person infected with HIV, without treatment with anti-HIV drugs. The most common
time for each stage is provided; however, the natural history of infection can be highly variable, with some people progressing to the
advanced stage within a year while others may remain in the latent stage for 10 years or more.

Source: Adapted by Dr. Mark Gilbert, BC Centre for Disease Control, from Pantaleo, Graziozi, and Fauci (1993),” and Lewthwaite and
Wilkins (2005).%
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As shown in Figure 2.1, without treatment,
HIV infection progresses through three
stages of infection that are associated with
changes in both HIV viral load and CD4+
T-cell counts. The acute stage of infection
occurs in the first two months after infection,
and includes a sharp increase in HIV viral
load, and a drop in CD4+ T-cell count.
During this stage most people will not have
symptoms, and if they do have symptoms
(known as “seroconversion illness”), the
symptoms may not be attributed to HIV
since they are typically non-specific and

are often described as “flu-like” (such as
fever, muscle aches, weakness, and rash).
The latent stage can last up to 10 years

or occasionally longer. During this phase
individuals infected with HIV would
typically have a slow increase in HIV viral
load and decline in CD4+ T-cell counts,
and will generally have no symptoms. The
third, advanced stage usually includes a high
viral load level and the lowest CD4+ T-cell
count within the disease progression. It is in
this stage that the immune system weakens
considerably and opportunistic infections
and cancers appear. The appearance of
these infections marks the development

of advanced HIV infection and a clinical
diagnosis of Acquired Immunodeficiency
Syndrome (AIDS).

How is HIV Transmitted?

HIV transmission can occur when someone
who is HIV negative is exposed to the
blood or body fluids (e.g., semen, vaginal
fluids, rectal fluids) of someone who is
HIV positive and an infectious dose of the
virus is transmitted. This most commonly
occurs through sex and through sharing

of used needles, syringes, or other drug
paraphernalia. Other modes of transmission
were more common in the early days of

the epidemic but are now less common

due to advancements in diagnosis and
treatment. For example, as many as 2,000
people were infected with HIV between
1978 and 1985 from blood transfusions
(approximately 1,150 cases) or other blood

products (approximately 850 cases)® in

what is referred to as the tainted blood tragedy
(or scandal),>® but now universal screening
precautions have been put into place in
Canada and most other industrialized
countries to prevent transmission through
blood and blood products. In addition, HIV
can be spread from an HIV-positive mother
to her child during pregnancy, delivery,

or through breastfeeding; however, HIV
treatment of an HIV-positive mother can
reduce her HIV viral load and thereby reduce
the risk of transmission to her infant,* and
the rate of transmission from mother to child
has declined dramatically."

Since sex and the sharing of drug
paraphernalia are the most common modes
of transmission, risk-reduction methods are
the use of condoms or other barrier protection
methods during sex, and not sharing needles,
syringes, or other drug paraphernalia.
However, not all behaviours carry the same
risk of HIV acquisition; type of sex, viral
load level, and other factors impact the risk of
transmission during a particular event.”!

As shown in Figure 2.2, the estimated risk

of an HIV-negative person acquiring the
infection from an HIV-positive person is
highest for a person during receptive anal sex
(0.5 to 3.38 per cent risk per act). Other
types of sexual interactions have much lower
estimated risks, and acquisition through oral
sex is considered to be a rare occurrence.
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Estimated Per-Act Risk of HIV Acquisition from an HIV-Positive Partner,

by Type of Sexual Act
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Notes: These estimates of per-act risk of HIV acquisition reflect the range of risks identified in a Public Health Agency of Canada evidence review that
examined multiple studies of acquisition risk among various populations and exposure groups. For more information about this source, see Appendix B.
Source: HIV Transmission Risk: A Summary of the Evidence, Public Health Agency of Canada (2012).*' Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population

Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

In addition to the level of risk associated
with behaviour, one of the strongest
predictors of whether HIV transmission

will occur is an individual’s HIV viral

load. Figure 2.3 demonstrates the risk of
acquisition per act, for receptive anal sex; the
higher a partner’s HIV viral load the greater
the chance of transmission of HIV to an
HIV-negative individual.”*

Another factor that influences the chance
of transmission is the presence of other
infections such as sexually transmitted
infections (STIs). Some evidence suggests
that STTs play a role in increasing the
infectiousness of HIV-positive individuals,
and may also increase the susceptibility of
HIV-negative individuals to acquiring HIV

during a potential transmission event.”!

Estimated Per-Act Risk of HIV Acquisition through Receptive Anal Sex

with an HIV-Positive Partner, by HIV Viral Load

Per cent

0 10,000 20,000

30,000 40,000 50,000

HIV Viral Load (copies/mL)

Viral Load 10 40

400 1,000 10,000 50,000

Risk 0.036% 0.069%

0.199% 0.304% 0.881% 1.854%

Notes: HIV viral load is the amount of HIV in the blood or genital fluid. Risk of HIV acquisition was calculated using a mathematical model and
assuming that the per-act HIV transmission risk in the absence of treatment s 1.5 per cent for receptive anal sex. For more information about this

source, see Appendix B.

Source: HIV Transmission Risk: A Summary of the Evidence, Public Health Agency of Canada (2012).5' Prepared by Epidemiology and Surveillance,
Clinical Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the
Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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According to one evidence summary, STIs
increase susceptibility to HIV by a factor

of 2 to 4 and increase transmissibility 2 to

3 times; however, this summary also notes
that the relationship between STIs and HIV
is complex, and the evidence is at times
contradictory or difficult to interpret due to
the presence of confounding factors

(e.g., sexual behaviour).”!

How is HIV Infection Diagnosed?

Laboratory tests used to diagnosis HIV
infection have expanded and improved

since the first assays developed in the 1980s,
and a variety of different tests exist today.

In general, the most common tests for
diagnosing HIV are based on the detection
of three biological markers of HIV infection:

*  viral ribonucleic acid (RNA) - the
genetic material of the virus

* p24 antigen - a virus protein

*  HIV antibody - generated by the body’s

immune system against the virus

These three markers of HIV infection appear
at different times in the blood following
infection, with the first to appear being viral
RNA, then p24 antigen, and finally, HIV
antibodies (Figure 2.4). This means that each
test will be effective at different time periods
after someone is infected with HIV—this is
called the “window period.” Earlier testing
can diagnose individuals in the acute phase of
HIV, within four to six weeks after infection,
when a person has a high viral load and there
is a greater risk of HIV transmission.

Appearance of Biological Markers of HIV Infection

RNA

p24 Antigen

HIV Antibodies

0 1 2 3 4

5

6 7 8 9 10

Weeks since Infection

Notes: Reproduced with permission from the BC Centre for Disease Control. Schematic is for illustrative purposes only. RNA = viral

ribonucleic acid (the genetic material of the virus).

Source: HIV Laboratory Testing: A Resource for Health Professionals, BC Centre for Disease Control (2010).52
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Case Stupy: Increasing Awareness and Detection of Acute HIV Infection - Vancouver

\_

One study demonstrated that combining awareness campaigns with pooled nucleic acid amplification testing
(NAAT; which can detect HIV at 1-2 weeks after infection) was effective in increasing HIV testing and diagnosis
rates of acute HIV for gay and bisexual men.

BC Centre for Disease Control, BC Public Health Microbiology Reference Laboratory, Health Initiative for Men

N

J

The first test performed at laboratories

in BC is either a 3rd generation enzyme
immunoassay (EIA) test or 4th generation
EIA test, depending on the test currently

in use by a particular laboratory. If there is
any reactivity to these tests, further tests will
be performed to confirm or rule out HIV
infection. These tests include the Western
Blot test and Individual RNA Nucleic Acid
Amplification Test (NAAT). These tests
enable detection of HIV in 95 per cent of
HIV-positive people by four to six weeks
after initial infection, and over 99 per cent
successful detection by three months and
later, after infection.>? (See sidebar: HIV Tests
for more information).

How is HIV Treated?

While there is no cure for HIV, antiretroviral
medication can reduce the amount of virus

in the body (reducing a person’s HIV viral

load) and help someone infected with HIV
to be healthier. Without treatment, the
weakening of the immune system due to
HIV will get worse, leading to symptoms
of AIDS and ultimately to death.”

With modern treatment regimens and
adherence to therapy, a patient with HIV
can be expected to have a near normal life
expectancy, which approaches that of the
general population.”

When people are diagnosed with HIV, the
selection of medication depends on multiple
factors including a person’s medical history.”
It is recommended that HIV-positive people
get regular check-ups with a primary care
physician who is experienced with HIV
care, and who can consult with specialists

in HIV treatment as needed. Check-ups

are recommended at least every three to six
months to measure CD4 counts and viral
load levels, and annually for a full physical
examination.*®

HIV Tests

4th Generation Enzyme Immunoassay (EIA) Test - An HIV screening test that improves upon 3" generation EIA tests by detecting p24
antigen in addition to HIV antibody, although it does not distinguish between them. As this is a screening test, any positive result needs to
then be confirmed by a second test (e.g., the Western Blot test). The 4™ generation EIA test has a shorter window period compared to the 3"

generation EIA tests.

Western Blot Test - An HIV test that is considered the gold standard for confirmation of HIV infection. Specimens that are reactive on EIA
screening tests and on Western Blot are considered to be confirmed HIV-positive. The EIA-Western Blot combination is estimated to have an
overall sensitivity (accuracy) of 99.9 per cent and specificity (ability to identify a negative result) of 9.9 per cent.

Nucleic Acid Amplification Testing (NAAT) - A highly-sensitive method of testing blood that is used to detect the genetic material of viruses
such as HIV. If there is a weak signal on enzyme immunoassay testing and the Western test, NAAT is typically performed. A negative test result
can rule out HIV infection. If viral RNA is detected, then the result is suggestive of acute HIV infection. NAAT tests can be done on individual
specimens or using pooling methods.
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Antiretroviral therapy (ART) is treatment
for people infected with HIV that uses anti-
HIV drugs. ART has the potential both to
reduce morbidity and mortality rates among
HIV-positive people, and to improve their
quality of life.”” Once initiated, ART should
be continued regularly and indefinitely, as
intermittent treatment has been associated
with risk of HIV-related and non-HIV-
related complications.”® Highly active
antiretroviral therapy (HAART) consists
of a combination of at least three anti-

HIV drugs, and is the standard treatment.
HAART does not kill the virus and does not
completely stop the replication of the virus
in the bloodstream; however, it does suppress
HIV replication, and the combination of
drugs reduces the likelihood of the virus
developing resistance. Small amounts of the
virus continue to live despite drug therapy.“
From 1996 to 2012, the estimated overall
HIV prevalence in BC increased from 7,900
to almost 12,000 cases, and the number of
individuals actively undergoing HAART
increased from 837 to 6,772.7%

In the past, anti-HIV drug treatment was
typically started once a person with HIV
had reached a specific CD4+ T-cell count
(for example, when the count was less than
350 cells/pL). Now, beginning treatment
with HAART right away is recommended
for almost all people newly diagnosed

with HIV, regardless of CD4 count or
stage of infection. Earlier treatment has
been shown to be of long-term clinical
benefit to people diagnosed with HIV, and
the related suppression of their viral load
can contribute to reduced risk of HIV
transmission to others.” Aiming to increase
the uptake of HAART in order to reduce
viral load and prevent HIV transmission is
referred to as “treatment as prevention” and
will be discussed further in Chapter 4.

HAART has revolutionized HIV treatment,
and for most patients in high-income
countries, the development of HAART

16 Provincial Health Officers Annual Report

shifted the prognosis of HIV from almost
certain fatality to a chronic, manageable
illness.®® In BC, between 1996 and 2012,
expanded use of HAART was associated
with a sustained and profound population-
level decrease in HIV-related morbidity
and mortality, and HIV transmission.”
Research also shows that there is long-
term effectiveness and sustainability of
HIV treatment as a method of HIV
prevention within an adequately resourced
environment with no financial barriers to
diagnosis or treatment.”

Summary

HIV weakens the immune system, making
an HIV-positive person unable to fight off
usually harmless infections and cancers.
Transmission of HIV is not easy but occurs
through sex, sharing of needles or drug
paraphernalia, and other routes. Risk of
HIV acquisition is complex, and varies by
method of contact, HIV viral load, presence
of other STTs, and other variables. Receptive
anal sex has the highest estimated risk of
acquisition compared to other types of sex
and sharing of drug paraphernalia. HIV
viral load and CD4+ T-cell counts vary
according to which stage the virus is in
(acute, latent, or advanced). The acute and
advanced stages of disease have the highest
HIV viral load level, while the latent stage
has the lowest. Through advancements

in testing and diagnosis it is estimated
that after contracting the infection, over
95 per cent of people will test positive

by four to six weeks, and over 99 per cent
will test positive by three months. Once
HIV is contracted, treatment with
HAART can suppress HIV replication and
reduce a person’s viral load to an almost
undetectable level, and can allow a near
normal life expectancy. The next chapter
examines trends in HIV among gay and
bisexual men in BC, including trends in
new diagnoses.
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HIV Trends in Gay and
Bisexual Men in BC

In addition to key advances in the diagnosis
and treatment of Human Immunodeficiency
Virus (HIV), other variables contribute

to understanding the course of the HIV
epidemic among gay and bisexual men in
BC. This chapter identifies and explores
several key variables and trends in the
epidemic, including new HIV diagnoses

by health authority area, age, birth cohort,
ethnicity, and stage of infection. It draws
primarily on provincial surveillance data to
review new HIV diagnoses among gay and
bisexual men in BC from 2004 to 2012.
New diagnoses have been analyzed by
variable in this chapter; for a comprehensive
compilation of these variables, see Appendix C.

Data on new HIV diagnoses is the
foundation of HIV surveillance in BC.
When an individual tests positive for

HIV, that information must be reported

to the BC Centre for Disease Control
(BCCDC), providing the most complete
epidemiological description of recent cases
among gay and bisexual men. However,
measuring new diagnoses is not the same
as measuring incidence (new infections),
because a diagnosis can be made years after
HIV is contracted and because counts of
new diagnoses are influenced by testing
behaviours and related variations in testing
services and uptake across regions.

Incidence of HIV among Gay and
Bisexual Men

As discussed in Chapter 1, there are
currently no reliable estimates of the
number or proportion of gay and bisexual
men in BC, nor how the size of the
population may be changing over time.
However, it is likely to resemble estimates in
the United States, where 4 per cent of men

HIV, Stigma and Society: Tackling a Complex Epidemic and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia
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Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not
included, and due to delays between infection and testing/diagnosis. Gay and bisexual men are those men who were assigned to the exposure
group of gay, bisexual, and other men who have sex with men. For more information about this data source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by the BC Office of the Provincial Health Officer, and
the Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

reported having male sex partners in the past
five years and 7 per cent reported this in their
lifetime.'® This suggests they are highly over-
represented in BC’s HIV epidemic in which
they comprise the greatest proportion of
HIV incidence and prevalence (57 per cent
and 45 per cent, respectively) (see Figure 1.3).
Figure 3.1 illustrates that the total number

of new diagnoses in BC each year declined
between 2004 and 2012, but this decline was
not seen among gay and bisexual men. Over
time, gay and bisexual men are making up
an even greater proportion of new HIV cases

in BC.

New HIV Diagnoses by Health
Authority

There are noticeable differences in the number
of new HIV diagnoses among gay and
bisexual men across the five regional health
authorities in BC. Consistent with the overall
provincial trend depicted in Figure 3.1, Figure
3.2 shows that despite yearly fluctuations,
there have been no substantial decreases in
new diagnoses among gay and bisexual men
over the past nine years within each health

authority. The largest reduction during this
time is seen in Fraser Health Authority, with

a reduction from 43 cases to 22 cases. The
expansion of HIV testing and follow-up
since 2010 in the Vancouver Coastal Health
Authority may have influenced the trends in
new HIV diagnoses among gay and bisexual
men in this health authority in more recent years.

Figure 3.2 also highlights some key
differences between the regional health
authorities. The majority of new HIV
diagnoses among gay and bisexual men
have consistently been in Vancouver Coastal
Health Authority. Fraser Health Authority
is a distant second in the number of new
diagnoses, while Northern and Interior
Health Authorities have the lowest number
of new diagnoses in gay and bisexual men in
nearly every year from 2004 to 2012.

There are also differences in the proportion of
new HIV diagnoses among gay and bisexual
men within the regional health authorities.
Table 3.1 shows that the proportion of

new diagnoses among gay and bisexual

men ranges from 65 per cent in Vancouver
Coastal Health Authority to 7 per cent in
Northern Health Authority.
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New HIV Diagnoses in Gay and Bisexual Men,

by Health Authority, BC, 2004 to 2012
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<j&Northern 4 1 3 0 2 1 1 3 0
Total 187 180 159 171 181 152 152 169 148
Year

Notes: Figure does not include cases where health authority could not be assigned. The number of new HIV diagnoses does not reflect the actual number of
new HIV infections (HIV incidence), as untested individuals are not included, and due to delays between infection and testing/diagnosis. Gay and bisexual
men are those men who were assigned to the exposure group of gay, bisexual, and other men who have sex with men. For more information about this data
source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services,
BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance,
Engagement and Operations Branch; BC Ministry of Health, March 2014.

Distribution of New HIV Diagnoses,
by Health Authority, BC, 2004-2012

. Total New New HIV Diagnoses in Gay and Bisexual Men
Health Authority HIV Diaanoses
9 Number Per cent

Interior

. 152 49 32%
(Population: 713,307)
Fraser

. 677 250 37%
(Population: 1,546,633)
Vancouver Coastal

- 1,659 1,071 65%
(Population: 1,101,982)
Vancouver Island

. 378 114 30%
(Population: 738,252)
Northern

. 214 15 7%
(Population: 286,263)
BC

. 3,103 1,507 49%

(Total Population: 4,386,437) ! !
Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not included,
and due to delays between infection and testing/diagnosis. If known, regions assigned based on health authority of residence; otherwise, where clients
were tested. These data were extracted in June 2013 but are subject to change over time. For more information about this data source, see Appendix B.
Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services,
BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance,
Engagement and Operations Branch; BC Ministry of Health, March 2014.
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New HIV Diagnoses by Age Group New HIV Diagnoses by Birth
Cohort

Among gay and bisexual men newly

diagnosed with HIV each year in BC, Examining HIV diagnosis trends revealed
distribution across age groups is relatively a relatively steady distribution of new HIV
stable over time. As Figure 3.3 shows, diagnoses over time based on age (in the
gay and bisexual men age 30 to 44 years previous discussion). However, analyses
consistently had the highest proportion of based on gay and bisexual men’s year of

new diagnoses among gay and bisexual men  birth reveals changes over time. As shown
from 2004 to 2012. Further analyses of these  in Figure 3.4, new diagnoses have been
data reveal that from 2004 to 2012 overall, decreasing among men born before 1980,
the median age at diagnosis was 38 years old.  particularly for those born 1960-1979.

Percentage of New HIV Diagnoses in Gay and Bisexual Men,
by Age Group, BC, 2004 to 2012
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45+ years 26.6 304 225 23.1 254 255 294 282 336
W 30-44 years 52.1 55.2 53.1 526 459 45.1 43.1 494 39.6
M <30 years 213 14.4 244 243 287 294 275 224 26.8
Year

Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not included,
and due to delays between infection and testing/diagnosis. Gay and bisexual men are those men who were assigned to the exposure group of gay, bisexual,
and other men who have sex with men. Age groups are assigned based on the date of birth on the case report form completed by the diagnosing health
care provider or a public health nurse as part of follow-up at the time of diagnosis. For more information about this data source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention
Services, BC Centre for Disease Control, April 2014. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health
Surveillance, Engagement and Operations Branch; BC Ministry of Health, April 2014.
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New HIV Diagnoses in Gay and Bisexual Men,

by Birth Cohort, BC, 2004 to 2012
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Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not
included, and due to delays between infection and testing/diagnosis. Gay and bisexual men are those men who were assigned to the exposure group of
gay, bisexual, and other men who have sex with men. For more information about this data source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention
Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health
Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

This trend is likely influenced by changes
in social and health contexts that have
occurred over the last 30 years, such as the
important developments in HIV education,
awareness, diagnosis, and treatment.
Conversely, there has been a steady increase
in diagnoses among gay and bisexual men
born 1980-1999. This increase likely
reflects an “aging in” to the HIV epidemic,

as younger gay and bisexual men become
sexually active and face potential exposure
to HIV. These trends by birth cohort mirror
findings of other research, which estimate
that unless the incidence of HIV decreases,
the current generation of younger gay and
bisexual men may have a similar HIV
prevalence to earlier birth cohorts once they
are in their 40s.!
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Table 3.2 presents the distribution of newly
diagnosed gay and bisexual men according
to birth cohort among the five BC regional
health authorities for the period from 2004
to 2012. The cohort born from 1960 to
1979 is the largest group of newly diagnosed
gay and bisexual men across all regional
health authorities, ranging from 56 per cent
in Fraser Health to 73 per cent in Northern
Health. There is more variation in the
proportion of newly diagnosed gay and
bisexual men from earlier and later cohorts
between the regional health authorities:
Interior and Northern Health Authorities
had more diagnoses among older men
(those born before 1960) than among those
born 1980 or later, while Fraser, Vancouver
Coastal, and Vancouver Island Health
Authorities” had more new diagnoses among
younger gay and bisexual men (those born
1980 and later).

)

Photo credit: Health Initiative for Men, Yancouver

Distribution of New HIV Diagnoses in Gay and Bisexual Men,
by Health Authority and Birth Cohort, BC, 2004-2012

New Diagnoses in Gay Percentage of Diagnoses in Gay and
Health Authority TotalNewHIV  and Bisexual Men Bisexual Men by Birth Cohort

Diagnoses

Number Per cent 1920-1959  1960-1979  1980-1999
Interior 152 49 32% 29% 57% 14%
Fraser 677 250 37% 21% 56% 24%
Vancouver Coastal 1,659 1,071 65% 17% 61% 22%
Vancouver Island 378 114 30% 20% 57% 24%
Northern 214 15 7% 20% 73% 7%
BC 3,103 1,507 49% 18% 60% 22%
Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not
included, and due to delays between infection and testing/diagnosis. If known, regions assigned based on health authority of residence; otherwise, where
clients were tested. Use caution when interpreting age-related sub-groups in some regions due to small sample size. These data were extracted in June
2013 but are subject to change over time. For more information about this data source, see Appendix B.
Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services,
BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance,
Engagement and Operations Branch; BC Ministry of Health, March 2014.

¢ During the development of this report, Vancouver Island Health Authority became Island Health. As such, while this report uses
the former name of the health authority throughout for consistency, advisory group representatives are identified by their current
Island Health affiliation in the Acknowledgments.
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New HIV Diagnoses by Ethnicity

Evidence suggests that rates of new HIV
diagnoses among gay and bisexual men
vary based on ethnicity in BC. There also
appears to be some gradual changes in the
distribution of these new diagnoses over

the last decade. As Figure 3.5 shows, the
proportion of newly diagnosed gay and
bisexual men who self-identify as Caucasian
varied over time from a high of 81.9 per cent
in 2004 to a low of 58.2 per cent in 2009.
Despite this variation and the overall
downward trend, these Caucasian men
consistently made up the majority of new
diagnoses among gay and bisexual men from
2004 to 2012, averaging 70.5 per cent of
the new diagnoses during this time. Asian
men have increased in proportion of new
diagnoses among gay and bisexual men
from 2006 to 2012, and accounted for the
second largest group of new diagnoses new
diagnoses on average from 2004 to 2012,
(10.6 per cent). Men who self-identified

as Latino (7.0 per cent) or Aboriginal

(4.6 per cent) represented the third and
fourth largest groups of new diagnoses
among gay and bisexual men during this

Percentage of New HIV Diagnoses among Gay and Bisexual Men,

by Self-ldentified Ethnicity, BC, 2004 to 2012
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2004 2005 2006 2007 2008 2009 2010 2011 2012 (2004-2012)
W Caucasian 81.9 76.2 794 76.9 62.4 58.2 74.5 60.9 63.8 70.5
M Asian 53 7.7 56 64 1.6 124 13.1 154 18.1 10.6
= Latino 57 66 6.9 75 1.0 1.8 52 59 47 7.0
= Aboriginal 32 39 6.9 23 55 8.5 2.0 5.9 34 4.6
m Unknown 16 1.1 0.0 17 28 B8] 13 G2 34 A3
m Other 2.1 0.0 0.6 17 BE] 26 2.6 12 2.7 1.9
H South Asian 11 33 0.0 23 22 0.7 13 24 2.7 1.8
m Black 11 1.1 0.6 12 1.1 26 0.0 3.0 il 13
Year

Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not
included, and due to delays between infection and testing/diagnosis. Gay and bisexual men are those men who were assigned to the exposure group of
gay, bisexual, and other men who have sex with men. Ethnicity data are based on self-identification. For more information about this data source, see
Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention
Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health
Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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time period; however, there is considerable
variation year to year among these two
groups as well as other self-identified
ethnocultural minority groups shown here.

Proportions of new HIV diagnoses among
gay and bisexual men varied for Aboriginal
and self-identified ethnocultural minorities
across regional health authorities for 2004
to 2012 (see Table 3.3). As this table shows,
a greater proportion of newly diagnosed
gay and bisexual men in Northern Health
Authority identify as Aboriginal, although
this percentage is based on a small number
of cases from 2004 to 2012. In contrast,
while Vancouver Coastal has the largest
total number of HIV diagnoses among gay
and bisexual Aboriginal men (43 cases) this
represents only 4 per cent of new diagnoses
among gay and bisexual men in the region.

Further analyses of these data indicate that
there are some differences by ethnicity
between birth cohorts over time, with a

greater proportion of HIV-positive diagnoses
occurring among younger non-Caucasian
men. These analyses revealed that for 2004
to 2012, 44 per cent of these new diagnoses
were among men born in 1980 or later,
compared to 28 per cent among men born
1960-1979 and 13 per cent among men
born before 1960.

New HIV Diagnoses by Stage of
Infection at Diagnosis

The proportion of gay and bisexual men
identified as HIV positive in the acute
stage of HIV infection has increased

from 6 per cent in 2006 to 19 per cent in
2012.9 As described in Chapter 2, this is
the period early in infection when HIV
viral load and risk of transmission are
highest. This observed increase is likely

to have resulted at least in part from the
targeted implementation of pooled nucleic

Distribution of New HIV Diagnoses in Gay and Bisexual Men, by
Health Authority and Self-ldentified Ethnicity, BC, 2004-2012

Diagnoses

in Gay and Self-ldentified Self-ldentified as Other
Health Authority Bisexual as Aboriginal Ethnocultural Minority

Men
Number Number Per cent Number Per cent

Interior 49 5 10% 4 8%
Fraser 250 12 5% 56 22%
Vancouver Coastal 1,071 43 4% 263 25%
Vancouver Island 114 2 2% 9 8%
Northern 15 7 47% 2 13%
BC 1,507 69 5% 338 22%

Engagement and Operations Branch; BC Ministry of Health, March 2014.

Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not included,
and due to delays between infection and testing/diagnosis. Ethnicity and Aboriginal data based on self-identification. If known, regions assigned based

on health authority of residence; otherwise, where clients were tested. Use caution when interpreting ethnicity-related sub-groups in some regions due to
small sample size. These data were extracted in June 2013 but are subject to change over time. For more information about this data source, see Appendix B.
Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services,
BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance,
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Distribution of New HIV Diagnoses in Gay and Bisexual Men, by
Health Authority and Stage of Infection, BC, 2004-2012

Gay and Bisexual Men

ST, Percentage
Health Authority Di:;’:oas:“ New Diagnoses vI:::IhDAI;i:::ec::
Diagnosis
Number Number Per cent Per cent
Interior 152 49 32% 35%
Fraser 677 250 37% 14%
Vancouver Coastal 1,659 1,071 65% 7%
Vancouver Island 378 114 30% 11%
Northern 214 15 7% 33%
BC 3,103 1,507 49% 10%

Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not included,
and due to delays between infection and testing/diagnosis. Advanced HIV disease at diagnosis is defined as having an AIDS diagnosis and case report
within 12 months of the date of first positive HIV test. If known, regions assigned based on health authority of residence; otherwise, where clients were
tested. These data were extracted in June 2013 but are subject to change over time. For more information about this data source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services,
BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance,

Engagement and Operations Branch; BC Ministry of Health, March 2014.

acid amplification testing (NAAT), which
increases the ability to detect acute HIV,
and has been used at clinics serving gay and
bisexual men in Vancouver since 2009.

Despite these improvements, a substantial
proportion of gay and bisexual men
continue to be diagnosed at the advanced
stage of HIV infection (defined as having
an AIDS-defining illness within a year

after diagnosis).** Being diagnosed at this
stage can lead to poorer health outcomes,
and indicates a prolonged period of being
unaware that one is infected with HIV,

as well as potentially transmitting HIV

to partners. Between 2004 and 2012, an
average of 10 per cent of newly diagnosed
gay and bisexual men in BC had advanced
HIV disease at diagnosis. As shown in
Table 3.4, this proportion was lowest in
Vancouver Coastal (7 per cent), and highest
in Interior and Northern Health Authorities
(35 per cent and 33 per cent, respectively).

Summary

HIV incidence among gay and bisexual men
in BC peaked in 1987, and overall, has
decreased since that time. As this chapter has
demonstrated, there are differences in new
HIV diagnoses among gay and bisexual men
in BC based on health authority, age, birth
cohort, ethnicity, and stage of infection.
There was minimal change in the number of
new HIV diagnoses among gay and bisexual
men within each health authority from 2004
to 2012, but noticeable variation between
regional health authorities; Vancouver
Coastal had the highest number of new
diagnoses while Northern and Interior

had the lowest. When analyzed by age, the
proportion of new diagnoses each year was
consistently highest in gay and bisexual men
aged 30 to 49. The number of new diagnoses
from 2004 to 2012 by birth cohort indicate
that there were decreases among men born
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1920-1959 and 1960-1979 and increases
among those born 1980-1999, but overall,
the 1960-1979 birth cohort consistently
had the highest counts across all regional
health authorities. Caucasian men made

up the majority of new HIV diagnoses
among gay and bisexual men, while

Asian men accounted for the largest (and
growing) proportion of diagnoses among
ethnocultural minority groups from 2004

to 2012. Northern Health had the largest
proportion of new diagnoses among gay and
bisexual men who self-identify as Aboriginal,

while Vancouver Coastal had the largest
proportion among those who self-identified
as other ethnocultural minorities. Despite
an increased proportion of gay and bisexual
men being diagnosed with HIV in the acute
stage, a substantial proportion continues to
be diagnosed at an advanced stage of HIV
infection, particularly in the Interior and
Northern Health Authorities. (For the full
table examining these variables by health
authority, see Appendix C.) The next chapter
explores drivers of the HIV epidemic among
gay and bisexual men in BC.



Chapter 4

Drivers of the HIV Epidemic
among Gay and Bisexual Men

This chapter further explores the concept of
“drivers” and their influence on the Human
Immunodeficiency Virus (HIV) epidemic
among gay and bisexual men, and examines
a series of key drivers of the epidemic.

4 h

Data and Terminology

Data sources used in this chapter may use the
terms “gay and bisexual men” or“men who have
sex with men (MSM);” however, this report uses
the term “gay and bisexual men”in all figures and
related discussions for consistency and clarity (see
Chapter 1 for more information on terminology).
More details about the populations sampled

or surveyed, predetermined epidemiological
categories, and self-identification via surveys

are included in the notes of each figure, and in
Appendix B.

. J

HIV, Stigma and Society: Tackling a Complex Epidemic and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia

Exploring Drivers and their
Levels of Influence

Variables that impact the HIV epidemic can
be classified or categorized in several ways.
In accordance with the conceptual approach
described in Chapter 1, these variables are
explored in this report as drivers, and are
examined with consideration of several levels
or spheres of influence. However, these

are not meant to be discrete or mutually
exclusive categories, but rather, overlapping
and intersecting layers of influence. The
challenge with current approaches to sexual
health and related HIV prevention strategies
is that they are simplistic and reductionist,
assuming that decisions about sex are made
based solely on knowledge about HIV
transmission and weighing of potential
risks; thus, they fail to recognize the
intrinsically human feelings and desires that
propel human sexuality.’** In fact, general
knowledge about sexual risks for infection
appears high for gay and bisexual men of all
ages.® Therefore, one benefit of examining
HIV infection by exploring drivers and
considering the multiple levels at which
they operate, is the potential for a more
comprehensive investigation of the complex
factors simultaneously influencing HIV
transmission. This in turn enables a more
robust foundation for prevention strategies.
This examination was informed by a review
of the published and grey literature. The
drivers examined in this report have been
described and examined with consideration
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of three main levels of influence: societal and
structural, community and relationships, and
behavioural and biological.

Drivers at the most removed level include
societal and structural factors that work
broadly within society or its institutions to
impact HIV transmission. They influence
drivers at the community and relationships
level, and behavioural and biological

level. Examples include experiences of
marginalization and stigma, access to
appropriate health care, and racism.

Drivers at the intermediate level include
community and relationship factors, which
work within and across communities

and social networks to influence HIV
transmission. They exist within the context
of societal and structural level drivers and
underlie behavioural and biological level
drivers. Examples include mental health,
HIV prevalence in gay communities, and
composition of sexual networks.

Drivers with the most immediate or
proximal relationship to the HIV epidemic
are behavioural and biological drivers,

which most directly affect the rate of

HIV transmission and infection within a
population, based on communicable disease
theory regarding the spread of infectious
disease epidemics.* These drivers affect
whether HIV transmission ultimately

Provincial Health Officer’s Annual Report

occurs between two people. This includes
factors that affect the chance of having

a sexual partner who is HIV positive

and whether HIV is transmitted during

a particular sexual encounter. Examples
include individual HIV viral load, presence
of sexually transmitted infections (STTs), and
sexual behaviour (e.g., condom use).

At all of the levels of influence, drivers can
have many different implications: they can
be highly deterministic or more indirectly
influential; they may act to either increase
or decrease HIV transmission; they may
influence one individual substantially but
have little or no effect on another; and
their impacts can be cumulative and/or
multiplicative.” Additionally, some drivers
are potentially modifiable, while others are
not. For an individual, these drivers are
not necessarily static over time and their
influence may change at different life stages.
In some cases, a driver may be a single
variable, while in others a driver may be a
cluster or group of variables that together
impact the HIV epidemic.

Singling out specific drivers of the epidemic
in this way does not fully explain the
disparities related to HIV among gay and
bisexual men in BC. For an individual gay
or bisexual man, it is the combined influence
and intersection of these multiple drivers that
influences the likelihood of HIV infection.*
There are important relationships between
drivers across all three levels; for example,
HIV-based stigma within gay communities
at an intermediate level is linked to stigma
related to HIV within society at the
broadest level.

The remainder of this chapter will focus on
an examination of these drivers, including:
stigma; HIV prevalence; sexual behaviours;
sexual networks; the effect of HIV treatment,
HIV viral load, and acute HIV infection;
testing and awareness of HIV status

and other STTs; appropriate health care;
marginalization and mental health; migration
and immigration; racism; and broader
systemic challenges.
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“There is no evidence to suggest that criminalization of non-disclosure
of HIV status has had an impact on HIV transmission rates. Many have

argued criminalization is problematic, undermines public health efforts,
and exacerbates stigma. It is also thought to be causing some gay and
bisexual men to delay getting tested.”

Stigma

Stigma is a powerful factor that infuses social
and cultural experiences and contexts, as well
as having more direct or immediate results. It
can affect the broader population of gay and
bisexual men who may experience stigma

as a result of sexual orientation, as well as
HIV-positive men who may experience
stigma as a result of their HIV status. In
part, this stigma among gay and bisexual
men is a reflection of broader societal
attitudes towards people with HIV. In a
recent national survey, only 48 per cent of
Canadians agreed that people with HIV have
the right to be sexually active. Additionally,
11 per cent of those surveyed felt that people
who become infected with HIV have only
themselves to blame.® In the same survey,

74 per cent of Canadians considered it
appropriate to prosecute someone who
knowingly did not divulge his or her status
to a sexual partner.®

Since the HIV epidemic began in Canada,
there have been calls to use criminal law as

a means of curbing HIV transmission. This
led to a significant ruling in 1998 by the
Supreme Court of Canada (R. v. Cuerrier)
that a person who did not disclose their HIV
status and whose partner was at “significant
risk” of HIV transmission could be found
guilty of aggravated assault.®’” Since that
ruling, from 1989 to 2009, there have been
an increasing number of criminal cases
involving charges related to non-disclosure
of HIV status in Canada, and 18 per cent

of these criminal cases involved gay and
bisexual men.®® The repercussions of these
criminal cases of HIV non-disclosure are
profound, as they are typically accompanied
by sensational media accounts that reflect

or appeal to fears, misinformation, and
prejudices about HIV and people living with
HIV.® There is no evidence to suggest that
criminalization of HIV non-disclosure has
had an impact on HIV transmission rates. In
fact, many community leaders, researchers,

“[I'have] new fears | never had before. Fear of, will | ever be able to have a relationship with someone again?
Fear of dating somebody and advising them of your status and then being rejected. Fear of, will | be sick? Will |
lose work because of this? [.....]1just don’t want to end up being alone or lonely because [of my HIV status]. ”

535 years old, HIV positive
On living with HIV and uncertainty regarding its impact on his life
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Experiencing Marginalization, by Birth Cohort, BC, 2011

Percentage of Gay and Bisexual Men
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Notes: N=1,805. Marginalization is reported as experienced at any point during the lifetime. Birth cohorts calculated based on reported age at time of
survey and/or reported year of birth. Suicidality includes reporting feeling troubled about, thinking about, or attempting suicide. For more information
about this data source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2011 survey data. Prepared by Epidemiology and Surveillance, Clinical
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Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the
Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

and policy-makers have argued that criminal
approaches to disease control are problematic
as they undermine public health efforts and
can worsen stigma related to HIV.”® For
example, the criminalization of HIV non-
disclosure’ is thought to be causing some
gay and bisexual men to delay getting tested
in order to avoid the obligation to disclose
HIV status, and/or to avoid being at risk of
prosecution.”

Experiences of stigma, prejudice, and
discrimination on the basis of sexual
orientation can have profound consequences
on gay and bisexual men’s health,

including rates of violence and suicide. As

Figure 4.1 shows, gay and bisexual men

of all birth cohorts, and those born in

1980 or later in particular, reported high
rates of marginalization experiences in the
2011 Sex Now survey. Almost two-thirds
(64.8 per cent) of gay and bisexual men born
1980 and later reported experiencing verbal
harassment, compared to 51.5 per cent of
those born 1960-1979 and 43.6 per cent

of those born before 1960. Percentages are
also high for suicidality, with 58.5 per cent
of gay and bisexual men born 1980 and later
stating that they felt troubled about, thought
about, or attempted suicide, compared to
54.7 per cent of those born 1960-1979 and
45.0 per cent of those born before 1960.

I had many friends here who died. And | was aware of how the community was changing ... When

you're my age, it doesn’t matter how intimate the moment. There is a constant bell going off, you know?
Sometimes | even see the faces of my friends who died. And it’s, you know, it’s pretty startling when you're
in the heat of the moment [and] suddenly you have a vision of one of your best friends.

63 years old, HIV negative
Reflecting on experiences with HIV-positive friends and lovers over his lifetime

Provincial Health Officer’s Annual Report



The Impact of HIV Prevalence

The prevalence of HIV is a fundamental
driver of the epidemic among gay and
bisexual men. It impacts the epidemic
through its accumulated presence in the
community biologically, socially, and/or
mentally. As explored in Chapter 1, the
ManCount survey of gay and bisexual men
in Vancouver in 2008 found that 21 per cent
of those surveyed were HIV positive.”” As
shown in Figure 4.2, the 2011 Sex Now
survey results showed that the proportion of
gay and bisexual men reporting HIV-positive
status varied in different geographical areas
of BC, ranging from a high of 25.9 per cent
in Vancouver West End to a low of

2.8 per cent in Northern BC. Overall,

13.2 per cent of those surveyed reported
being HIV positive.

Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

HIV diagnoses can accumulate within a gay
or bisexual man’s social and sexual networks
over his lifespan so that as he ages it becomes
more common to have HIV-positive friends
or acquaintances; for example, in Vancouver
in 2008, one out of every three gay and
bisexual men 45 years and older was HIV
positive).”? Older generations of gay and
bisexual men are the survivors of the
pre-treatment era, while younger generations
of men have never known a world where the
risk of HIV has not been associated with sex.
This personal connection to HIV, combined
with the historical legacy of HIV among gay
communities, has had a profound impact on
how gay and bisexual men in BC respond to
the epidemic.

One of the greatest achievements in the
treatment of HIV is the potential for gay
and bisexual men with HIV to have a near-

Percentage of Gay and Bisexual Men who are HIV Positive

(Self-Reported), by Region, BC, 2011
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| find that older men. . .are the only people that are accepting. Anybody my age or younger [are not as
open] because they're too naive about it or they just don't know. And what they don't know scares them.

On the challenges of disclosing HIV-positive status to sexual partners of similar age

26 years old, HIV positive
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normal life expectancy.’® As the population
of HIV-positive men continues to grow

in BC, the net effect of this increasing

HIV prevalence may be towards increased
numbers of HIV infections.” The concept
of “positive prevention” includes enhancing
the capacity of both HIV-negative and
HIV-positive men to prevent new HIV
infections. This concept recognizes the central
role that HIV-positive men have in HIV
prevention among gay and bisexual men, and
is an integral component of HIV prevention
strategies for gay and bisexual men.”

Emotional and sexual relationships
between HIV-positive and HIV-negative
men (serodiscordant partners) are not
uncommon, with 5 per cent of HIV-negative
men reporting having an HIV-positive
partner or boyfriend in BC in 2011.%
However, there remains a strong stigma
associated with HIV infection among gay
and bisexual men, which can lead to delays
in getting tested, or making assumptions
about a partner’s HIV status due to anxiety
or discomfort with discussing it directly.”””®

Sexual Behaviours

The most long-standing and effective strategy
for reducing the risk of HIV transmission is
the use of condoms. High levels of condom
use by gay and bisexual men during the
height of the HIV epidemic contributed to
the drop in new HIV infections in the early
1990s."'” Condom use remains high among
gay and bisexual men in BC, and as shown in
Figure 4.3, the majority of gay and bisexual
men surveyed (75 per cent average across

all age groups) in 2010 reported “always” or
“almost always” using condoms with casual
sex partners. This figure also shows that of
the three birth cohorts analyzed, those born
after 1980 reported the highest rates of
condom use.

Despite high levels of condom use, HIV
prevalence has become entrenched in the
population of gay and bisexual men in BC.
One key reason for this is the inherent risk

involved in the type of sex that gay and
bisexual men have.?* As shown in Chapter 2,
anal sex physiologically carries the highest
risk of HIV transmission—up to 18 times
greater than vaginal sex—and the level

of risk varies according to one’s position
(insertive or receptive) during sex. A recent
study explored this by changing parameters
in a theoretical model of a population of

gay and bisexual men (i.e., changing risk of
transmission via anal sex to that of vaginal
sex, and restricting men to either an insertive
or receptive role). Changing these parameters
resulted in a decrease in incidence of more
than 80 per cent over 5 years in the HIV
epidemic among gay and bisexual men,
confirming the substantial contribution of
these physiological factors.’

Further to the adoption of these biomedical
preventive measures, as knowledge about
HIV transmission has grown, gay and
bisexual men have adopted a variety of risk
reduction or prevention strategies other
than condom use, called “seroadaptive
behaviours”—strategic behaviours based

on knowledge about a partner’s HIV status.
For example, men may negotiate safe-sex
agreements with their main partner (such

as only having sex with condoms outside
their relationship). Another strategy

known as “serosorting” involves having

sex without condoms with someone of the
same HIV status. Another seroadaptive
behaviour is “seropositioning” (or strategic
positioning), in which partners choose
insertive or receptive roles during anal sex
based on HIV status; for example, among
serodiscordant partners there is lower risk
of HIV transmission if the HIV-positive
partner is in a receptive role.”” While these
risk reduction strategies are not as effective
as consistent condom use and are dependent
on assumptions about HIV status, they are
common, and gay and bisexual men who use
them have a demonstrated lower risk of HIV
compared to men who do not.””*

To be effective, prevention interventions
should not be based on the assumption that
decisions made about sex are based solely
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Frequency of Condom Use with Casual Sex Partners

among Gay and Bisexual Men, by Birth Cohort, BC, 2010

60

50

40
-
c
[
v 30
-
[
(-9

20

10 +

J el ol win BN
Never Rarely Sometimes Most of the Time Almost Every Time All the Time

H 1980+ 32 43 57 82 242 544
m 1960-79 3.9 9.9 9.0 8.8 18.8 49.6
H <1960 6.1 7.7 7.1 83 20.2 50.6

Frequency of Condom Use

Notes: N=1,428. Birth cohorts calculated based on reported age at time of survey and/or reported year of birth. For more information about this data

source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2010 survey data. Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population
Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

on knowledge about HIV transmission,

as this fails to recognize the emotions and
desires that drive sexuality.’*** Gay and
bisexual men have been found to have a
high degree of general knowledge about
HIV and sexual risks for infection, as well as
accurate perceptions of their risk of HIV.®
While there is some suggestion that the
perception of the risk of acquiring HIV is
decreasing over time among gay and bisexual
men in BC (from 38 per cent in 2007 to

23 per cent in 2011, according to Sex Now
survey data), men who report having sex

without condoms are also more likely to
perceive themselves to be at higher risk of
HIV transmission.* Increasingly, scholars are
demonstrating the importance of factors that
are critical for understanding the full context
of gay men’s sexual lives and that influence
decisions about condom use (e.g., pleasure,
risk, desire, emotional intimacy, trust, social
norms). Therefore, addressing these factors

is a way to engage gay and bisexual men

in more realistic conversations about HIV
prevention.®!$2838¢ Experiences over the life
course can also have important influences

There [were] no decisions. It just happened. Yeah. | didn't really ask because. . .he always says he’s negative, so | trust him. And on the profile,
he also says he's negative. Not that | think he would lie, but I'm not sure if he does reqularly get tested. But | know he usually, when he does
anal, he only tops. So the risk of him contracting HIV is not, is not null, but it is quite low. So, even if he wasn't testing reqularly, | trusted him
and | took the risk. And | kind of regret it.

29 years old, HIV negative
On the complexity of sexual decision-making and awareness of his partner’s HIV status

HIV, Stigma and Society: Tackling a Complex Epidemic and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia 33



Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

So, we were having unsafe sex together. And that's why | first came to the clinic. [... .] | would say there was an emotional need to have that
closeness. For the first time in three years of being single, | actually had that intimacy with somebody that was very special to me. And he really
wanted that. [. ..] Now, I'm having, only having educated barebacking sex. I'm educated about my partners, we've had a conversation, I'm
educated about his status, he’s educated about mine. We've discussed some boundaries within our sexual relations. And we made an educated
decision to have ‘unsafe sex: [. ..] And I've been told by some of my friends that I'm being irresponsible. | don't get that.

34

43 years old, HIV negative
On his use of risk reduction strategies and the role that desire for intimacy plays in sexual decision-making Y

on sexual behaviour, such as experiences of
coming out, experiences in a relationship,

or the death of a partner.”** Community-
driven interventions are emerging that are
based on a more nuanced understanding

of these factors as well as the risk-reduction
strategies that gay and bisexual men use.
Currently these interventions are largely
confined to research and have not yet gained
more widespread traction within formal

public health approaches.®%

Sexual Networks

The sexual networks of gay and bisexual

men are also key to understanding the HIV
epidemic, as they are often larger and more
densely connected than those of heterosexual
men, with a greater number of both sexual

partners and concurrent or overlapping
relationships.?*® As Figure 4.4 shows, across
four instances of the Sex Now survey (from
2007 to 2011), 23.0 to 36.4 per cent of
respondents reported having sex without
condoms with at least one partner of
unknown HIV status in the previous year,
and 26.8 to 33.6 per cent of men had 10

or more sex partners in the previous year.
These measures do not show a sustained
increase or decrease during this time. Recent
analyses of the molecular epidemiology of
HIV among gay and bisexual men in the
United Kingdom have demonstrated that
transmission occurs through episodic bursts
in large, linked groups, and that HIV spreads
much more quickly among networks of

gay and bisexual men than in heterosexual
networks.?8%% Sexual networks are also
changeable, as over a lifespan men may go

Percentage of Gay and Bisexual Men who Reported Behaviours

Associated with Increased Risk of HIV Infection
in the Past Year, BC, 2007 to 2011
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Well, most of the people which | had sex [with] here in Vancouver moved around the same circle [. . .] obviously the more people you have sex
with, the most unprotected sex with, the more riskier you indeed are. Like, maybe you have sex with one person who barely has sex, orisina
relationship, or, that’s not as risky for the health and diseases. But if you are having unprotected sex with people who are in the same train, in the,
yeah, it's kind of a community[. . .] So having sex with them would be risky.

32 years old, HIV negative
Discussing having sex without condoms within a network of men, some of whom are HIV positive

through periods of higher and lower sexual
activity. The formation of sexual networks
has also changed over the past decade; year
a majority of gay and bisexual men reported
meeting partners on the Internet in the past
year.'”%> Networks are not geographically
confined, as men may travel within BC or
abroad to meet sex partners.

HIV Testing and Awareness of
HIV Status

HIV testing is a cornerstone of HIV
prevention strategies. To be effective, many
risk reduction strategies adopted by gay and
bisexual men require an accurate
understanding of one’s own and one’s
partner’s HIV status.””?>% Individuals with
undiagnosed HIV infection are more likely
to transmit HIV to others,” whereas upon

receipt of an HIV-positive diagnosis, most
people take measures to reduce the risk of
transmission to others.”>® An HIV diagnosis is
also a fundamental first step to accessing HIV
clinical care and treatment, which have both
individual and population health benefits
(e.g., by reducing population viral load).

Nationally, an estimated 20 per cent of HIV-
positive gay and bisexual men were unaware
of their infection in 2011.7 In a 2008 survey
of Vancouver gay and bisexual men that
collected and tested blood specimens for HIV,
14 per cent of HIV-positive men were unaware
of their infection, and over two-thirds of those
men had previously tested for HIV within
the past two years. These data suggest that
most men who are unaware of their infection
are between HIV tests, and that efforts to
increase HIV testing frequency would be
beneficial for earlier diagnosis."

\
Case Stupy: Anonymous HIV Testing Pilot Project - British Columbia \

Anonymous testing links a person to their test result using a numbered code that only they know, with no
identifiable information collected. This pilot is currently underway and being implemented at clinics across BC,
to increase uptake of testing for people who delay testing because of concerns about confidentiality.

BC Centre for Disease Control
\_ Y,

HIV, Stigma and Society: Tackling a Complex Epidemic and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia 35



Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

36

Vidf

As shown in Figures 4.5 and 4.6, the Sex Now
survey results suggest that HIV testing has
become common among gay and bisexual
men in BC. As shown in Figure 4.5, for most
survey years, approximately half of gay and
bisexual men surveyed reported being tested
for HIV in the past year. Past year testing rates
were highest among those born 1960-1979
and lowest among those born before 1960, in
three out of the four survey cycles depicted.
Survey results shown in Figure 4.6 suggest
that HIV testing rates are lower in areas
outside of Vancouver. Further analyses of
these Sex Now survey data indicated that over
80 per cent of survey participants in 2011
have been tested in their lifetime.

Examining stages of infection and testing
patterns of newly diagnosed gay and bisexual
men in BC provides further evidence of

the potential importance of strategies to
increase the uptake and frequency of HIV
testing in this population. Among men
newly diagnosed between 2006 and 2011,
the median time between their last negative
and first positive test was 15 months, and

25 per cent had an interval of three years or
more. Furthermore, 40 per cent of newly
diagnosed gay and bisexual men were not
known to have previously tested for HIV.®”
Within Vancouver Coastal Health Authority
between 2009 and 2011, 13 per cent of newly
diagnosed gay and bisexual men had a low

Percentage of Gay and Bisexual Men who Tested for HIV
in the Past Year, by Birth Cohort, BC, 2007 to 2011
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H 1980+ 52.5 51.9

49.8 55.7

H1960-79 61.3 59.6

48.4 56.3

H <1960 44.7 46.9

50.7 46.9

Year

Notes: The survey does not collect date of HIV diagnosis for those who are HIV positive; therefore, men who self-reported as HIV positive have been
excluded from these percentages. Birth cohorts calculated based on reported age at time of survey and/or reported year of birth. For more information

about this data source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2007, 2008, 2010, and 2011 survey data. Prepared by Epidemiology and
Surveillance, Clinical Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer,
and the Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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Percentage of Gay and Bisexual Men who Tested for HIV

in the Past Year, by Region, BC, 2011

B Municipal Vancouver
M Suburban Vancouver and Fraser Valley
M Vancouver Island, Interior, and Northern BC
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East South East Island
70.0 7.7 62.0 703 48.6 54.9 42.0 35.8 42.5 50.0 45.3 41.8 46.4
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Notes: N=1,805. The survey does not collect date of HIV diagnosis for those who are HIV positive; therefore, men who self-reported as HIV positive have
been excluded from these percentages. Regions and communities were assigned based on self-reported location. For more information about this data
source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2011 survey data. Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population
Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

CD4+ T-cell count at diagnosis, suggesting
an advanced stage of infection. Many people
with advanced HIV at diagnosis—including
gay and bisexual men—are known to
have missed opportunities for HIV testing
at previous encounters with the health 25 yearsold, HIV negative .
system. In Vancouver, 60 per cent of newly On why he tested for HIV with his partner
diagnosed people between 2010 and 2012
with advanced HIV at diagnosis had a
documented laboratory test, emergency visit,
or hospital admission in the previous three testing were the following: perceived self
years or since their last negative HIV test.” to be at low risk of infection (59 per cent),

consistently practicing safe sex (32 per cent),
To further expand HIV testing, it is necessary ~ and procrastination (30 per cent).” A

| personally like unprotected sex after we have been tested and all that, just because
you can have sex more spontaneously, you know, without preparation and that kind of
stuff, you know. And | like that.

to understand and address the barriers to smaller proportion of men (16 per cent)
testing reported by gay and bisexual men.” reported not testing due to fear of negative
According to the ManCount survey of gay consequences of HIV infection, (e.g., not
and bisexual men in Vancouver in 2008, being able to deal with the diagnosis, fear of
the three most common reasons for not repercussions on their career, or impact on

\
Caske STupy: Sexual Health Centres - Vancouver \

The Health Initiative for Men (HIM) operates two sexual health centres for gay men, which offer a range of
services including testing, peer and professional support and counselling, and education. These services are
aligned with HIM’s mission to strengthen gay men’s health, including physical, sexual, social, and mental health.

Health Initiative for Men

L J
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their sex life); and 14 per cent reported not
testing because of difficulty accessing testing
(e.g., not having a doctor, not able to get

an appointment, or not knowing where to
go for testing).'” In 2011, gay and bisexual
men in BC who had not recently been
tested or who had delayed testing for HIV
identified the following barriers: 15 per cent
reported clinic access barriers (e.g., need

for appointment, wait times, hours of
operation);14 per cent reported privacy
concerns (e.g., not wanting the test from
their own doctor, lack of anonymous HIV
testing); and 5 per cent reported distance

to a testing clinic as a barrier. While the
reasons for the disparity in testing across
BC shown in Figure 4.6 are not clear, it
may be related to barriers to testing faced by
gay and bisexual men in some geographical
areas (e.g., access to culturally sensitive HIV
testing services, concerns about privacy or
confidentiality, or stigma related to HIV or
sexual orientation).

Survey findings about barriers to HIV testing
contributed to a recent provincial decision
to pilot a formal system for individuals to

test anonymously (i.e., using only a testing
code).'”! This and other testing models

that aim to reduce barriers for testing
(called “low-barrier” testing models)—such
as outreach testing in gay venues, or in
clinics where identifying information is not
collected—are necessary to facilitate testing
for the small but significant proportion of
gay and bisexual men who delay or avoid
testing due to concerns about privacy.'**

Treatment and HIV Viral Load

As described earlier in this report, for
individuals with HIV, having a high viral
load (a high level of HIV in the blood) is
associated with a greater risk of transmission
of HIV to others.'”® When extrapolated to

a sub-population or community level, the
number of HIV-positive people with high or
detectable viral loads within a community
(population viral load), can cause higher
HIV infection rates, while decreases in

viral loads within a community have been
associated with decreases in HIV incidence
within that population.'®

\
Case Stupy: hiv101 Campaign - Northern British Columbia \

The hiv101 campaign is an award-winning health education campaign and website that aims to increase HIV
testing and early treatment, and uses powerful video testimonials by people living with HIV to help reduce HIV-
related stigma and dispel misinformation about HIV. Visit the website at hiv101.ca.

Northern Health Authority

does not change who you are

HIV is a manageable chronic disease and people with HIV are now

leading longer and healthier lives. Treatment for HIV-positive people
living in British Columbia is publicly funded by BC's Ministry of Health,

There is no cure, but there is treatment

ot neott | g ST, HEQH% melna

Photo credit: Northern Health - hiv101.ca j
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An individual’s viral load will vary by stage of
infection, but can be lowered through anti-
HIV medication—particularly with highly
active antiretroviral therapy (HAART). In
order to decrease HIV incidence, attention

is increasingly being given to strategies that
aim to increase the uptake of HAART, and
to support people to stay in HIV care and on
treatment. This is referred to as “treatment as
prevention,” a strategy developed in BC and
a key component of the current provincial
program Seek and Treat for Optimal
Prevention of HIV/AIDS (STOP
HIV/AIDS; see related side bar).!0410510

Decreases in the viral load in a certain
population through increased treatment

is considered to be one of the reasons for
the decrease in HIV among people who
use injection drugs in BC."'% Evidence
from a randomized controlled trial
testing the use of HAART as prevention
in serodiscordant heterosexual couples
in Africa provides further support for the
effectiveness of this approach.'”” However,
evidence for the impact of treatment as
prevention is not as strong for gay and
bisexual men compared to heterosexual
populations.'® While some jurisdictions
have found an association at a population
level between increasing uptake of HAART,
decreasing population viral load, and
decreasing HIV incidence among gay and
bisexual men, others have not.”410110.111,112

Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

Seek and Treat for Optimal Prevention of HIV/AIDS (STOP HIV/AIDS)

Seek and Treat for optimal Prevention of HIV/AIDS (STOP HIV/AIDS) originated as a pilot project
(2009-2013) in the City of Vancouver and Prince George, aiming to reach and engage people, including
the most vulnerable and marginalized populations, into HIV testing and treatment. This approach was

expanded to all areas of BCin April, 2013.

The STOP HIV/AIDS provincial program is implemented collaboratively by health authority partners,
government, community organizations, and other valuable health care partners. Implementation is
guided by the Ministry of Health’s strategic framework, from Hope to Health: Towards an AIDS-free
Generation,* which includes goals, milestones and targets for enhancing the reach of harm reduction
services and testing for HIV, and for reaching and retaining people in HIV therapy, support and care.

HIV, Stigma and Society: Tackling a Complex Epidemic and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia
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The recognition that treatment of an
HIV-positive person has the potential to
prevent HIV transmission to others has
influenced recent recommendations for
when to start HAART. As discussed in
Chapter 2, treatment is now recommended
upon positive diagnosis, regardless of CD4
count or stage of infection. Figure 4.7
shows that treatment is beginning earlier

in HIV-positive patients, as evidenced by
the increasing trend (since 2007) in median
CD4 count among gay and bisexual men in
BC when they start treatment. This figure
also shows the percentage of men with at
least one plasma viral load result with more
than 1,500 copies/mL. This measure can
be a proxy to determine the overall annual
population viral load among gay and bisexual
men in BC receiving HIV-related care and
treatment. Using this proxy measure, these
data suggest that there has been a steady
and substantial decrease in population

viral load among gay and bisexual men
who are undergoing treatment, particularly
since 2003.

In the early stages of HIV infection,
engagement and retention in HIV-related
care is necessary for treatment with HAART.
According to data provided by Vancouver

Coastal Health Authority, 65 per cent of
newly diagnosed gay and bisexual men in
Vancouver from 2010 to 2012 were linked

to care within 30 days. Additionally, among
gay and bisexual men diagnosed with

HIV since 2003, 63 per cent are currently
prescribed HAART and 74 per cent are
actively engaged in care.'”® However, further
analyses of these data suggest that while
overall engagement in care and suppression
of viral load is high among gay and bisexual
men, engagement is poorer among those who
are younger, as well as those who are Asian,
Latino, or Aboriginal.!!%!1>116

These trends identified among gay and
bisexual men in BC support findings from
other regions that indicate gay and bisexual
men are more likely than some other exposure
groups to be diagnosed and enter care at an
earlier stage of infection, access HAART,

and have better retention in care. 718119120
There is continued room for improvement
among some groups and individual clinical
benefits of treatment remain important.”
However, “treatment as prevention” may
have less impact among gay and bisexual
men compared to other populations. Possible
explanations for this reduced response are the
physiological and network factors described

Population Viral Load: CD4 Count and Plasma Viral Load of HIV-Positive

Gay and Bisexual Men when Starting Treatment, BC, 1996 to 2011
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1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011
= Median CD4 Count 270 | 320 | 290 | 250 | 200 | 170 | 175 | 170 | 180 | 190 | 190 | 215 | 270 | 320 | 310 | 420
Percentage of Patients with at
Least One PVL>1,500 copies/mL 883 | 773 | 588 | 53.7 | 54.2 | 51.7 | 532 | 53.8 | 486 | 41.7 | 34.7 | 306 | 243 | 187 | 160 | 12.8

Year

Notes: PVL= plasma viral load. Gay and bisexual men refers to gay, bisexual, and other men who have sex with men. Percentage of gay and bisexual men
with PVL>1500 copies/mL is a proxy measure to determine overall viral load within the population of gay and bisexual men. For more information about this

data source, see Appendix B.

Source: BC-CfE Laboratory database and BC-CfE Drug Treatment and Clinical Program database, BC Centre for Excellence in HIV/AIDS. Prepared by
Epidemiology and Surveillance, Clinical Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the
Provincial Health Officer, and the Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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earlier in this chapter (e.g., associated risk
of anal sex, more sexual partners, more
concurrent or overlapping relationships).'?"'#2
Moreover, the lifetime risk of transmission
during HAART is not completely
eliminated,'?*'? viral loads may fluctuate, and
increases in levels of sex without condoms or
treatment adherence within the population
could offset the impact of reduced population
viral load.'*

Over the past five years there has been greater
attention given to the relationship between
viral load and risk of HIV transmission.

For example, the “Swiss Statement” was

a consensus statement issued on behalf of
the Swiss Federal Commission for HIV/
AIDS, which stated that HIV-positive people
who take effective antiretroviral therapy,

have an undetectable viral load, and are free
from STTs, are not sexually infectious.'?
Although largely drawn from evidence among
heterosexual couples, this recommendation
may subsequently have resulted in gay and
bisexual men in both stable and casual
partnerships being more likely to have
unprotected sex.'2>1%

Risk-reduction strategies based on
consideration of one’s own or one’s partner’s
HIV viral load do not appear to have much
traction among HIV-negative gay and
bisexual men in BC; however, they are
more commonly employed by HIV-positive

n’** and may become

gay and bisexual me
more common over time. This may be
particularly true as the concept of treatment
as prevention—and conceptualization of
treatment as a way to reduce one’s risk of
transmitting HIV to others—continues to
gain prominence among gay and bisexual
men.'”” In BC in 2010, 82 per cent of gay
and bisexual men were aware that being the
receptive anal sex partner was associated

Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

Oh, it was pretty much if they're undetectable, if they're on HIV meds, and if | play the
toprole, [...]if I don’t put ejaculation in the picture, then I'm pretty safe.

34 years old, HIV positive
Discussing his understanding and use of safe sex practices prior to HIV diagnosis

with a higher risk of contracting HIV,

while 66 per cent were aware that taking
antiretroviral medication reduces viral load,
and 57 per cent were aware that low viral
load reduces the risk of HIV infection.*

As a result of these messages, community
agencies in Canada are focusing educational
efforts to ensure that gay and bisexual men
are fully considering both the advantages and
limitations of using knowledge of HIV viral
load as a risk reduction strategy.**

HIV treatment can also be used by HIV-
negative gay and bisexual men to prevent
becoming infected with HIV. These
complementary biomedical approaches include
some new and emerging treatment-related
technologies that may also assist with reducing
HIV transmission. A recent proof-of-concept
randomized controlled trial demonstrated that
pre-exposure prophylaxis (PrEP) (regular
use of antiretroviral medications prior to a
sexual exposure to prevent infection) can
decrease the risk of HIV infection by as
much as 44 per cent;'*® however, the real-world
effectiveness, uptake, and impact of this on
sexual behaviour among gay and bisexual
men has yet to be fully evaluated.'*’ Rectal
microbicide (antiretroviral rectal gel) is being
developed and studied, and in the future,
could be used during anal intercourse to
prevent HIV infection.”*!3! Post-exposure
prophylaxis (PEP) (taking antiretroviral
medication immediately following potential
sexual exposure to HIV in order to prevent
infection) is also being explored in a pilot
program in Vancouver.'?>!%

Case Stupy: Post-exposure Prophylaxis Pilot Project - Vancouver

The post-exposure prophylaxis (PEP) pilot project in metro Vancouver offers PEP for risky sexual or needle-

sharing encounters, and is accessed by gay and bisexual men.

BC Centre for Excellence in HIV/AIDS

J
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A diagnosis of HIV

typically leads to

changes in behaviours
that reduce the risk of

transmitting HIV.

42

Acute HIV Infection

As explained in Chapter 2, acute HIV
infection is the stage during the first few
months after an individual is first infected
with HIV. Since many newly infected
individuals are unaware of their infection
but viral load is very high, there is a high
risk of transmission to others during this
period. Genetic studies have demonstrated
that up to 50 per cent of new infections in
a region may be acquired from individuals
with acute HIV infection, and this may be
particularly true of populations of gay and

bisexual men.88134135

In BC, gay and bisexual men have
historically been more likely than other
groups to be diagnosed during the acute
stage of HIV infection, perhaps reflecting
more frequent testing, or a greater awareness
of seroconversion symptoms.'*® This is even
more likely with the implementation of
pooled nucleic acid amplification testing
(NAAT) in Vancouver, which increases the
ability to detect acute HIV infection.®>'’

Individuals with acute HIV may not

yet know they are HIV-positive and are
likely part of active sexual networks,'

but receiving a diagnosis of HIV typically
leads to changes in behaviours that reduce
the risk of transmitting HIV to others.”>%
Therefore, increasing the number of
diagnoses in the acute stage of infection may
result in the prevention of HIV infections
and substantial population benefits.
Furthermore, related interventions after
diagnosis, such as partner notification and
counseling, may be beneficial.””” Some have
estimated that being diagnosed during the
acute stage of infection may prevent at least
one additional HIV infection in the year
following diagnosis.'**'*! Overall, these
ﬁndings suggest that targeting acute stage
HIV infections for diagnosis and treatment
could have substantial population benefits in
addressing the HIV epidemic.

Sexually Transmitted Infections

As discussed in Chapter 2, the presence of
other infections such as STIs impacts the
risk of transmission of HIV. While this
relationship is complex, STIs can both
increase the infectiousness of HIV-positive
individuals and increase the susceptibility

of HIV-negative individuals to acquiring
HIV during a transmission event. Many of
these bacterial and viral infections—notably
syphilis, gonorrhea, human papillomavirus
(HPV), and herpes simplex virus type 2
(HSV-2)—have been associated with
increased risk for HIV infection.?*'®® The
higher incidence of STIs among gay and
bisexual men is likely an important driver of
HIV transmission among this population.'#
These infections can make HIV transmission
more efficient, because they cause mucosal
damage that leads to increased susceptibility
for infection among an HIV-negative
individual, as well as increasing the amount
of HIV in semen in an HIV-positive
man.”"'* Treatment of STTs to reduce the
risk of HIV is biologically plausible, but such
treatment does not prevent HIV infection,
and evidence regarding the impact of
bacterial ST treatment on reducing the risk
of HIV infection is limited.'**

According to Sex Now survey data, in 2011,
9 per cent of gay and bisexual men in BC
reported having been diagnosed with an STI
in the past 12 months. This did not vary by
birth cohort but was higher for HIV-positive
men (22 per cent).** As shown in Figure 4.8,
at sexual health clinics operated by the BC
Centre for Disease Control, the percentage
of gay and bisexual men who tested positive
for chlamydia and gonorrhea infection varied
year to year (from 2000 to 2012). Across
these 13 years, percentages ranged from

4.4 to 8.1 per cent for chlamydia, and

from 4.5 to 9.8 per cent for gonorrhea. The
number of syphilis cases were more variable
and appear to be increasing, with over 300
cases identified in 2012. According to a
BCCDC report, gay and bisexual men who
are already HIV positive are over-represented
among syphilis cases, accounting for
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Sexually Transmitted Infections among Gay and Bisexual Men,

BC, 2000 to 2012
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2000 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012
Syphilis Diagnoses 13 21 25 79 139 | 122 | 157 | 174 | 229 | 144 | 115 | 152 | 306
Percentage of Clients who Tested
Positive for Chlamydia 59 [ 56 | 53 | 63 | 48 | 60 | 58 | 52 [ 52 | 64 | 44 | 52 | 81
Percentage of Clients who Tested
Positive for Gonorrhea 71 | 76 | 98 | 61 | 87 | 84 | 57 | 46 | 45 | 58 | 71 | 82 | 69

Year

Notes: Syphilis diagnoses include all provincial case reports of infectious syphilis among gay, bisexual, or other men who have sex with men.
Chlamydia and gonorrhea data represent a sample of provincial cases, and were calculated based on the number of visits among self-identified gay
and bisexual men that included a test for chlamydia or gonorrhea at BC Centre for Disease Control Provincial Sexually Transmitted Infection clinics.
For more information about this data source, see Appendix B.

Source: STI-IS, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services, BC Centre for Disease
Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance, Engagement:
and Operations Branch; BC Ministry of Health, March 2014.

N\
Case Stupy: Multi-pronged Syphilis Campaigns - British Columbia )

In response to the rising number of infectious syphilis cases in 2012, a variety of communication materials
(e.g., posters, social media-based advertising, blog posts, newsletters) were developed. These materials were
intended to increase awareness of the increase in syphilis among gay and bisexual men, HIV-positive men,
community service providers, and clinicians in BC.

WHATS TRENDING IN
rﬁi & L.

#VANCOUVER?

FRENCH BULLDOGS
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R GETTING  cvpHILIS RATES ARE
TESTEDFOR a7 A 30 YEAR HIGH
: : SYPHILIS
Syphilis...making a comeback

GET TESTED TODAY.

Image credit: Vancouver Coastal Health
and partner agencies

Image credit: BC Center for Disease Contro

Image credit: Positive Living Society of BC
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I have an idea of how specific STIs and HIV is transmitted. But | think I'm relying [on] health material that | read
at least five years ago. So, if things have changed, | don’t know.

32 years old, HIV negative
Reflecting on the fact that his sexual health knowledge may be outdated

61 per cent of all cases in gay and bisexual
men since 2003.*2 The concentration of
syphilis among HIV-positive men may be
related to transmission in sexual networks
that include HIV-positive men. There are
limited data regarding infections such as
genital herpes (e.g., HSV-2) or warts

(e.g., HPV) among gay and bisexual men,
but these infections are thought to be
common among this population in BC.'

In addition to the biological link between
presence of STTs and susceptibility to
HIV infection, STIs and HIV infection
also share key root causes, including risk
behaviour such as condomless sex. In fact,
STIs are markers of behavioural risk in gay
and bisexual men and have been found to
be predictive of future HIV infection.”
According to the ManCount survey of gay
and bisexual men in Vancouver in 2008,
testing for STTs is not as common as
HIV testing—approximately one-third
reported being tested for STTs other
than HIV in the past year, while one-
half reported being tested for HIV."
Additionally, many gay men reported
not being vaccinated against important
STIs, including 20-30 per cent reporting
not having received vaccinations
against hepatitis A or B infection (these
vaccinations are provided free of charge

to gay and bisexual men in BC).'" These
data indicate a need to to ensure that

HIV prevention for gay and bisexual men
encompasses broader aspects of overall
sexual health, beyond STT testing and
treatment; for example, promoting positive
sexual health and wellness, appropriate
sexual health education in schools, and
access to appropriate vaccinations.'

Appropriate Health Care

Access to appropriate and culturally sensitive
health care is a fundamental determinant of
health, and is an area where many gay and
bisexual men face challenges.'*® Appropriate
health care for gay and bisexual men requires
that quality health care services are accessible,
that health care providers are knowledgeable
in health issues relevant to gay and bisexual
men, and that communication between

a care provider and patient is safe and
informative. However, some health care
providers are poorly equipped to provide
culturally sensitive, high-quality care and
support, and/or may not be knowledgeable
about health issues common among gay

and bisexual men.”® For example, while

one survey determined that 85 per cent

of gay and bisexual men in BC in 2011

were satisfied or very satisfied with their

\
Case Stupy: AIDS Network Kootenay Outreach and Support Society - Kootenays N

AIDS Network Kootenay Outreach and Support Society (ANKORS) provides a variety of services in safe

environments across the Kootenays for people at risk for or living with HIV/AIDS or Hepatitis C. It aims
to reach those who face barriers to accessing services elsewhere, including barriers related to mental health,
substance use, sexual orientation, and gender identity.

ANKORS, AIDS Network Kootenay Outreach and Support Society

J
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health care, it also found that 14 per cent
of respondents had stopped seeing a health
care provider because of his or her negative
attitude toward their sexual orientation.*

Disclosure of sexual orientation by patients

is more likely to occur when a provider

is perceived as being gay-friendly and
knowledgeable about gay men’s health
issues.'® Evidence also indicates that if health
care providers know that their male clients
are gay, bisexual, and/or have sex with other
men, they are more likely to offer appropriate
preventive health care (including HIV testing
or counseling).”® The most recent round of
the Sex Now survey in BC in 2011 found that
overall, 61 per cent of gay and bisexual men
surveyed had disclosed to their care provider
that they had sex with men (were “out” to their
care provider).””" As shown in Figure 4.9, in
many regions of BC fewer than 50 per cent
of gay and bisexual men had disclosed this
information. The percentages ranged from a
high of 84.8 per cent in Vancouver West
End to a low of 36.6 per cent in North
Fraser and Northern BC, with higher
percentages reported from residents of
municipal Vancouver areas.

Improving engagement and reach of health
care services for gay and bisexual men is a

Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

recommended practice for improving sexual
health and preventing HIV.'®* In a different
survey of gay and bisexual men in Vancouver
in 2008, 79 per cent of participants said that
they had told a health care professional that
they had male sex partners. Among men who
were HIV negative or did not know their
HIV status, being out to their provider was
more likely among participants who had

a higher income and education, who were
English-speaking, who identified as gay, and
who had a greater number of lifetime sexual
partners. Men who had not disclosed were
less likely to report appropriate sexual health
care, including testing for HIV and other

STIs, or vaccination against STIs such as
hepatitis A and B."

Gay and bisexual men who are recent
immigrants or who are not fluent in English
may face additional challenges in receiving
appropriate health care. Recent immigrants
may not be aware of available primary care
services, know how and where to access
them, or know about health care settings that
are sensitive to the needs of gay and bisexual
men. This may especially be the case if these
health care settings and services were not
readily available in their country of origin.'>
These health care access issues are echoed

in data from Vancouver Coastal Health

Percentage of Gay and Bisexual Men who are "Out"

to their Primary Health Care Provider, by Region, BC, 2011
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Notes: N=1,805. "Out" is defined as having told their primary health care provider that they have sex with other men. Regions and communities were
assigned based on self-reported location. For more information about this data source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2011 survey data. Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the
Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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Authority, in which linkage to HIV care
within 30 days of diagnosis from 2003 to
2012 was lower among gay and bisexual men
who identified as Asian (58 per cent), Latino
(42 per cent), and Aboriginal (51 per cent),
compared to gay and bisexual men who
identified as Caucasian (66 per cent).
Further, some ethnocultural minority

gay and bisexual men were less likely to

be actively engaged in care, including

Asian (73 per cent), Latino (56 per cent),
and Aboriginal gay and bisexual men

a 9

(77 per cent), compared to Caucasian gay
and bisexual men (79 per cent).'"* Similarly,
Asian gay and bisexual men in Vancouver in
2008 reported a lower level of HIV testing
compared to non-Asian gay and bisexual men."

Opverall, these findings indicate that access
to appropriate health care for all gay and
bisexual men could be improved in BC,
and that barriers for some groups need to
be addressed, including challenges based on

geographical location and minority status.

CAse STupy: Prism Services - Vancouver

Prism is a clinical, education, information and referral service for the lesbian, gay, bisexual, trans, queer, and
Two-Spirit communities. In addition to providing substance use prevention and referral services, Prism provides
workshops and training for service providers across the health sector.

N

Vancouver Coastal Health

J
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Marginalization, Mental Health,
and HIV Risk

As discussed in Chapter 2, the HIV epidemic
among gay and bisexual men cannot be
understood without acknowledging the
historical and contemporary experiences

of marginalization and discrimination,
rooted in homophobia and stigma on

the basis of sexual orientation. These are
fundamental determinants of the health of
gay and bisexual men.'*?*'> Some gay and
bisexual men recognize their attraction to
other men at an early age (14 or younger)."”
Through the process of “coming out,”

many men come to accept their sexual
orientation and identity, but this is not
always an easy process, and it can result in
experiences of rejection and/or emotional
or physical abuse from family members and
friends.®” Harassment, discrimination, and
violence can be experienced in a variety of
settings—including within families, schools,

Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

workplaces, and religious communities—
and they affect gay and bisexual men of all
ages. As previously shown in Figure 4.1,
lifetime experiences of marginalization and
discrimination among gay and bisexual men
in BC in 2011 were discouragingly common.

A well-studied pathway between these
adverse experiences and HIV infection is
illustrated in Figure 4.10. As this diagram
shows, experiences of marginalization and
discrimination are known to manifest
themselves in a variety of mental health
problems that are common among gay

and bisexual men (e.g., mood disorders,
victimization and sexual abuse, problematic
substance use, and suicide attempts).!¢8 156157
These co-occurring elements compound

and can lead to increased sexual risk-taking
behaviours, which ultimately result in

HIV infection.’*®” As one example of this
pathway, substance use among gay and
bisexual men has been associated with mental
health disorders such as depression,”®"? and

Causal Pathway between Marginalization,

Marginalization & Adversity

® Homophobia, racism, discrimination,
intolerance

e Gay-related violence or unwanted sex

e Abuse or rejection from family or friends

o Stressful life events

Protective Factors

Mental Health, and HIV

Mental Health Problems

® Anxiety

® Depression

® Problematic substance
use (alcohol and other
substances)

Sexual
Risk-Taking
Behaviour

® Social supports such as support from friends, family or partner, other adults, and others’ acceptance

of identity

® Supportive environments, such as in schools or workplaces
® Supports from community or organizations, feeling connected to the gay community, religion or

spirituality
® Social or peer norms

® Personal strengths such as being “out,” self-efficacy, comfort with sexuality, proactive coping,

valuing health
® Knowledge and adoption of safer sex skills

Source: Adapted from Mayer et al. (2012).%
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CAsE STupy: Out in Schools - British Columbia

The Out in Schools education program engages youth through film to promote safe and diverse learning
environments that are free from homophobia, transphobia and bullying. Trained facilitators deliver workshops
to students in schools across BC, and the program also develops curriculum resources and works with educators,
school boards, and Gay-Straight Alliances.

J

the relationship between substance use and
sex without condoms (and by inference, HIV
infection) is well established, particularly

for methamphetamine use and binge

drinking.'®

Recently, BC researchers explored this causal
pathway for Canadian gay and bisexual

men using Sex Now survey data from 2010
among men under age 30. This analysis
demonstrated that greater exposure to
experiences of marginalization was associated
with a greater likelihood of reporting poor
mental health outcomes, which in turn was
associated with increased risk of HIV.'*! This
analysis was repeated using survey responses
of gay and bisexual men in BC in 2011,

and the results are shown in Figures 4.11a
and 4.11b. Figure 4.11a shows that for
those gay and bisexual men surveyed, the

greater the number of lifetime experiences
of marginalization, the more likely they
were to report poor mental health outcomes
(sadness, social isolation, excessive substance
use, depression, or other poor mental health
outcomes). Figure 4.11b then shows that the
greater the number of poor mental health
outcomes gay and bisexual men reported
experiencing, the more likely they were

to engage in sexual risk, which includes
behaviour that puts an individual at risk for
HIV infection.

Despite this causal pathway, there is also
emerging evidence that protective factors can
help to buffer the impacts of marginalization.
Protective factors such as family acceptance,
school connectedness, and social supports

may serve to foster resilience, improve
mental health, and reduce HIV risk. A recent

Percentage of Gay and Bisexual Men who Experience

Poor Mental Health Outcomes,
by Number of Marginalization Experiences, BC, 2011

100
90
80
70
60
50
40
30
20
10

Per cent

Other Poor Mental

Sadness

Social Isolati

[FieE] Health Outcomes
No Marginalization 8.8 20.7 36.4 20.5 54.8
M 1 Marginalization Experience 225 30.7 45.0 39.0 749
m 2 Marginalization Experiences 255 377 51.1 52.0 81.4

m 3 or More Marginalization Experiences 4.5 46.5

60.6 74.1 884

Poor Mental Health Outcomes

Notes: N=1,805. Marginalization experiences include verbal harassment, physical violence, forced sex, career discrimination, and suicidality, and is reported
as experienced at any point during the lifetime. "Depression" is defined as whether depression was discussed with a health care provider. "Other Poor
Mental Health Outcomes” include stress, coming out, sex, unwanted behaviour/compulsions, eating disorders, relationship problems, workplace issues,
alcohol/drug use, family issues, and other mental health issues. For more information about this data source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2011 survey data. Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, October 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the
Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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Percentage of Gay and Bisexual Men who Engage in
Sexual Risk-Taking Behaviour,

by Number of Poor Mental Health Outcomes, BC, 2011

351 32.5%

30 1 28.1%
25.5%

Per cent

0 1 2 3+
Number of Poor Mental Health Outcomes

Notes: N=1,805. Sexual risk defined as unprotected anal sex with at least one partner of unknown HIV status in the past 12 months. Poor mental health
outcomes include sadness, social isolation, excessive substance use, depression, and other. For more information about this data source, see Appendix B.
Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2011 survey data. Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, October 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the
Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.

analysis of responses to the BC Adolescent to physical and sexual abuse, having been in
Health Survey by sexually experienced gay government care, and discrimination on the
and bisexual male youth in 2008 identified basis of sexual orientation.'®

protective factors that reduced the risk of

HIV, including: family caring and support, Having social support is a well-established
inclusive and safe schools, pro-social attitudes  protective factor for good health. As shown
of friends and peers, and meaningful in Figure 4.12, many gay and bisexual
extracurricular activities. However, these men in BC reported not having someone
protective factors were not sufficient to offset  to turn to for social support, particularly
the increased risk associated with exposure those men outside of municipal Vancouver.

Gay and Bisexual Men who Report

Poor Social Support, by Region, BC, 2011

50 e
B Municipal Vancouver

45 I Suburban Vancouver and Fraser Valley

20 - M Vancouver Island, Interior, and Northern BC

35
- 30
3
9 251
3
a 20

15

10

ol W B

0 -

Vancouver e Vancouver Other North [Edrmore North ity Greater ey Northern
Downtown | Burnaby | and Fraser and Fraser oy Vancouver | Interior
West End City Centre | Vancouver Shore Fraser Victoria BC
East South East Island
5.8 7.7 17.1 15.7 22.0 214 28.7 26.8 36.7 23.8 25.8 35.1 394
Region

Notes: N=1,805. Poor social support includes men reporting that they have few to no others they can count on for support right now. Regions and
communities were assigned based on self-reported location. For more information about this data source, see Appendix B.

Source: Community-Based Research Centre for Gay Men's Health, Sex Now 2011 survey data. Prepared by Epidemiology and Surveillance, Clinical
Prevention Services, BC Centre for Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the
Population Health Surveillance, Engagement and Operations Branch; BC Ministry of Health, March 2014.
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The Totally Outright program is a leadership and skill-building program for young gay men that aims to foster
future leaders in gay communities, heighten self-esteem, reinforce resiliency, and equip them to make healthy

decisions.

\
Case Stupy: Totally Outright - Vancouver )

Community-Based Research Centre, Health Initiative for Men

J
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Having social support or a positive sense
of self-identity may be related to having a
strong connection to gay communities.'®
Connection to gay communities has also
been considered important for gay and
bisexual men for HIV prevention, because
this connection means they have access

to relevant education and awareness of
prevention services, including testing.”>**

Despite these benefits of community
attachment, similarly to what has been
identified in high-income countries, the
nature and role of gay communities in BC
have changed since the beginning of the

Photo credit: Health Initiative for Men, Vancouver

HIV epidemic, and there are decreases

in traditional measures of community
attachment (e.g., the proportion of free
time spent with other gay men, membership
in gay organizations). Decreases in these
measures correspond to social and cultural
shifts, including increasing social acceptance
of gay and bisexual men, decreasing
numbers of venues catering specifically to
gay and bisexual men, and increasing use

of the Internet to meet romantic and sexual
partners.”>® However, despite these shifts,
gay men remain a significant and valued
source of support for each other in BC.'®

While the unique mental health needs

of gay and bisexual men have been
identified,*'%¢ the extent to which
culturally sensitive mental health services
for gay and bisexual men exist across BC is
unknown, but is perceived to be low. The
clear relationship between marginalization,
mental health, and HIV risk emphasizes
the importance of mental health
promotion programs and services that aim
to improve mental health among gay and
bisexual men.

Rationally yes, | was aware of the risk [for HIV]. But when I'm under the influence of substances it becomes
not even a secondary concern. It’s all about the substances and engaging in sex. You know, sort of executive-
level functioning just kind of goes out the window. So yes, | was absolutely aware of the risks, but it just

wasn't on my radar at that point.

30years old, HIV positive
On substance use and the sexual encounter he believed led to his HIV infection
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... moved to Vancouver and found some amazing resources at the gay and leshian centre on Bute, and that was just amazing. | found a
counselor. | went to a couple of gay men's discussion groups. | went to some coming-out groups. [. . .] That saved me. Not that | was ever suicidal,
but it just really helped me get my life together, not to hide anymore and to lie and stuff.

47 years old, HIV negative
On the positive impact of appropriate community resources

Migration and Immigration N
g g Case Stupy: Family Acceptance Project - California \

In response to experiences of marginalization
and isolation in remote areas or smaller gay
communities, and in light of the potential
support within larger gay communities,
many gay and bisexual men migrate to urban
areas such as Vancouver. However, migration
can lead to experiences that vary from
feelings of sexual liberation to loneliness

or interpersonal rejection, and as a result
contribute to increased sexual risk. In a 2011
survey of HIV-negative gay men at a testing
clinic in Vancouver, 25 per cent reported K
living outside the Greater Vancouver N
Regional District one year earlier, and

50 per cent reported this within the previous
five years.”

The Family Acceptance Project is a university-based initiative that
works to decrease health and related risks for lesbian, gay, bisexual
and transgender (LGBT) youth. It does so in the context of their
families through research, policy, and interventions such as family
education materials and support programs.

Family Acceptance Project, San Francisco State University

A 2011 project examining the effects of
migration on health among Aboriginal, Two-
Spirited, and other sexual minority people

in BC highlighted the role of mobility in the
lives of gay, bisexual, and Two-Spirited men
who were seeking a home or place where
they felt safe and accepted; this motive for
migration has also been observed elsewhere
in Canada.'”'®® For gay, bisexual, and
Two-Spirited Aboriginal men, the effects

of mobility are often compounded by the
traumatic forced migration due to residential

schooling and foster care or adoption that El:glptﬂ;tl(‘:,[e] il‘:;':rl‘“es’

occurred for many Indigenous people.

. . Helping Families with Lesbian, Gay,
Many survivors of these experiences report Bisexual & Transgender Children

a history of sexual, physical, and emotional I'I—'!: R
abuse, which in turn are known to increase

vulnerabilities to HIV and other adverse
health outcomes.'¢%17°

Image credit: Family Acceptance Project, San Francisco State University
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| came here three years ago, from Spain. And at the beginning, it didn’t look to me [to be] a very friendly city.
And | haven't been much of an outgoing guy ever. And meeting people was difficult to me. So, | started to
hang out in the gay community, to be able to, or to find friends, or, you know, people to hang out with. The
worst thing is that | found drugs and sex instead, not friends.

32 years old, HIV negative
Reflecting on experiences of immigration and social isolation

For gay and bisexual men who immigrate to
BC from other countries, the transition may
pose additional challenges in navigating new
social and sexual cultures and expectations.
There is an added level of adjustment
involved if they are emigrating from an

area where awareness of HIV risk among
gay and bisexual men is low. Immigration
patterns may also contribute to rates of new
HIV diagnoses among gay and bisexual
men, such as the increases in new HIV
diagnoses among ethnocultural minority
groups shown in Figure 3.5. Mandatory
HIV testing through the application process
for immigration to Canada resulted in the
new diagnosis of 41 gay and bisexual men
in BC between 2004 and 2012 (68 per cent
of whom were Latino).””"'”! Since Latino
persons comprise 0.7 per cent of the total
BC population'® but comprise 7 per cent of
all new HIV diagnoses between 2004 and
2012,"7* Latino men are over-represented
among newly diagnosed gay and bisexual
men in BC, and suggests the need to focus
efforts on these sub-populations.

Experiences of Racism

Experiences of racism manifest in various
ways for gay and bisexual men, and can add
another dimension of marginalization to
lived experiences. In recent consultations
and interviews with gay and bisexual

men from ethnocultural minorities in BC
(including East Asian, South Asian, Latino,
and Aboriginal men), many reported
experiencing oppression on multiple

fronts. They reported that they may be

stigmatized within their ethnocultural
communities or families on the basis of
their sexuality, and simultaneously feel
excluded from predominantly Caucasian gay
communities."”® Some men experience racial
stigmatization when meeting new partners,
either in the form of rejection or sexual
objectification on the basis of skin colour.'”?

A recent qualitative study of 49 Asian

gay and bisexual men in the Greater
Vancouver area revealed that close to

70 per cent of first-generation immigrants
perceived high levels of discrimination in
their ethnic communities, as did half of
second-generation Asian gay and bisexual
men. Although most reported that gay
communities were more welcoming than the
ethnic community, the sense of belonging
expressed by second-generation Asian men

did not differ much from their first-generation
counterparts. Many encountered “No Asians”
messages when seeking partners online and felt
that gay communities were “cliquey” and “hard
to crack.”"”

Experiences of racism from other gay and
bisexual men can translate into power
differentials, leading to weakened or
compromised negotiations or sexual decision-
making, particularly for new immigrants.'”
While BC data examining the relationship
between racism and sexual risk-taking are
limited, research from the United States on
the experiences of immigrant Latino gay
and bisexual men identified higher rates

of substance use and mental health issues,
which contributed to sex without condoms
in this population.!7417>176.177
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\
Case Stupy: Our City of Colours - British Columbia \

Our City of Colours is a
community organization
that uses different strategies
to increase the visibility

of and address the issues
facing lesbian, gay,
bisexual, transgender, and
queer people in a variety
of linguistic and cultural
communities.

Photo credit: Photo by Ken Yang.
Courtesy of Our City of Colours
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Systemic Challenges to HIV
Prevention

Globally, the public health response to the
HIV epidemic in gay and bisexual men has
not sufficiently protected the health of this
exposure group, with inadequacies in both

the scale and effectiveness of interventions. '

While effective behavioural and medical
preventive interventions for HIV in gay and
bisexual men exist, they require a significant
investment of resources for successful
delivery, and their real-world effectiveness is
not always known.”" BC has been criticized

for insufficiencies in related resources—gay
and bisexual men are the “most affected
group with the least prevention funding.”'®
Indeed, criticism about insufficient funding
and resources for gay and bisexual men in BC
is not new; it was identified in a report about
HIV in gay and bisexual men released by the
BC Centre for Disease Control over 10 years
ago.'®! Some specific programs or resources

for gay and bisexual men do exist, but they are

unevenly distributed throughout BC, may not
reflect the needs of more marginalized gay and
bisexual men, and may rely on non-renewable

or unpredictable federal funding. While gay

and bisexual men have historically been—and

When men say “No Asians,” [when looking to hookup online] I find it incredibly repugnant. I think I find it kind
of hard to make connections here. But more than that, and more dangerously, I've internalized a lot of racism.

And I'm still trying to undo all of that. [.
sorts of ways of interacting and sensing and feeling the world. . .

know trying to pass [as straight].

32 years old, HIV negative
A Filipino man on experiences of racism and its impact on his mental health

..] And | think what that’s done is that it’s also closed me off to all
so | spend a lot of time actually, like, you

HIV, Stigma and Society: Tackling a Complex Epidemic and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia
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continue to be—acknowledged as a priority
population for HIV prevention within
provincial and regional strategies, to date there
has been no provincial coordinated response
or strategy for HIV prevention for gay and
bisexual men in BC.

To be most effective, HIV prevention
programs for gay and bisexual men should be
developed and implemented in partnership
with—if not led by—community-based
health care and other service providers

and organizations.”'¥! For example, an
intervention that has demonstrated reduced
sexual risk behaviour for gay and bisexual
men is the Mpowerment program (recently
adapted for use in Vancouver). This is a
community and peer-led HIV prevention
program where the embedding of the
program in social activities and community
life is integral to its success.'® In New

South Wales, Australia, community-based
prevention programs for gay and bisexual
men have been identified as factors in the
successful response to HIV in this region.
More specifically, these programs have been
successful due to their partnerships between
communities, researchers, and policy makers,
and have had adequate political and financial
support.'s

There are examples of community-led
initiatives in BC that have likely had a
positive impact on the HIV epidemic
among gay and bisexual men, and many
are supported through government funding
for HIV prevention (examples of which

are provided in the case studies presented
throughout this report). Over time,
approaches that build upon traditional
biomedical and behavioural approaches to

HIV prevention have emerged. Gay and
bisexual men’s organizations and service
providers have identified the need to shift
towards a more holistic approach to gay
men’s health, and to situate HIV prevention
within a broader, more inclusive health
framework. This framework would include
HIV as well as other health issues, and
would address common social and structural
determinants of health and illness for gay
and bisexual men.?*'%* However, this more
comprehensive approach is not always well-
aligned with funding opportunities, which
typically have a more narrow focus on HIV
prevention and traditional biomedical and
behavioural prevention strategies.

A further challenge to developing evidence-
based policies for HIV prevention in gay and
bisexual men is rooted in the gaps in HIV-
related research focused on gay and bisexual
men. For example, the current availability

of evidence-based interventions for HIV
prevention does not match the disease
burden in gay and bisexual men, and there
are even fewer interventions for subgroups of
men at higher risk of infection.®> A review of
the Canadian Institutes of Health Research
funding decisions website in 2011 found
that 9.7 per cent of the research budget for
grants mentioning HIV prevention were
targeted to gay and bisexual men.'® Reviews
of conference abstracts for international

and national HIV-related conferences have
also demonstrated a very low proportion of
conference proceedings exclusively focused
on gay and bisexual men; for example,

only 6.6 per cent of all abstracts at the

2010 International AIDS Conference and

7 per cent of abstracts for the Canadian
Association for HIV Research Conferences

Mpowerment is an evidence-based, community-level intervention in the United States that reduces sexual risk
through building social capital. It has been adopted in Vancouver as “Mpowerment YVR” as a program that
promotes healthy and inclusive communities by facilitating events for young gay, bisexual, and transgender

men, and their allies.

Case Stupy: Mpowerment YVR - Vancouver

N

YouthCo
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between 2007 and 2011 were focused on
gay and bisexual men."®'¥¥ In order to
move forward with a greater understanding
of successful methods of HIV prevention,
implement appropriate health care, and
establish evidence-based policies and
programs, it is important to sustain and
renew research efforts into HIV and other
issues of importance for gay and bisexual
men’s health and well-being.**

Summary

Together, the drivers explored in this
chapter form a multi-level and dynamic
socio-cultural context for gay and
bisexual men’s relationships and HIV
transmission. While personal/behavioural
factors affect whether HIV transmission
ultimately occurs between two people,
these factors can only be fully understood
with consideration of community

Chapter 4: Drivers of the HIV Epidemic among Gay and Bisexual Men

and relationship variables, and broader
societal and structural influences. Drivers
explored in this chapter have included
broad factors such as access to appropriate
health care, marginalization, migration and
immigration, and racism; interrelational
and community level factors like HIV
testing and awareness, and sexual networks;
as well as behavioural and biological level
influences like HIV treatment and viral
load, acute HIV infection, STTs, and
sexual behaviour. All of these variables are
situated within larger societal and systemic
challenges as well, including stigma,
shortage or unpredictability of resources,
research gaps, and a need to shift towards
a more holistic approach to gay and
bisexual men’s health. The next chapter
presents recommendations from the this
report’s two advisory groups, incorporating
these drivers into a renewed approach to
HIV prevention among gay and bisexual
men in BC.

55



56 Provincial Health Officer’s Annual Report



Chapter 5

Advisory Group
Recommendations

This report was developed with input from
two advisory groups. The Community
Advisory Group included gay and

bisexual men (and allies) who are leaders
working in gay men’s health and Human
Immunodeficiency Virus (HIV) prevention
and research in BC. The Public Health
Advisory Group included public health and
clinical HIV leads and researchers from
regional health authorities, First Nations
Inuit Health,? the Ministry of Health, the BC
Centre for Disease Control (BCCDC), and
the BC Centre for Excellence in HIV/AIDS.
Based on data and research presented in this
report as well as their expertise in HIV and
working with gay and bisexual men, these
groups collaborated with the primary author
to identify vulnerable sub-populations and
best practices, and make 15 recommendations
to address the HIV epidemic among gay and
bisexual men in BC.

Vulnerable Sub-populations

As a population, gay and bisexual men
in BC face unique challenges in health.
The two advisory groups who provided
input and expertise in developing this
report recommend that province-wide
health initiatives recognize the health
status and needs of this population and

augment services accordingly. This report
demonstrates the substantial diversity that
exists among gay and bisexual men in BC,
and shows that some sub-populations

face additional vulnerability due to social,
political, and environmental factors. The
recommendations presented in this chapter
do not aim to address the unique needs
of all sub-populations of gay and bisexual
men; rather, the advisory groups propose
that specific emphasis is required when
implementing these recommendations
among the following sub-populations:

* HIV-positive men: Advisory group
members reflected that gay and bisexual
men living with HIV often constitute a
distinct sub-population—with its own
culture, behaviours, and aspirations—
within the larger population of gay and
bisexual men. Gay and bisexual men
living with HIV are not passive partners
in HIV prevention efforts; instead, they
are critical to the success of these efforts
and should be meaningfully involved in
program development, implementation,
and policy-making.'®

* Aboriginal and Two-Spirited men:

Aboriginal men who are gay, bisexual,
or Two-Spirited face health inequities
due to the multigenerational impacts

¢ During the development of this report, representatives from First Nations and Inuit Health (FNIH) became part of the First Nations
Health Authority (FNHA), following the health authority’s creation in December 2011. As such, while advisory group membership
included FNIH, representatives are identified by their current FNHA affiliations in the acknowledgements section of this report.
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of colonization, discrimination, and
residential schools.'® HIV prevention
programs for Aboriginal and Two-Spirited
men should consider the historic role of
Two-Spirited people within Aboriginal
communities, the availability and
accessibility of culturally appropriate care
(particularly in rural and remote areas),
and the potential mistrust of medical
institutions.

Other ethnocultural minority men:

An increasing proportion of new HIV
diagnoses are among gay and bisexual
men from ethnocultural minorities,
including Asian and Latino men. The
unique experiences of immigration,
racism, and marginalization for these men
warrant program and policy attention.

Young gay and bisexual men: The number
of new HIV diagnoses among young gay

and bisexual men (those born 1980 and
later) has been increasing, and it is clear
from a life course perspective that since
younger gay and bisexual men will face
a greater number of years at risk of HIV
acquisition, enhancing the capacity for
youth to remain HIV negative will have
a significant long-term impact on HIV
prevalence. It is particularly important
to consider the needs of more vulnerable
youth and young men, who may not
identify as gay or bisexual, such as youth
engaged in sex work.

Gay and bisexual men in active sexual
networks: HIV and other sexually
transmitted infections (STIs) trends
among gay and bisexual men are driven
by infections that are present in active,
densely connected sexual networks.
Programs related to behavioural

and biological, and community and
relationship drivers are likely to have the
most impact among men in these active
networks.

* Men in suburban, rural, and remote
regions: This report demonstrates some
geographic inequities in social support
and engagement in health services for
gay and bisexual men. The highest levels
of engagement are often found in urban
areas, while rural and remote areas have
the lowest levels. These inequities need
to be addressed, while recognizing that
health services in urban areas (where most
new HIV infections occur) must also be
sustained and expanded.

Recommendations

Recognizing that no single intervention

for HIV prevention will be sufficient, a
broad and comprehensive approach using

a combination of strategies for gay and
bisexual men is recommended.!*3*'** While
the rationale for a comprehensive approach
is sound and justified by available evidence,
this is an area of active enquiry as researchers
and modellers are attempting to determine
the optimal mix of strategies that will be
most effective.””! In the absence of such
guidance at this time, the recommendations
that follow are based on the best available
evidence and the advice of provincial experts
who comprised the advisory groups for

this report. These recommendations are
presented in five parts: (1) policy level;

(2) behavioural, network, and biological
factors; (3) community and relationship
factors; (4) societal and structural factors;
and (5) monitoring, evaluation, and research.

\
Case Stupy: Peer Navigator Program - Vancouver \

Peer Navigators are HIV-positive people who assist people who are newly diagnosed with HIV; in learning
new skills such as preventing disease progression, discussing disclosure strategies, and making treatment-related

decisions.

Positive Living Society of British Columbia
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and building social connections between gay and bisexual men.

Case Stupy: Men'’s Wellness Program - Vancouver Island and Gulf Islands

The Men’s Wellness Program promotes men’s health and well-being in order to reduce HIV and sexually
transmitted infections through outreach, one-on-one and group education and support, condom distribution,

AIDS Vancouver Island

N

J

Part 1: Recommendations at a Policy
Level

1. The following practices should be
considered when implementing
programs or services for gay and
bisexual men in BC:

* Ensure there is meaningful involvement
and leadership by gay and bisexual
men—including HIV-positive gay and
bisexual men—at all stages of planning,
implementation, and evaluation.

* Use assets or strengths-based
approaches to health promotion
(e.g., framing as staying healthy) over
deficits-based approaches (e.g., framing
as reducing risky behaviour).

* Incorporate online models of outreach
and service delivery, with links to
regional services.

* Work with other sectors to improve
the reach and engagement of existing
health services for gay and bisexual
men (e.g., mental health and addictions
services, sexual health services).

¢ Tailor services to the current
epidemiology of the HIV epidemic
among gay and bisexual men in BC,
reflect regional differences, and evolve
over time in response to changes in trends.

2. Develop, implement, and monitor
a provincial HIV prevention work
plan for gay and bisexual men in BC,
integrated within the provincial Seek
and Treat for Optimal Prevention of

HIV/AIDS (STOP HIV/AIDS) program
and BC’s overall HIV response, which:

* Is jointly led by government and

community leaders.

* Applies the guiding principles and

focused actions of the From Hope to
Health strategy to gay and bisexual
men in BC.

Encompasses all levels of drivers of the
HIV epidemic among gay and bisexual
men (i.e., behavioural and biological;
community and relationships; societal
and structural).

Has clear goals, objectives,
commitments and timelines agreed to
by STOP HIV/AIDS program partners,
and is appropriately funded and
resourced.

3. Develop a long-term provincial health

strategy for gay and bisexual men, that:

* Is developed in partnership with gay

and bisexual men’s community leaders.

Includes HIV prevention as a key
component, within a broader focus on
the overall health and wellness of gay
and bisexual men.

* Has a strong focus on the community,

social, and structural determinants of

health.

* Is accompanied by sustained

programmatic support and funding that
is accessible to community agencies.
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Part 2: Recommendations Addressing
Behavioural, Network, and Biological
Factors

4.

Expand HIV testing initiatives to
increase the uptake and frequency of
HIV testing among gay and bisexual
men, using both targeted and routine
testing approaches in a variety of
settings. This includes:

* Expanding or adapting successful
testing models known to reach gay and
bisexual men in active networks, for
use in other regions (including low-
threshold testing clinics, dedicated
sexual health clinics or services for gay
and bisexual men, outreach testing
programs, and routine offering of HIV
testing in settings accessed by gay and
bisexual men for health care).

* Expanding the availability of pooled
nucleic acid amplification testing (NAAT)
testing to other sites where gay and
bisexual men present for testing in BC.

* Continuing to develop and expand
innovative approaches to HIV testing
(e.g., anonymous testing, Internet-
based testing, couples-based or home
testing programs).

* Ensuring that provincial HIV testing
guidelines incorporate test frequency
recommendations for gay and bisexual
men, and that these recommendations
are disseminated effectively for use by
community agencies and providers
working with gay and bisexual men.

5.

Continue to support biomedical
approaches to HIV prevention:

Increase condom distribution and
promote the use of condoms to gay and
bisexual men in BC.

Support efforts to improve engagement
and retention in HIV-related care and
treatment for gay and bisexual men
diagnosed with HIV (e.g., through peer
navigator programs). Efforts should also
focus on less engaged sub-populations
of men such as HIV-positive youth and
ethnocultural minority men.

Assess the feasibility of pre-exposure
prophylaxis (PrEP) as a prevention

tool for gay and bisexual men in BC,
working with community agencies

to appropriately address and evaluate
community concerns regarding PrEP.'*

Complete the current evaluation of the
post-exposure prophylaxis (PEP) pilot
project, and if found effective among
gay and bisexual men in Vancouver,
sustain and expand to other areas of BC.

Establish and maintain a provincial
summary of evidence and
recommendations regarding the
potential benefits and limitations of
biomedical approaches as individual-
level HIV risk-reduction strategies

for gay and bisexual men, which can
inform the work of community agencies
and counseling of gay and bisexual men
by health care providers.

\

Case Stupy: HIVStigma.com - Ontario

Researchers developed an innovative online stigma reduction intervention for gay and bisexual men
(HIVStigma.com) that used interactive features and social media. The website had high traffic and was
demonstrated to reduce HIV stigma-related attitudes and behaviours.

University of Windsor
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\
Case Stupy: The Investigaytors - Vancouver )

The Investigaytors program aims to increase interest and foster capacity in research and the social sciences among
young gay men. Those involved in the program (the “investigaytors”) played key roles in questionnaire design,
data collection, and analysis in the 2011 Sex Now survey.

Community-Based Research Centre

\_ J

6. Promote sexual health for gay and Part 3: Recommendations at the
bisexual men across BC using a sexual =~ Community and Relationships Level
health framework that goes beyond

HIV, STTs, and sexual behaviour 7. Support the central role of HIV-
to incorporate physical, social, and positive men in HIV prevention
mental aspects (e.g., relationships, among gay and bisexual men, through:

intimacy, and pleasure).'® This includes: )
* Programs that support the active

* Expanding STI testing for HIV- adoption of prevention behaviours by
positive and HIV-negative gay and HIV-positive men through knowledge
bisexual men, through developing and and skills building. For example,
promoting provincial recommendations targeted social marketing campaigns,
for STT testing, and incorporating STI leadership development and training
testing into HIV testing programs or programs, and social support and peer
initiatives. counseling programs.

* Establishing a publicly-funded human * Consideration of the realities of this
papillomavirus vaccination (HPV) sub-population, such as aging with
program for gay and bisexual boys HIV and associated impacts, and
and men (in the absence of a publicly mental health challenges that colour
funded program for all boys). the lives of many gay and bisexual

men living with HIV. These realities
can affect individuals® sexual health
and relationships and their ability to

Ensuring that strategies to address
sexual health for gay and bisexual men
are included as part of a comprehensive
Sexually Transmitted Infection Strategy
for BC (for development as outlined in
Promote, Protect, Prevent: Our Health 8. Implement regular, periodic health

practice effective prevention behaviours.

Begins Here - BCs Guiding Framework promotion and education campaigns for
for Public Health).”’ gay and bisexual men across BC that:

* Ensuring that all school-based sexual * Use a multi-pronged approach by
health education programs are required, involving multiple media (including
as part of the Career Education and online and social media), are
Planning 10 curricula, to meet the coordinated across multiple sectors
needs of youth of all gender and sexual (e.g., community, health care, policy,
identities (i.e., inclusion of relevant and business sectors), and are adapted
content, development of teaching according to regional needs.

resources, and links to relevant ]
* Are responsive to current trends, are

evaluated to ensure effectiveness,
and evolve as new prevention

community services).

61



Chapter 5: Advisory Group Recommendations

62

knowledge emerges. For example,
an immediate priority is campaigns
to increase community knowledge
regarding benefits and limitations of
risk-reduction strategies, including
seroadaptive and biomedical
approaches.

9. Better meet the mental health and

substance use needs of gay and
bisexual men in BC:

* Improve the reach, engagement,
and quality of mental health and
substance use services and resources
for gay and bisexual men, in alignment
with the provincial Healthy Minds,
Healthy People 10-year plan.'”* Areas
of particular concern for gay and
bisexual men include mood disorders,
sexual abuse and physical violence,
problematic substance use, and support
for dealing with the mental health
impacts of homophobia and stigma.

e Work with the mental health/substance
use sector to create dedicated services
for gay and bisexual men, and ensure
that existing mental health and
substance use services are respectful and
responsive to the beliefs, practices, and
cultures of gay and bisexual men.

* Develop approaches that reach men
across BC, including community-based
approaches such as self-management
toolkits, peer counselors or support
groups, community counseling, and
online or telehealth services.

10. Engage and support communities

of Aboriginal, Two-Spirited, and

other ethnocultural minority gay and
bisexual men to reduce the disparities
in health and HIV prevention faced by
men from these sub-populations. This
includes:

* Working in partnership with gay,
bisexual, and Two-Spirited Aboriginal
men’s community leaders, and men living

with HIV.

* Ensuring the Indigenous cultural
competency of health care service
providers who work with gay, bisexual,
and Two-Spirited Aboriginal men,
including men living with HIV.

* Engaging, assessing, and responding to
the prevention needs of Aboriginal and
Two-Spirited men, particularly those
at greater risk of infection and those
living in rural or remote communities,
recognizing the impact of colonization,
intergenerational trauma, and the legacy
of residential schools on vulnerability to

HIV.

* Supporting initiatives that aim to reduce
racism among gay and bisexual men.

* Engaging, assessing, and responding
to the prevention needs of gay and
bisexual men who have recently
immigrated to BC.

* Being responsive to the needs of gay
and bisexual men for whom English
is a second language (e.g., materials
in multiple languages, access to
translation services).

Part 4: Recommendations Addressing
Societal and Structural Drivers of HIV

Infection

11. Improve the capacity for policies,

programs, and services within the BC
health system to reduce existing health
inequities for gay and bisexual men,
in alignment with existing provincial
policies for improving health equity
and quality:l93,l94,195

* Ensure that all strategies or programs
aiming to reduce health inequities
within the health system consider
the specific inequities experienced on
the basis of sexual orientation and/or
gender identity.

¢ Increase the reach of health services
to gay and bisexual men by ensuring
services are respectful and responsive
to the beliefs, practices, and cultures
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Momentum is a sexual health study for gay and bisexual men. The study aims to describe sexual behaviours and
estimate the prevalence of HIV and STIs using respondent-driven sampling and cohort designs.

Case Stupy: Momentum - Vancouver

BC Centre for Excellence in HIV/AIDS

N

J

of gay and bisexual men. For example,
promoting “gay-friendly” health care
spaces, and developing and promoting
organizational policies or professional
practice standards that prohibit
discrimination on the basis of sexual
orientation.

Support opportunities to increase the
capacity of health care providers to
communicate effectively and respond to
the diverse needs of gay and bisexual
men. For example, by working with
academic institutions to increase the
knowledge and skills of health care
professional students to be able to
provide appropriate health care to gay
and bisexual men, and supporting
continuing medical education such

as development of resources and
collaborative health networks

(e.g., online learning modules,

learning collaboratives, or communities
of practice).

Support opportunities to increase

the capacity of gay and bisexual men

to better understand, communicate,
evaluate, and act on health information
and services. For example, by
developing self-management health
resources, or raising awareness of
actions that can be taken when an
individual receives inappropriate health
care services.

12. Support initiatives that aim to

reduce the stigma and discrimination
associated with HIV at a societal level:

* Ensure that prosecutorial guidelines

maintained by the Ministry of Justice
incorporate the best available evidence
on HIV transmission risk, and

specify that prosecutorial decisions
regarding criminal charges for possible
transmission of HIV are based on a fair
and independent assessment of whether
the public interest requires a prosecution
or whether the desired outcome

could be achieved in the absence of
prosecution. Public health legislation
should be sufficient except in the most
extraordinary of circumstances, and it is
the preferred route for these cases, which
are handled through the authority of

regional medical health officers.'*

Develop programs or campaigns that
raise awareness of the negative impact
of stigma on the lives of HIV-positive
people.

13. Promote positive mental health and

well-being for gay and bisexual men of
all ages by fostering safe and supportive
environments for gay and bisexual men

of all ages:

* Recognize the importance of family

acceptance for gay and bisexual youth,
and ensure that family health programs
(such as parenting classes and resources)
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provide information and supports
for parents of youth of all sexual
orientations and gender identities.

Develop or enhance community-based
services and resources to support gay
and bisexual youth and men in the
coming out process (e.g., coming

out groups or peer supports, online
resources).

Support initiatives that seek to foster
social and community engagement and
connection among gay and bisexual
men, such as programs that build
leadership skills for gay youth, or that
foster opportunities for connection and
learning between different generations
of gay and bisexual men.

Ensure that policies, curriculum,
and programs implemented by the
Ministry of Education and regional

school boards through the BC Safe
Schools Strategy specifically address
discrimination, harassment, and
bullying on the basis of sexual
orientation and gender identity

(e.g., in provincial standards, regional
codes of conduct, and bullying
prevention programs such as the ERASE
Bullying program).

Support programs that foster supportive
school environments, connection,

and resilience of gay and bisexual

youth (e.g., gay-straight alliances

and school-based programs delivered

by community agencies to reduce

homophobia).

Ensure that discrimination and
harassment policies in the workplace
also specifically address discrimination
and harassment on the basis of sexual
orientation and gender identity.

Addressing Knowledge Gaps through Research

Current knowledge gaps that should be addressed through research include the following:

- Greater understanding of the role of social and structural determinants on the health of gay and bisexual men, including HIV

transmission.

Sexual networks and how to best reach groups that are influential in HIV and STI transmission.

- Effectiveness and impact of risk reduction strategies employed by gay and bisexual men, including seroadaptive strategies and

biomedical approaches (e.g., effectiveness and feasibility of PEP and PrEP).

HIV prevention needs of sub-populations of gay and bisexual men (e.g., youth and men involved in sex work, men who use
injection drugs, men in correctional facilities, men with mental health concerns, transgender men).

« HIV prevention needs of gay and bisexual men who identify as Aboriginal or Two-Spirited, particularly youth.

Factors affecting HIV transmission for men in suburban, rural, and remote areas.

- Broader mental and physical health needs of aging HIV-positive gay and bisexual men.

A greater understanding of factors important for young gay and bisexual men for HIV prevention (e.g., relationships, coming out,
gay spaces, gender and sexual identities, different experiences of being gay, and structural issues)."’

Provincial Health Officer’s Annual Report




Part 5: Monitoring, Evaluation, and
Research

14. Establish ongoing monitoring to
identify changes in trends and
population dynamics:

* Use and provide resources to sustain
community-based surveys and
knowledge generation (such as through
the Sex Now survey), which are critical in
order to understand how changes at all
levels are influencing the HIV epidemic
among gay and bisexual men in BC.

* Address current gaps in understanding
about how the size and membership
of the population of gay and bisexual
men in BC may be changing over time,
which is important for understanding
rates of infection.

* Incorporate capacity-building for
evaluation of programs and knowledge
dissemination across community
and health system partners, in order
to expand effective interventions
and inform best practices for HIV
prevention for gay and bisexual men.

(Chapter 5: Advisory Group Recommendations

15. Address key gaps in research, both

in terms of specific knowledge gaps
as well as prioritization of research
related to HIV prevention for gay
and bisexual men in BC. To be most
effective and to advance the state of
research for gay and bisexual men in
BC, researchers should:

* Actively partner with community

organizations in identification of
research priorities and community-
based research efforts.

* Adopt implementation science

approaches that consider how best to
maximize the joint impact of different
interventions on HIV prevention for
gay and bisexual men (i.e., combination
or multi-level prevention).”

Make use of social science methods of
inquiry (e.g., life course perspective,
intersectionality).?

Make use of and foster data linkage
initiatives between health administrative
datasets. These linkages should be
facilitated, as they can provide unique
insights into the HIV epidemic in BC
among gay and bisexual men (such as
data linkages established through the
STOP HIV/AIDS program).

65



66  Provincial Health Officer’s Annual Report



Chapter6

Provincial Health Officer

Recommendations

Discussion of Key Findings

This report has shown that advances in HIV
prevention and treatment have resulted in

a number of successes in the epidemic in

BC since the 1980s, while highlighting that
some populations face higher vulnerability

for infection. Gay and bisexual men are the
population most affected by the HIV epidemic
in BC today. Within and across the various
spheres of influence examined here (societal
and structural, community and relationship,
and behavioural and biological), this report
has demonstrated the breadth and complexity
of the drivers impacting and influencing the
HIV epidemic among gay and bisexual men
in BC. It is anticipated that addressing these
drivers will reduce the incidence of HIV
infection in BC in this population.

Overall, HIV prevention for gay and bisexual
men should be more holistic and encompass
more than increased and expanded HIV and
sexually transmitted infection (STI) testing
and treatment. The culture, practices, and
general health status of gay and bisexual

men should also be central to planning and
implementing HIV prevention programs and
initiatives. A more holistic approach to gay
and bisexual men’s health would situate HIV
prevention within a broader, more inclusive
health framework that includes other mental
and physical health issues, recognizes the
impact of stigma and marginalization on the
basis of sexual orientation and other factors,
and addresses common social and structural

determinants of health and illness. Strategies
that reflect gay and bisexual men’s sexual
behaviours could incorporate the already
high rates of condom use and generally
high knowledge of HIV, while leveraging
seroadaptive behaviours. These strategies
should also reflect an understanding of

gay and bisexual men’s sexual networks,

and accommodate their size, density, and
overlapping relationships, while recognizing
that they change over time and are not
geographically constrained.

Trends identified in this report suggest
that gay and bisexual men continue to be
over-represented in the HIV epidemic,
and should be a priority population for
prevention and intervention. Within this
exposure group some sub-populations

face additional vulnerability based on age,
ethnicity, and geographic location. Evidence
presented here illustrates differences by
region in BC, with gay and bisexual men
in Vancouver having the highest rates of
testing and of disclosing that they have

sex with men to their care providers, as
well as the lowest reported rates of poor
social support. Analyses also suggest that
targeting prevention initiatives based on
age and birth cohort would be beneficial,
with a focus on gay and bisexual men aged
30 to 44 (the age group where the majority
of new diagnoses occur each year), as well
as young men in the 1980-1999 birth
cohort (where immediate reductions in
HIV incidence would prevent this cohort

from reaching the high HIV prevalence of
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older cohorts over their lifetime). Similarly,
initiatives should incorporate the trends

in ethnicity and migration: Caucasian gay
and bisexual men made up the majority of
new diagnoses from 2004 to 2012, while
new HIV diagnoses among ethnocultural
minorities have increased during this time
and in some cases show over-representation
compared to proportion of the ethnocultural
group within the BC population (with Asian,
Latino, and Aboriginal men making up the
largest proportion of new diagnoses among
ethnocultural minority groups).

Delays in testing and awareness of HIV
status result in delays in adaptation of sexual
practices and initiation of treatment with
antiretroviral drugs, which subsequently
results in a higher individual viral load as
well as higher population viral loads within

a sexual network or population group.

Since many risk reduction strategies require
accurate knowledge of one’s HIV status,
delays in testing increase the likelihood of
HIV transmission. In BC between 2006

and 2011, the median time between the last
negative test and the first positive test among
gay and bisexual men was 15 months, despite
improvements in testing and diagnosis.
Self-reported HIV testing in the past year
similarly indicates that there is room for
improvement among gay and bisexual men,
particularly outside of the Vancouver area.

To further expand HIV testing, providers
of testing services in BC must examine and
address the barriers to testing reported by
gay and bisexual men (e.g., perception of
infection risk, privacy concerns, access to
low-barrier testing). BC must also address
the access to appropriate health care in
general for gay and bisexual men. This
includes extending the reach of programs
that are unavailable in some regions in

BC, supporting clients to disclose sexual
activities to their care providers, increasing
the knowledge and cultural sensitivity of care
providers to support gay and bisexual men’s
health, and ensuring that communication
between patients and care providers is safe
and effective.

Addressing sexual risk-taking behaviour and
related vulnerabilities to HIV infection is
also important in curbing the HIV epidemic
among gay and bisexual men in BC. The high
incidence rates of other STIs among gay and
bisexual men (e.g., gonorrhea, chlamydia,
syphilis) should be addressed within HIV
prevention strategies, as the presence of other
STIs can increase the infectiousness of an
HIV-positive individual or the susceptibility
of an HIV-negative individual. The pathway
from poor mental health outcomes to sexual
risk-taking behaviour demonstrated in this
report also suggests that a comprehensive
approach to HIV prevention should include
culturally sensitive support for mental health
and problematic substance use, to help
address root causes and prevent sexual risk-
taking behaviour.

Recommendations

The Provincial Health Officer (PHO)
endorses the 15 recommendations made

by the advisory groups and presented in
Chapter 5 of this report, and believes they
should be implemented in full. Recognizing
that addressing all of these recommendations
may be beyond the resource capacity of the
government and community at this time,
the PHO recommends that the following
six priority actions be taken to advance
HIV prevention and treatment in BC while
leveraging existing programs and initiatives.

A BC Health Strategy for Gay and
Bisexual Men

Recommendation 1: Given that HIV—like
other health outcomes for gay and bisexual
men—is the result of the socio-political
context in which gay and bisexual men
find themselves, develop a comprehensive
provincial health strategy for gay and
bisexual men that addresses the drivers of
poor health status, including HIV.

Collaborating and partnering with
community leaders and different sectors

across BC highlights the critical role of



sectors outside of health in fostering the
health and resilience of gay and bisexual men
in BC (such as creating safe and supportive
environments in families, schools, and
workplaces). A comprehensive approach
addresses overall health and health inequities
among gay and bisexual men and recognizes
the common root causes of ill-health in this
population. A broader focus on the overall
health and wellness of gay and bisexual

men is also beneficial to improve mental,
physical, social, and sexual health, while
addressing all levels of drivers of the HIV
epidemic (i.e., behavioural and biological;
community and relationships; societal and
structural). A population health approach
can be used to focus on the community,
societal and structural determinants of
health, while also recognizing vulnerable
sub-populations within gay and bisexual
men. This comprehensive strategy and its
implementation should be appropriately
resourced, with sustained program support
within government to serve gay and bisexual
men’s needs.

Enhance Protective Factors

Recommendation 2: The Ministries

of Health and Education, regional
health authorities, provincial
education partners, and other key
stakeholders should collaborate on the
development of a comprehensive sexual
and reproductive health education
strategy for BC. This strategy should
incorporate a comprehensive school
health lens, be inclusive of all gender and
sexual identities, and integrate health
promotion messages that challenge
stigma and foster protective factors,
including the development of decision-
making skills related to sexual and risk-
taking behaviour.

It is important to meet the sexual and
reproductive health education needs

of all youth in BC, and to ensure that
youth of all genders and sexual identities
and orientations feel supported within
school environments, including having
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access to relevant education, supports,
services, and resources for their sexual and
reproductive health. It is likewise important
to enhance protective factors for health,
including support for youth during stages
of developing or questioning one’s gender
or sexual identity, acceptance by friends

and family, and enhanced community-
based services and resources to support
youth and their families in transitioning

or in their coming out processes. Stigma
can be challenged both directly, through
increased knowledge and understanding, and
indirectly, through environments in which
discrimination, harassment, and bullying on
the basis of sexual orientation and gender
identity are not tolerated. Initiatives that seek
to foster social and community engagement
and connection among gay and bisexual
youth should be supported, as should
programs that foster supportive school
environments, connection, and
anti-homophobia programs.

Appropriate Health Care

Recommendation 3: Within the From
Hope to Health framework, develop a
strategy to improve and expand access to
timely HIV and STI diagnosis, treatment,
and support for gay and bisexual men.

This report shows that despite improvements
in diagnosing and treating HIV, some gay
and bisexual men are still being diagnosed
in the advanced stage of HIV (including

10 per cent of new diagnoses among gay
and bisexual men across BC from 2004 to
2012), and some groups of men with HIV
have delays in engaging in HIV treatment.
Furthermore, the median time between

a person’s last negative HIV test and first
positive HIV test in BC from 2006 to

2011 was 15 months. Additionally, since
other STTs enhance the likelihood of HIV
transmission and/or acquisition, but testing
for STIs is not as common as HIV testing
among gay and bisexual men, offering
testing for other STTs to all men who access
health care for HIV testing could reduce the
incidence of all STTs, including HIV.
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Recommendation 4: Within the Healthy
Minds, Healthy People 10-year plan,
develop a strategy to better meet gay
and bisexual men’s health care needs
related to mental health and problematic
substance use.'””

Areas of particular concern for gay and
bisexual men include mood disorders, sexual
abuse and physical violence, problematic
substance use, and other mental health
impacts of homophobia and stigma.
Addressing this recommendation should
include working with the mental health/
substance use sector, creating dedicated
services for gay and bisexual men, and
increasing the cultural competency and
capacity of existing mental health and
substance use services for gay and bisexual
men. This may also include developing
approaches that reach men across BC,
including community-based approaches such
as self-management toolkits, peer counselors
or support groups, community counseling,
and online or telehealth services.

Recommendation 5: Ensure that
prosecutorial guidelines incorporate

the best available evidence on HIV
transmission risk, and that prosecutorial
decisions regarding criminal charges for
possible transmission of HIV are based on
an assessment of whether the desired social
outcome (prevention of HIV transmission)
could be achieved in the absence of
prosecution. Public health legislation and
the authority of regional medical health
officers, except in the most extraordinary
of circumstances, may offer a more
effective approach.

During the 10 years after the 1998 Supreme
Court of Canada ruling that a person

who does not disclose their HIV status

and whose partner is of significant risk of
HIV transmission could be found guilty

of aggravated assault, there was an increase
in the number of criminal cases involving

charges. Media accounts that accompany
these criminal cases appeal to related

fears, create misinformation, and foster or
exacerbate prejudices about HIV and people
living with HIV. Many community leaders,
researchers, and policy makers have argued
that criminal approaches to disease control
are problematic for public health efforts.
Indeed, criminalization of these cases may
increase related stigma, cause delays in
testing, and at the same time has not been
shown to impact HIV transmission rates.
Pursuing these cases through public health
legislation and the authority of medical
health officers can achieve the desired social
outcome of prevention of HIV transmission
without undermining efforts to promote
testing and reduce stigma and discrimination

for people living with HIV.
Research and Monitoring

Recommendation 6: Support or

initiate monitoring and research to
identify changes in the population of
gay and bisexual men, address gaps in
understanding, and evaluate intervention
programs, targets, and approaches for
implementing and expanding promising
strategies for HIV prevention.

Enhancing research and addressing

gaps improves both knowledge and
understanding of the HIV epidemic as well
as prioritization of programming related to
HIV prevention for gay and bisexual men
in BC. Establishing ongoing monitoring
can identify changes in trends and
population dynamics, which will enhance
understanding of how changes at all levels
are influencing the HIV epidemic among
gay and bisexual men in BC. Addressing
current gaps in understanding can inform
how the size and membership of the
population of gay and bisexual men in BC
may be changing over time, which can then
inform understanding and prevention efforts
for HIV infections. To be most effective and



to advance the state of research for gay and
bisexual men in BC, researchers and health
agencies should partner with community
organizations to identify research and
evaluation priorities, as well as support
community-based research efforts (such as
the Sex Now survey). Collaboration between
government and external researchers for
research and monitoring can provide
unique insights into the HIV epidemic
in BC among gay and bisexual men, and
could be achieved through data linkage
initiatives. Research should include
evaluation of programs in order to expand
effective interventions and continue to
inform best practices for HIV prevention.
This research should include both scientific
(e.g., epidemiological) and social science
(e.g., life course) approaches.
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Conclusion

Evidence presented in this report clearly
demonstrates that while there has been
considerable advancement in understanding
and treating HIV, and related successes

in reducing HIV incidence overall in BC,
existing programs and initiatives have not
resulted in meaningful reductions in HIV
incidence among gay and bisexual men since
the early 2000s. This exposure group currently
makes up the largest number and proportion
of new HIV diagnoses in BC. Renewing HIV
prevention in BC requires working with gay
and bisexual men to address the many drivers
of the epidemic and making meaningful
improvements in HIV prevention within this
important exposure group.
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Appendix A

Glossary Terms

3" generation enzyme immunoassay (EIA) test
An HIV screening test with high sensitivity (accuracy)
that detects HIV antibodies. Since this is a screening
test, any positive result needs to then be confirmed by
a second test, typically a 4" generation EIA test, the
Western Blot test, or individual viral ribonucleic acid
(viral RNA) nucleic acid amplification testing (NAAT).>

4™ generation enzyme immunoassay (EIA) test
An HIV screening test that improves upon the
3 generation EIA test by detecting p24 antigen in
addition to HIV antibodies, although it does not
distinguish between them. As this is a screening
test, any positive result needs to then be confirmed
by a second test (e.g., the Western Blot test). The
4* generation EIA test has a shorter window period
compared to the 3" generation EIA tests.

Acquired Immunodeficiency Syndrome (AIDS)
A condition that describes the advanced stage of
HIV infection. With AIDS, the virus has progressed,
causing significant loss of white blood cells (CD4
cells) and cancers or infections that result from
immune system damage. An AIDS diagnosis is made
if a person with HIV is diagnosed with a clinical
condition identified as an “AIDs-defining illnesses.”*

Antibody See HIV antibody.

Antiretroviral therapy (ART) Treatment with anti-HIV
drugs to suppress or inhibit the ability of HIV to
multiply in the body."”®

Bisexual Sexual orientation in which a person is

attracted sexually and/or emotionally to both males
and females.”

CD4 count The number of CD4 cells per cubic
millimetre of blood. Once a person is infected
with HIV, their CD4 count begins to decrease.*¢
A CD4 count test indicates the strength of one’s

immune system and can be used to predict the risk
of complications and debilitating infections.”* CD4
count results are used to monitor the clinical progress
of a person infected with HIV.

CD4+ T-cell A type of white blood cell that has CD4
molecules on its surface. CD4+T-cells (CD4+
T-lymphocytes, or CD4 cells) normally move
throughout the body, helping to fight infection by
identifying infection by bacteria and viruses. HIV
infects CD4+ T-cells, causing them to decrease in
number. The loss of CD4+ T-cells is one of the
indicators of HIV infection. See CD4 count for
information on how CD4 levels are monitored.*

Diseases such as HIV are said to be endemic
when they are a constant presence within a given
geographic area or population group.'”

Endemic

Exposure group  Specific sub-populations within the
HIV epidemic that reflect the route by which that
group is at risk of HIV infection, (e.g., gay and
bisexual men, people who use injection drugs, blood
product recipients, occupational exposure).®

Gay Sexual orientation in which a person is sexually and
emotionally attracted to members of the same sex. The
word gay can refer to both males and females, but is
most commonly used to identify males.*

Gay and bisexual men For the purpose of this report,
the term “gay and bisexual men” includes all people
who identify as men, and have romantic or sexual
relationships with other men, regardless of their own
sexual or gender identity.

Gay communities Groups of gay and bisexual men
connected through common social or cultural
relationships and affiliations. Use of this term in this
report is not intended to imply that these groups are

homogeneous or exclusive.
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Gender identity Gender identity is linked to a person’s
internal and individual experience of gender. It is
their sense of being a woman, a man, both, neither,
or anywhere along the gender spectrum. A person’s
gender identity may be the same as or different
from their birth-assigned sex. Gender identity is
fundamentally different from a person’s sexual
orientation.*”

Haemophiliac A hereditary condition in which a
person’s blood does not clot normally. A haemophiliac
does not bleed more profusely or more quickly than
other people, but bleeds for a longer time.*"!

Hepatitis A A preventable disease of the liver caused
by the hepatitis A virus, which can last from a few
weeks to several months. It does not lead to chronic
infection.?*

Hepatitis B A preventable disease of the liver caused by
the hepatitis B virus. It ranges in severity from a mild
illness, lasting a few weeks (acute), to a serious long-
term (chronic) illness that can lead to liver disease or
liver cancer.?*

Highly active antiretroviral therapy (HAART)
A therapy that involves taking a combination of at
least three anti-HIV drugs. It is prescribed to HIV-
positive people before AIDS symptoms develop.*
The development of HAART shifted the prognosis of
HIV disease from almost certain fatality to a chronic,
manageable illness.®

HIV antibody An antibody is a protein produced by the
immune system to act against foreign particles in the
body. The HIV antibody usually appears within six
weeks after infection. Early on in an HIV infection,
antibody testing may not produce accurate results,
as the infection may not yet have begun to produce
antibodies; therefore, a false-negative test result may
occur. Also see seroconversion."”

HIV viral load Viral load is the amount of HIV in the
blood or genital fluid. The higher an individual’s HIV
viral load the greater the chance of transmission of HIV.
The term is also used as the name of a specific type of
blood test—the viral load test—which is a quantitative
measurement of HIV nucleic acid (viral RNA) that
provides important information used in conjunction
with the CD4 count to monitor the status of HIV
disease, guide recommendations for therapy, and predict
the future course of the HIV infection/disease.'
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Homophobia An irrational fear of, aversion to, or
discrimination against gay people, and/or those one
perceives as gay.*

Human Immunodeficiency Virus (HIV) A virus that
attacks the immune system. It is spread through
contact with infected blood, and other body fluids
(e.g., semen, vaginal fluids, and rectal fluids). There
is no cure for HIV, but antiretroviral medication can
reduce the amount of virus in the body. Without
treatment, HIV infection can progress to AIDS.***

Men who have sex with men (MSM) The term most
commonly used when describing how HIV spreads
between males through sexual contact, and reflects the
epidemiological basis of transmission in this group.?
MSM are not a homogenous group and may identify
as transgender, queer, Two-Spirited, gay, bisexual, or
heterosexual, or may be in a period of transition or
questioning regarding their sexual identity. They may
not necessarily define themselves purely on the basis of
sexual partners.”?

Nucleic acid amplification testing (NAAT) A highly-
sensitive method of testing blood that is used to detect
the genetic material of viruses such as HIV. If there
is a weak signal on enzyme immunoassay testing and
the Western test, NAAT is typically performed. A
negative test result can rule out HIV infection. If viral
ribonucleic acid (RNA) is detected, then the result is
suggestive of acute HIV infection.” NAAT tests can
be done on individual specimens or using pooling
methods.

P24 antigen One of several foreign proteins that make
up HIV and that, when detected inside the body,
stimulates the immune system to respond and destroy
it. A positive result from a p24 antigen test indicates
the presence of HIV; however, this test is not very
sensitive and can result in false negatives.'”

Population viral load Viral load is the amount of HIV
in the blood or genital fluid. Population viral load
is an aggregate measure of all of the individual viral
loads of people infected with HIV in a population
or community. It is a reflection of the uptake of HIV
treatment and suppression of HIV viral load at a
population level. See HIV viral load.

Positive prevention While early HIV prevention
focused on those at risk of exposure to HIV, positive
prevention focuses on individuals who have been



diagnosed as HIV positive,”” and aims to reduce the
rate of HIV transmission. This involves educating
HIV-infected individuals about transmission, safe sex
practices, disclosure to partners, and screening for
sexually transmitted infections (STTs).?

Post-exposure prophylaxis (PEP)  Short-term
antiretroviral therapy to reduce the risk of HIV
infection after potential exposure, either occupationally
or through sexual intercourse.'32133204

Pre-exposure prophylaxis (PrEP) A strategy that
involves use of antiretroviral therapy by people who
are HIV negative to reduce the risk of HIV infection
before a potential exposure.?”

Prevalence The total number of people with a specific
disease or health condition living in a defined
population at a particular time."”” HIV prevalence in
British Columbia is the total number of people living
with HIV infection (including those with AIDS) in
British Columbia at a particular time.

Rectal microbicide A type of rectal lubricant for anal
sex, currently being explored in clinical trials, which
contains antiretroviral medications to prevent HIV
infection. Rectal microbicides are intended to offer
both primary protection against HIV in the absence
of condoms and complementary and/or back-up
protection when condoms are used.?

Seroadaptive behaviours  Strategies for reducing risk and
preventing HIV that are based on knowledge of one’s
own and/or a partner’s HIV status. These behaviours

include serosorting and seropositioning.?**!

Seroconversion The development of detectable
antibodies to HIV in the blood as a result of HIV
infection. A person who goes from being HIV negative
to HIV positive is said to have seroconverted or is a
seroconverter.'?

Serodiscordant Relationships where one partner is
infected with HIV and the other is not."”

Seropositioning Also known as strategic positioning,
this is a seroadaptive strategy that involves choosing
sex acts based on HIV status.” This may include
taking a role during anal sex that reduces one’s risk
of HIV infection (being the insertive partner, if one’s
own status is HIV negative) or transmission (being the
receptive partner, if one’s own status is HIV positive).*!
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Serosorting A seroadaptive strategy that involves
choosing sex partners known to be the same HIV
status as oneself. 24!

Sex work Individuals who receive money, shelter,
services, or goods in exchange for sexual services,
either regularly or occasionally, and who may or may
not consciously define those activities as income-
generating.?>*"

Sexual identity How a person describes his/her own
sexual orientation (i.e., homosexual, bisexual,
heterosexual, or asexual). Common terms include gay,
lesbian, bisexual, queer, Two-Spirit, or straight.

Surveillance The ongoing collection, analysis, and
interpretation of data about a health condition or
disease, such as HIV. The objective of surveillance
is to assess the health status of populations, detect
changes in disease trends or changes in how the
disease is distributed, define priorities, assist in the
prevention and control of the disease, and monitor
and evaluate related treatment and prevention
programs.'?

Transgender, Transsexual, or Trans Trans is an umbrella
term that encompasses a diverse group of people
whose gender identity or expression is different from
prevailing societal expectations based on biological sex.*”®

Two-Spirited A term with a number of meanings in
different contexts. In contemporary times, Two-Spirit
may refer to lesbian, gay, or transgender people who
have adopted an identity that connects with sexuality
and gender traditions relevant to their respective
Indigenous culture. Historically, Two-Spirited persons
were First Nations and Métis people who held an
honoured gender or social status in their community.
There were variations in the cultural practices and
beliefs with respect to Two-Spiritedness across
communities in North America. In recent decades
this term has been reclaimed by members of various
First Nations in the context of decolonization and
acknowledging the strength and value of Two-Spirited
persons in their communities.*”

Viral load  see HIV viral load, Population viral load.

Viral ribonucleic acid (Viral RNA) RNA is the sole
genetic material of retroviruses. HIV carries its genetic
material in the form of RNA rather than DNA, which
is therefore known as viral RNA. Viral RNA is the
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first of the three different markers of HIV infection to

appear in the blood after HIV infection occurs (viral
RNA, p24 antigen, antibody).”

Western Blot test An HIV test that is considered the
gold standard for confirmation of HIV infection.
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Specimens that are reactive on EIA screening tests
and on Western Blot are considered to be confirmed
HIV-positive. The EIA-Western Blot combination

is estimated to have an overall sensitivity (accuracy)
0f 99.9 per cent and specificity (ability to identify a
negative result) of 99.9 per cent.”



Appendix B

Data Sources

To examine the HIV epidemic among gay and bisexual men in BC, this report draws on multiple provincial sources of
information examined through analyses by the BC Centre for Disease Control (BCCDC).

Data Source

Notes

BCCDC HIV and
AIDS Surveillance
System (HAISYS)

HIV data are derived from the provincial HIV and AIDS Surveillance System (HAISYS) housed at the
BCCDC. These data were extracted in June 2013 but are subject to change over time.

As these data are collected from case report forms completed by public health staff who follow-up new
HIV diagnoses, they are subject to limitations; for example, men may not volunteer the information that
they have sex with men. HIV cases are defined on the basis of a positive laboratory test, and so under-
represent true incidence and prevalence, as they only include people who have been tested for these
infections. Furthermore, analyses of HIV surveillance data were restricted to the time period of 2004

to 2012, due to known differences in data quality prior to HIV becoming a reportable disease in BC in
May 2003.% This change improved the quality of surveillance data in two key ways. First, identification
was improved for individuals who have a first HIV diagnosis in BC and were found to have a previous
HIV diagnosis outside BC, resulting in their exclusion from surveillance reports. This contributed to an
observed decline in new HIV diagnoses in BC since 2004. Second, documentation of exposure category
and ethnicity improved, resulting in a decrease in the proportion of new HIV diagnoses where exposure or
ethnicity is unknown. These data quality issues should be considered when comparing trends before and
after 2003.

Individuals newly diagnosed with HIV are assigned to “exposure groups” based on all likely routes of
exposure to HIV. In BCCDC reports, individuals who belong to more than one exposure group are
assigned to one group based on the following hierarchy:

1. gay, bisexual and other men who have sex with men;
people who use injection drugs;
heterosexual contact;
other exposure (receipt of blood products, occupational exposure, and perinatal transmission);
no identified risk/unknown.

ANl

Age groups in this report are assigned based on the date of birth on the case report form completed by the
diagnosing health care provider or a public health nurse as part of follow-up at the time of diagnosis. Birth
cohorts end at 1999 as there have been no new reported cases of HIV for men who have sex with men
born after 1999 in BC at the time of this report.

For more information about this data source, see the Technical Appendix of BCCDC’s STT Annual

Surveillance Reports available at www.bcedc.ca.
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Data Source

Notes

BCCDC STI
Information System

(STI-IS)

Sexually Transmitted Infection (STI) Surveillance Data

Data about infectious syphilis are derived from the STT surveillance database from the provincial STI
Information System (STI-IS) housed at the BCCDC. Infectious syphilis cases are defined on the basis of a
positive laboratory test, and so under-represent true incidence, as they only include people who have been
tested for these infections. As these data are collected from case report forms or clinic records completed by
public health staff who follow-up new syphilis diagnoses, they are subject to limitations; for example, men
may not volunteer the information that they have sex with men.

STI Clinic Data

Gonorrhea and chlamydia data were analyzed using data from the same provincial STT Information System,
which includes electronic medical records from STI clinics operated by the BCCDC in Vancouver. While
the gay and bisexual men who attend these clinics are not representative of the total population of gay and
bisexual men in BC, these clinics are considered to be “sentinel” clinics, and trends at these sites are likely
indicative of overall trends in this population.

For more information, see the Technical Appendix of BCCDC’s STI Annual Surveillance Reports available

at www.bccdc.ca.

Sex Now Survey

In partnership with the Community-Based Research Centre for Gay Men’s Health, four occurrences of
the Sex Now survey were analyzed. The Sex Now survey is a large, community-based online survey of gay
and bisexual men in BC, available both in English and French, that is conducted every 12-18 months.®
Survey participants are recruited through social media, gay organizations, sexual networking sites, and
word of mouth. While there are limitations to this survey administration style (e.g., it is not inclusive of
men who do not have Internet access, or are unable to answer survey questions in English or French),
online surveys are a common method for surveying gay and bisexual men in many jurisdictions.

Because this survey is freely available online, and we conducted these analyses based on all participants,
there is no age cut-off for survey participants. For analysis of trends in HIV testing in the past year, men
who self-reported as having HIV were not included in analysis, even if they may have tested positive in
the past year, as the survey does not collect date of HIV diagnosis for those who are HIV positive.

For analysis of trends by region, Sex Now survey participants were grouped into regions of the province
based on self-reported forward sortation area (FSA; the first three characters of postal code), with adjacent

regions combined on the basis of sample size.

For more information, see: www.cbrc.net/sexnow. In the 2011 Sex Now survey regions were defined as

follows:

¢ Vancouver Westend = V6G, VG6E (i.e., west of Burrard Street)

¢ Vancouver Downtown East = V5K, V5L, V6A, V6B, V6C, V6Z (i.e., Downtown Eastside + all
other downtown neighbourhoods not constituted by Westend FSA)

*  Vancouver City Centre = V5T, V5V, V5W, V5Y, V5Z, V6], V6H, V6M (i.c., area bounded by
False Creek and 49th Avenue, Arbutus Street and Knight Street)

*  Other Vancouver = all other FSA within boundaries of municipal Vancouver

¢ North Shore = West Vancouver and North Vancouver

* Burnaby = V3], V3L, V3N, V5A, V5B, V5C, V5E, V5G, V5H, V5]

* Richmond and Fraser South = Richmond, Surrey, Delta, White Rock

* North Fraser = Port Moody, Anmore, Coquitlam, Port Coquitlam, Belcarra, Maple Ridge, Pitt
Meadows

* Langley and Fraser East = Langley, Abbotsford, Mission, Chilliwack, Agassiz, Harrison, and
VOM FSA

e Greater Victoria = V8K, V8L, V8M, V8N, V8D, V8R, V8S, V8T, V8V, V8W, V8X, V8Y, V8Z,
V9A, V9B, VIC, VIE, VIG, VIL (i.e., Victoria, Sidney, Central Saanich, Salt Spring Island,
Ladysmith, Duncan)

e Other Vancouver Island = VOR, V9H, V9], V9K, VIL, VOM, V9N, V9P, VIR, VIS, VIT,
VoW, V9X, VoY
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Data Source

Notes

Sex Now Survey
(continued)

* Interior = Kamloops, Kelowna, and the following FSA: VOA, VOB, VOG, VOH, V0K, V0X,
V1A, V1B, V1C, V1E, VIH, V1K, V1L, VIN, VIR, V1T, V2A, V2], V4V

*  North (Northern BC) = Prince George and the following FSA: VOC, V0], V1G, V1], V2G,
V8C, V8G, V8]

180 of the 190 total FSA in British Columbia were represented. The following FSA cross boundaries of
multiple regions and were therefore excluded (2%): VON, VOP, V8A, V8B.
3% of FSA were invalid (i.e., did not conform with Canada Post formatting requirements or are not

British Columbia FSA).

The total number of participants in the survey varied for each year the survey was conducted:
* 2007: N=1,416
e 2008: N=1,288
e 2010: N=1,428
e 2011: N=1,805

The Public Health
Agency of Canada.
Estimates of

HIV Prevalence
and Incidence in
Canada, 2011

Estimates of HIV incidence and prevalence are based on HIV surveillance data that do not track
undiagnosed/untested cases. Therefore, modelling and additional sources of information were used to
estimate incidence and prevalence. The Public Health Agency of Canada uses a slightly different hierarchy
for exposure groups than BCCDC, separating men who have sex with men and use injection drugs

into an additional exposure group. “Heterosexual (non-endemic)” refers to heterosexual contact with a
person who is either HIV-infected or at risk for HIV or where heterosexual contact is the only identified
risk. “Heterosexual (endemic)” refers to heterosexual contact with a partner originating from a country
where HIV is endemic. “Other” includes recipients of blood transfusion or clotting factor, occupational
transmission, and perinatal transmission. For more information, please see the source publication.”

Public Health
Agency of Canada.
HIV Transmission
Risk: A Summary of
the Evidence, 2012

This 2012 Public Health Agency of Canada evidence review provided estimates of per-act risk of HIV
acquisition based on published estimates from other studies. Estimates for sexual acts are taken from
studies where condoms were not used or rarely used, or with adjustment for condom use, and represent
per-act risk without protection.

The authors describe the following limitations to these estimates:

i) Within each act or route of transmission, estimates are from multiple settings and vary widely,
likely due to the role of behavioural and biological cofactors (such as partner concurrency or
concomitant STT infection).

ii) The majority of studies were carried out before the advent of HAART, and estimates reflect the
risk associated with the average viral load of individuals with untreated chronic HIV infection
(note that per-act risk of acquisition will be lower if the HIV-positive partner is undergoing
treatment with HAART and therefore has a lowered or suppressed viral load).

In this report, estimates for the increase in per-act risk of HIV acquisition by viral load were calculated
using published methods with the following assumptions:
i) Each logl0 increase in plasma HIV-1 RNA increases the per-act risk of transmission 2.9-fold for
all sex acts.
ii) Assumes risk of acquisition per act in the absence of treatment is 1.5 per cent for receptive anal
intercourse, and 0.1 per cent for insertive anal intercourse.

The BC Centre for
Excellence in

HIV/AIDS

Data on trends in monitored HIV viral loads and CD4 counts at initiation of treatment, for clients in
the provincial Drug Treatment Program who identify as gay, bisexual, or other men who have sex with
men. CD4 counts and plasma viral load levels are based on the most recent test date within the six
months prior to the start date of antiretroviral or HAART therapy. These data were provided for this
report in September 2012.
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Data Source

Notes

Vancouver Coastal

Vancouver Coastal Health Authority provided data on CD4 count at time of HIV diagnosis and time to

Health Authority entry into HIV primary care for gay, bisexual, and other men who have sex with men who were newly
diagnosed with HIV in the Vancouver Coastal region. These data were based on a linkage between
Vancouver Coastal Health HIV surveillance data and the BC Centre for Excellence in HIV/AIDS drug
treatment registry.

The McCreary Researchers from the University of British Columbia School of Nursing, in partnership with McCreary

Centre Society. Centre Society, conducted an analysis of data from the McCreary Centre Society ‘s 2008 BC Adolescent

2008 BC Adolescent | Health Survey for this PHO report. The BC Adolescent Health Survey is a school-based survey of students

Health Survey in grades 7 to 12 across BC. Some of the analyses conducted for this report were based on the 13,000+

male students who indicated their sexual orientation (including heterosexual students); other analyses
focused solely on the 2 per cent of the sample who identified as gay or bisexual, half of whom were sexually
experienced.
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Appendix C

New HIV Diagnoses in Gay
and Bisexual Men in BC

This table demonstrates variation in new HIV diagnoses by birth cohort, ethnicity, and stage of infection. For discussion of

these variables, see Chapter 3 and Tables 3.1, 3.2, 3.3, and 3.4.

Distribution of New HIV Diagnoses in Gay and Bisexual Men,
by Health Authority, Birth Cohort, Ethnicity,
and Stage of Infection, BC, 2004-2012

Percentage of Diagnoses
in Gay and Bisexual Men

BC

: Diagnoses in Gay and Percentage of Diagnoses in Gay and
; Population Bisexual Men Bisexual Men by Birth Cohort i Self-
Health Authority Diagnoses b et Identified
HIV Identified  as Other
: as Ethno-
Disease at o
Diagnosis Aboriginal ~ Cultural
Minority
Number Number Percent  1920-1959 1960-1979 1980-1999
Interior 152 49 32% 29% 57% 14% 35% 10% 8%
Fraser 677 250 37% 21% 56% 24% 14% 5% 22%
Vancouver Coastal 1,659 1,071 65% 17% 61% 22% 7% 4% 25%
Vancouver Island 378 114 30% 20% 57% 24% 11% 2% 8%
Northern 214 15 7% 20% 73% 7% 33% 47% 13%
BC 3,103 1,507 49% 18% 60% 22% 10% 5% 22%

Notes: The number of new HIV diagnoses does not reflect the actual number of new HIV infections (HIV incidence), as untested individuals are not included, and due to delays
between infection and testing/diagnosis. Advanced HIV disease at diagnosis is defined as having an AIDS diagnosis and case report within 12 months of the date of first positive
HIV test. Ethnicity data based on self-identification. If known, regions assigned based on health authority of residence; otherwise, where clients were tested. Use caution when
interpreting age- and ethnicity-related sub-groups in some regions due to small sample size. These data were extracted in June 2013 but are subject to change over time. For
more information about this data source, see Appendix B.

Source: HIV and AIDS Surveillance System database, BC Centre for Disease Control. Prepared by Epidemiology and Surveillance, Clinical Prevention Services, BC Centre for
Disease Control, June 2013. Additional preparation by the BC Office of the Provincial Health Officer, and the Population Health Surveillance, Engagement and Operations
Branch, BC Ministry of Health; March 2014.
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