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FPH submission to the House of Lords Select Committee on HIV and AIDS in the UK                             – Call for evidence

About the UK Faculty of Public Health

The UK Faculty of Public Health (FPH) is the standard setting body and the leading professional body for public health specialists in the UK. It aims to advance the health of the population through three key areas of work: health promotion, health protection and healthcare improvement. In addition to maintaining professional and educational standards for specialists in public health, FPH advocates on key public health issues and provides practical information and guidance for public health professionals.
We welcome the opportunity to submit evidence to the House of Lords Select Committee on HIV and AIDS in the UK. 

Monitoring

a. How robust is the current system for monitoring the number of people with HIV in the United Kingdom? 

The current system works well. The Health Protection Agency (HPA) is responsible for coordinating the collection and analysis of surveillance data across the UK and the nature and quality of the data available are illustrated by the HPA’s latest annual report: HIV in the UK, 2010 Report.
The strengths of the current system lie in the fact that it is based on a variety of complementary data sources (e.g. clinician reports, laboratory reports, serosurveillance data from unlinked anonymous testing), data collection, collation and analysis are managed by a single body with appropriate public health expertise, and the system is coordinated across the four UK countries.

HIV is not a statutorily notifiable condition and therefore surveillance is dependent on the willingness of clinicians to voluntarily report cases, as requested by the Chief Medical Officers. However, this has not impaired the robustness of the surveillance system and it therefore seems appropriate that this arrangement should continue.
b. Will the proposed public health reforms impact on this system? 

It is intended that Public Health England incorporates all the existing functions of the HPA. It is important that this should include responsibilities for all aspects of surveillance. 
One threat to this is the possibility that routine data collection might in future be managed by the NHS Information Centre (NHSIC). This would have the effect of separating data collection from data analysis and interpretation and could adversely affect the quality and validity of the information available on people with HIV.

Another issue is the independence and credibility of advice provided on HIV, both when dealing with local incidents and with aspects of national policy. There is a risk that advice provided by the new service will not be seen as independent of government unless measures are put in place to safeguard professional integrity. 

At the local level, it will be important that local health protection units continue to work in close collaboration with NHS and other partners on all aspects of their work relating to HIV including providing advice on infection control, managing local incidents, and developing local policies and programmes.
c. Could anything be done to improve monitoring? 

The main area of weakness is probably the monitoring of HIV at local level. These are quite limited, particularly in primary care. All patients who access care are monitored through an annual survey – the Survey of Prevalent HIV Infection Diagnosed (SOPHID). As the prevalence of chronic HIV becomes increasingly common, these data will take on greater importance for the planning and provision of local services for prevention and care.

There is a need to ensure that the recent decision to repeal the AIDS (Control) Act 1987 does not diminish the availability of relevant local information.
d. What groups in particular are at risk from HIV?

Most HIV transmission occurs in groups with a high HIV prevalence and high levels of risk behaviour. Currently, in the UK these are men who have sex with men and heterosexuals who have acquired infection abroad.

Prompt diagnosis and rigorous contact tracing e.g. through partner notification are therefore likely to be the most potent approaches to prevent spread.

Prevention

a. Is government policy sufficiently focused on HIV prevention? 

Government policy is not sufficiently focused on HIV prevention. The profile of HIV is much lower than it was in the 1980s, yet the prevalence of HIV is higher than ever before. 

In the past, the focus has tended to be on prevention by reducing behavioural risk. This is still important, particularly as public awareness of HIV has fallen. It also remains an important issue among groups with high prevalence of HIV such as men who have sex with men and black Africans.

With the development of successful treatment for HIV and its dramatic impact on life expectancy, there is also a real need to give greater publicity to the availability and desirability of HIV testing. Once a person knows they have HIV, they can access appropriate care and they are more likely to take precautions to prevent spread.

b. Have the right groups been targeted in recent prevention campaigns? 

Yes, current HIV prevention campaigns focus predominantly on the groups at highest risk including men who have sex with men and injecting drug users. Initiatives to promote HIV testing will also need to target these groups, but will also need to target people living in communities or areas with high HIV prevalence.  

c. To what extent have prevention initiatives targeted at injecting drug users been successful?

Harm reduction programmes, particularly needle exchange schemes, have had a considerable role in preventing spread of HIV among injecting drug users. It is important to ensure that these continue to be provided in an appropriate way. Though the prevalence of HIV in injecting drug users remains low in most areas, other blood borne viruses like hepatitis B and hepatitis C remain common and there is evidence of ongoing transmission. Younger, newly started injecting drug users and prison inmates are particularly vulnerable.

d. How could prevention initiatives be better delivered and evaluated?

HIV prevention should be a priority for the NHS and public health services in all four UK countries. There should be more coordination of prevention with HIV treatment and care services and greater incentives to encourage local healthcare providers and Directors of Public Health to increase their focus on HIV prevention. All new prevention initiatives should include an evaluation plan as an integral component. 

Testing

a. Are current testing policies adequate across the country? 

At the moment, HIV testing is mostly carried out through genito-urinary medicine and sexual health clinics. Universal testing is recommended in this setting, though it is not always carried out and it should be more carefully monitored.

Testing needs to be made much more widely available and to become routinely offered in hospital and primary care settings. 

The British HIV Association provides guidelines on a wide range of groups that are considered at higher risk of HIV and this could form the basis for promoting a more extended policy on testing.
b. What can be done to increase take-up rates? 

Routinely offering HIV testing appears to be acceptable to both patients and staff. Experience with antenatal screening has shown that making HIV testing routine can dramatically increase uptake. The key is therefore to make HIV testing a national priority and to make it more widely available, ideally in a variety of healthcare settings. 

NICE has issued draft guidance on increasing the uptake of HIV testing among men who have sex with men and black Africans. 

Treatment

a. How can the NHS best commission and deliver HIV treatment? 

Commissioning and delivery of HIV treatment should be normalised. In some ways, it is analogous to treatment for cancer where developments in combination therapy have led to rapidly improving survival rates. For HIV, there should be similar emphasis on the importance of early diagnosis, prompt referral, access to optimal treatment, and careful monitoring of clinical outcomes. 
b. What impact might the proposed new commissioning reforms have on HIV treatment? 

Cost

a. Have cost considerations been satisfactorily balanced with public health imperatives in HIV:

(i) Prevention policy?

Increased testing will result in earlier diagnosis and incur greater treatment costs. These are, however, offset by a reduction in onward transmission and a reduction in the complications associated with late presentation. 

The HPA’s annual report on HIV for 2009 estimated that preventing one new HIV infection would save the between £280,000 and £360,000 in lifetime costs. Preventing all UK-acquired HIV infections newly diagnosed in 2008 would have resulted in a saving of around £1.1 billion in healthcare costs.

(ii) Treatment policy?

b. Is research funding correctly prioritised?

In the 1980s and 1990s, the UK Health Departments provided funding to the MRC for a programme to tackle the spread of the HIV/AIDS epidemic. This programme initiated a large number of studies which informed national policy-making and placed the UK at the forefront of HIV/AIDS research. It included the National Survey of Sexual Attitudes and Lifestyles, unlinked anonymous testing surveys, and work on prevalence and risk behaviours among prisoners and sex workers. 

Currently, however, the strategy for HIV research in the UK is much less clear without the same focus on prevention. For example, there has been little research into barriers to HIV testing and evaluation of initiative to promote testing uptake, particularly among vulnerable groups.

Stigma

a. What impact does stigmatisation of those with HIV have on those infected, and on addressing HIV as a public health problem? 

Stigma is a barrier both to HIV prevention and care. It can, for example prevent people from coming forward for testing or to access treatment and care. It may also make staff more reluctant to offer testing as well as hindering partner notification.  
Public education and awareness-raising can reduce the stigma associated with HIV. This is particularly important in groups who may also be stigmatised for reasons of race or sexuality.
b. Where are problems of stigmatisation most acute?

c. What measures are currently taken to tackle HIV stigmatisation? What more should be done?

UNAIDS (2007) have produced resources for national stakeholders entitled: ‘Reducing HIV stigma and discrimination: a critical part of national programmes’.

It requires multi-faceted action at all levels but with a clear national lead. This implies making HIV a national public health priority as well as ensuring that it is given priority by the NHS, social care, and public health services. People with HIV also need to know that they can expect full support from other agencies and services and from the legal system. 
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