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Media Backgrounder

Frequently asked questions about HIV/AIDS

This document covers some of the commonly asked questions about HIV/AIDS and the Australian and NSW response to HIV. 

(What is the history of HIV/AIDS in Australia?

The first cases of AIDS were diagnosed in Sydney’s gay community in 1982 and 1983, with the first deaths occurring in 1983. The early years of AIDS in Australia were characterised by widespread fear and anxiety, with limited information about the nature of the illness and its route of transmission leading to hysteria in some quarters.

In the face of this crisis, the gay communities of Sydney and Melbourne acted to respond to AIDS at a community level, forming organisations to care for people with HIV (such as the Bobby Goldsmith Foundation, the Community Support Network and Ankali) and to advocate on behalf of people living with and affected by the disease (the AIDS Councils of Victoria and NSW, formed in 1983 and 1985 respectively).

In 1988, at the national AIDS conference held in Hobart, a group of activists took to the stage at the closing ceremony and publicly identified themselves as living with HIV, a key moment in the development of AIDS activism in Australia. This event led to the formation of state-based organisations to represent people living with HIV, including People Living with AIDS NSW, now called Positive Life NSW, which was formed in September 1998.

In Australia, men who have sex with men make up the largest group of people with HIV, and the majority of new infections – 84 percent – continue to occur among gay and homosexually active men. At the end of 2007, there were approximately 18 000 people living with HIV in Australia, and a further 6723 have died.

(What is the difference between HIV and AIDS?

HIV stands for Human Immunodeficiency Virus, the virus that causes AIDS – Acquired Immune Deficiency Syndrome.

HIV is a retrovirus – a type of virus that is based on RNA instead of DNA. It is transmitted from human to human via blood, semen and vaginal fluids. The most common ways in which this happens is during unprotected sexual intercourse (anal or vaginal sex without a condom) or by sharing injecting equipment. 

HIV can also be spread from mother to child, either during pregnancy or via breast milk, or via occupational exposure such as when a health worker experiences an accidental needlestick injury, however these forms of transmission are rare in Australia. Prior to the commencement of screening of blood donations in 1985, a number of cases of HIV transmission from infected blood and blood products also occurred, however Australia’s blood supply is now well safeguarded against HIV and other blood-borne viruses.

AIDS is the name given to the syndrome, characterised by a loss of immune function, which typically develops after several years of untreated infection with HIV. People with AIDS are highly susceptible to the development of so-called opportunistic infections – diseases that are combated by the individual’s immune system in those without immune suppression, but which can be life-threatening in people with AIDS. 

HIV and AIDS are not the same thing. HIV is the infective agent that is spread from person to person; AIDS is the condition to which, without treatment, HIV infection almost always progresses. This distinction means you can’t ‘give someone AIDS’ or ‘catch AIDS’. 

When referring to HIV and AIDS collectively, the usual expression is ‘HIV/AIDS’ (e.g. ‘the HIV/AIDS epidemic’). However in recent years there has been a shift away from the use of the term ‘AIDS’ in the west, reflecting the changing reality of HIV medicine and treatments. 

HIV infection is normally diagnosed via a blood test which looks for the presence of antibodies to HIV – an ‘HIV antibody test’ or ‘HIV test’ (the term ‘AIDS test’ is incorrect). Because it can take up to three months for the body’s immune system to produce antibodies to HIV (the ‘window period’), antibody tests performed soon after infection can be negative even though infection has occurred. 

(Where can I find information about the current epidemiological trends in Australia?

The National Centre in HIV Epidemiology and Clinical Research (NCHECR), based at the University of NSW, undertakes national surveillance of HIV in Australia and publishes an Annual Surveillance Report with detailed information about the number of HIV notifications, AIDS deaths and other epidemiological information about the HIV epidemic in Australia.

The information below is taken from the most recent report, published in 2007.

· By 31 December 2006, 26 267 diagnoses of HIV infection, 10 125 diagnoses of AIDS and 6723 deaths following AIDS had occurred in Australia. Of these, 12 986 diagnoses (55%) and 3737 deaths (57%) have occurred in NSW.

· The number of new HIV diagnoses in Australia increased by 31% between 2000 and 2006. In NSW, however, the increase in new infections has been very small (less than 9%) over the same period.

· Differences between the states and territories were observed in recent trends of newly diagnosed HIV infection. NSW recorded a stable population rate in 2002–2006 at around 6.1 per 100 000 population whereas rates increased in Queensland, South Australia, Victoria and Western Australia, from 3.5, 2.0, 4.5 and 2.4 in 2002 to 4.0, 4.1, 5.6 and 3.5 in 2006, respectively. 

· The number of diagnoses of newly acquired HIV infection increased from 245 in 2002 to 304 in 2006. 

· HIV continued to be transmitted primarily through sexual contact between men. 

· The per capita rate of HIV and AIDS diagnosis in Australia was at least five times higher among people born in countries in sub-Saharan Africa than among Australian born people. In the past five years, sixty percent of cases of HIV infection attributed to heterosexual contact were in people from high HIV prevalence countries or their sexual partners. 

Copies of the Annual Surveillance Report and other information about HIV epidemiology are available from the NCHECR website <www.nchecr.unsw.edu.au>.

(Where can I find information about the social factors affecting people living with HIV?

The National Centre in HIV Social Research (NCHSR), based at the University of NSW, and the Australian Research Centre in Sex, Health and Society (ARCSHS), based at La Trobe University in Melbourne, are the key research bodies investigating the social factors affecting HIV transmission and living with HIV in Australia. Two of the key research projects are summarised below.

The NCHSR conducts Gay Community Periodic Surveys in Sydney, Perth, Adelaide, Melbourne, Queensland and Canberra, which regularly report on gay men’s self-reported HIV status and the sexual practice and drug use of gay men. Since their inception in 1996, these surveys have provided detailed and valuable data on trends in safe sex, risk reduction and other factors affecting HIV transmission in Australia.

The HIV Futures study at ARCSHS is based on a survey conducted every two years since 1997, and provides an in-depth examination of the lived experience of people living with HIV. Subjects covered by this study include health and treatments, access to services, social relationships and social isolation, accommodation, employment, finances and discrimination.

Copies of the reports of these and other social research studies are available from the NCHSR <nchsr.arts.unsw.edu.au> and ARCSHS <www.latrobe.edu.au/arcshs> websites.

(What is the Australian HIV/AIDS partnership?

Australia’s response to HIV/AIDS is undertaken by a partnership between state and federal governments, community organisations and the research and clinical sector.

In all states and territories, a state AIDS Council undertakes HIV prevention, education and support work, and in most states a second organisation exists to directly represent people living with HIV. In NSW the relevant organisations are ACON (formerly the AIDS Council of NSW) and Positive Life NSW (formerly People Living with HIV/AIDS NSW).

State and territory AIDS Councils and PLWHA organisations are supported by peak organisations representing the HIV sector at a national level – the Australian Federation of AIDS Organisations (AFAO) and the National Association of People Living with HIV/AIDS (NAPWA).

The federal government also provides funding for three National Centres to conduct clinical, social and virological research.

A comprehensive National HIV/AIDS Strategy is adopted and regularly renegotiated between the members of the partnership, to identify priority areas for action and funding of a coordinated response. The current (fifth) National HIV/AIDS Strategy runs from 2005 to 2008 – the sixth National Strategy is under development now.

The key partner organisations (for NSW and nationally) are:

	
	NSW
	National

	Government
	NSW Department of Health (NSWHealth)
	Commonwealth Department of Health and Ageing (DOHA)

	Community
	ACON (formerly the AIDS Council of NSW)
	Australian Federation of AIDS Organisations (AFAO)

	
	Positive Life NSW (formerly People Living with HIV/AIDS NSW)
	National Association of People Living with HIV/AIDS (NAPWA)

	
	Sex Workers’ Outreach Project (SWOP)
	Scarlet Alliance (national sex worker advocacy organisation)

	
	NSW Users and AIDS Association (NUAA)
	Australian IV League (AIVL) (national injecting drug user advocacy organisation)

	Research
	National Centre in HIV Epidemiology and Clinical Research (NCHECR)

	
	National Centre in HIV Social Research (NCHSR)

	
	Australian Centre for HIV and Hepatitis Virology Research (ACH2)

	Clinical
	Australasian Society for HIV Medicine (ASHM)


(What are some of the major issues affecting people living with HIV?

Discrimination: although discrimination against people based on their HIV status is illegal, people living with HIV still report high levels of less-favourable treatment in obtaining accommodation, accessing health services, obtaining life insurance, and in the workplace. 

Stigma: despite substantial efforts to educate the public about HIV, it remains a highly stigmatised condition. HIV-related stigma refers to the various ways in which people with HIV, and members of communities affected by HIV, are affected by prejudice, discounting, ostracism or shunning. The association between HIV and marginalised communities and activities (e.g. homosexuals, sex workers, drug users, immigrants) helps to reinforce this stigma, which can occur in the form of sexual rejection, violence, exclusion from family or community or other forms.

The media’s role in perpetuating stigma against people with HIV is important. Journalists and editors should make every effort to report on HIV and people with HIV in a way that does not unfairly stigmatise or stereotype those living with the virus. For further information, see the Positive Life NSW media backgrounder Reporting on HIV: a guide for journalists and editors.

Poverty: in recent years, the HIV Futures study (see above) has highlighted the large proportion of people with HIV living in poverty. In the most recent report, 28.3 percent of respondents were classified as living below the poverty line. A substantial number of people with HIV are dependent on government benefits such as the Disability Support Pension, and all people with HIV incur costs in managing their illness, such as prescription and consultation co-payments.

Social exclusion: people living with HIV, especially older PLWHA, those living in poverty, and those with comorbidities such as hepatitis B/C or mental illness, are likely to experience varying degrees of social isolation or exclusion, including from within their own communities.

Legal: there are a number of legal restrictions that affect people with HIV. Laws criminalising non-deliberate HIV transmission have been criticised for placing an undue emphasis on the responsibility of people with HIV and ignoring the concept of shared responsibility. In NSW, people with HIV are legally required to disclose their HIV status before having sex, even if the sex will be completely safe, an infringement on the right to privacy which is unique to NSW. Positive people travelling overseas are not legally able to enter some countries (including the USA) without disclosing their HIV status.

(What are HIV treatments?

Advances in HIV treatments in recent years have largely eliminated deaths from AIDS in Australia, however these treatments are not a cure and people with HIV continue to experience significant illness, including side effects and toxicities, related to treatment.

There are currently 25 drugs approved in Australia for HIV treatment, and a number of as-yet-unapproved drugs made available via clinical trials or compassionate access schemes. Approved drugs are subsidised by the Pharmaceutical Benefits Scheme (PBS) under the section 100 (S100) provision for highly specialised and/or expensive medicines. The S100 scheme restricts access to these drugs to specialists and properly trained and certified general practitioners (S100 prescribers).

The current standard of care is the use of multiple drugs (typically three or four different medications) in combination. By combining drugs from multiple classes, HIV replication can in most cases be reduced to very low levels, delaying the onset of AIDS by many years and enabling people with HIV to live for normal, or near-normal, lifespans. Careful treatments adherence (taking all prescribed doses on the correct schedule, typically twice a day) is required to prevent the development of treatments resistance and failure.

Most people on HIV treatments experience some side effects, which can range from common, tolerable side effects such as nausea, vomiting and loss of appetite, to serious and potentially life-threatening events such as pancreatitis, severe hypersensitivity reactions and kidney and liver toxicities.

In recent years clinical evidence has shown that a range of serious long-term treatment toxicities can occur in people who take HIV treatment over many years. These include abnormalities in lipid and cholesterol metabolism, ranging from elevated blood fat levels to abnormal redistribution of body fats (lipodystrophy/lipoatrophy); increased risk of heart and artery disease and of type-2 diabetes; disorders of bone metabolism such as osteoporosis and osteopenia; and other toxicities.

(Is HIV on the rise in Australia? If so, why? 

Recent years have seen a rise in the number of people diagnosed with HIV across Australia, although in NSW there has been no significant increase for some years. There is no one reason for this increase, nor is there universal agreement about the causes. Some of the reasons that have been suggested include:

· A decrease in the number of gay men reporting unprotected anal intercourse (although it is true that most gay men practice safe sex all or most of the time, and use other risk reduction strategies);

· A reduced level of fear and anxiety about becoming HIV-positive, due to improvements in treatments;

· An increase in the number of sexually-active positive people in the community, including HIV-positive gay men and others;

· ‘Safe sex fatigue’ – the notion that after 25 years, gay men’s capacity to continue to practice safe sex has diminished;

· A lack of investment in HIV prevention programs by governments, particularly in Victoria and Queensland; and

· A lack of awareness of the continuing risk of HIV, especially among young people.

(What efforts are being made towards prevention?

HIV awareness and safe sex promotion campaigns, especially among people at risk of HIV, continue to be the cornerstone of HIV prevention work in Australia. Promoting and reinforcing condom use, encouraging voluntary testing, and reducing the stigma and discrimination faced by people with HIV are key parts of this effort.

Australia has been at the forefront of acceptance of the place of HIV risk reduction strategies, including partner reduction, disclosure and partner selection based on HIV status (‘serosorting’), ‘negotiated safety’ (agreeing to unprotected sex within a stable relationship) and ‘strategic positioning’ (choosing less risky sexual activities or roles). 

The development of biomedical prevention technologies is a key focus of research that is likely to be of increasing importance in coming years. These technologies include:

· Post-exposure prophylaxis (PEP) – the use of HIV treatments, for a limited period, following accidental exposure to HIV (sexual or occupational). Given within 72 hours following exposure, PEP has been shown to substantially reduce the risk of HIV infection. 

· A preventative vaccine. Despite substantial research efforts over many years, no vaccine for HIV exists or is likely to exist in the near future, however research in this area is ongoing.

· Microbicides. The development of a cream or gel that could be applied vaginally or anally to reduce the risk of HIV infection continues to be a goal, particularly for women in developing countries. 

· Circumcision. Several large trials in Africa have shown that male circumcision can reduce the risk of HIV infection by as much as 60 percent. This approach has been taken up with enthusiasm by some African countries, but its long-term effectiveness remains controversial and it has not been recommended as an HIV prevention technique in Australia.

· Encouraging treatment uptake. By reducing HIV viral load, treatments are known to reduce the risk of an HIV-positive person transmitting HIV, but Australian HIV authorities have questioned the degree to which this can be relied upon as an individual risk reduction strategy.

· Pre-exposure prophylaxis (PrEP) – the use of HIV treatments as a prevention measure in people at risk of HIV. Several large studies are underway and results are expected from next year.

(What is the international context?

Although Australia was one of the first countries in the world to report cases of AIDS, our HIV epidemic has largely been contained. This is due to the long-standing co-operation between members of the HIV partnership, engagement by affected communities, and willingness by governments to enact policies supported by scientific evidence (such as the availability of clean injecting equipment for drug users).

Internationally, economically and socially similar countries such as the United States and Britain have larger numbers of people with HIV (per capita) and more generalised epidemics.

In our region, there are several countries with significant HIV burdens. Papua New Guinea and Indonesia in particular have large numbers of people infected, with limited health infrastructure and cultural, literacy and language barriers to education. Australia, through AusAID, AFAO and NAPWA, is actively involved in assisting these countries in responding to the challenge of HIV.

Globally, an estimated 33 million people were living with HIV at the end of 2007, the majority in developing countries where the availability of treatments is severely limited. In 2007 there were an estimated 2 million deaths from AIDS-related causes, almost all of these in developing countries.

(Where can I find out more?

For further information about the issues raised in this document, contact Positive Life NSW on (02) 9361 6011, or visit positivelife.org.au.

(Glossary

ACH2 — Australian Centre for HIV and Hepatitis Virology Research

ACON — AIDS Council of NSW (see AIDS councils)

acquired immunodeficiency syndrome (AIDS) — a syndrome defined by the development of opportunistic infections resulting from immune system damage caused by advanced Human Immunodeficiency Virus (HIV) infection. 

adherence — adherence to drug therapy in order to maximise viral suppression and avoid the development of resistance. This can be difficult due to the number of tablets that need to be taken, dose frequency, and side effects. 

AFAO — Australian Federation of AIDS Organisations, peak organisation representing state and territory AIDS councils, NAPWA, AIVL and Scarlet Alliance. 

AIDS councils — community-based organisations which exist in each state and territory to provide education, support and care for people affected by HIV/AIDS or at risk of infection. 

AIVL — Australian IV League, the national organisation representing educational and support groups for people who inject drugs. 

antiretroviral — a drug that inhibits the replication of retroviruses such as HIV. 

ASHM — Australasian Society for HIV medicine, national organisation representing the HIV clinical sector.

CD4 cell — otherwise known as a T-cell, T4-cell, T-helper cell. These cells orchestrate the immune system’s response to infection and is the cell mainly targeted by HIV. 

combination therapy — see HAART.

communicable disease — an illness caused by a specific infectious agent or its toxic products, that arises through transmission of that agent or its products from an infected person to a susceptible host. 

drug resistance — can occur when HIV goes through genetic changes when it replicates, which allows the virus to escape the control of a drug, or a whole class of drugs. 

entry inhibitor — a class of antiretrovirals which work by preventing entry of the virus into the CD4 cells. 

epidemic — a disease attacking many in a community simultaneously. 

epidemiology — the study of the health of particular populations and the application of this knowledge to control health problems. 

gay man — a homosexually active man who identifies himself as gay or is attached to the gay community, or both. Education programs differentiate between gay men and other men who have sex with men (MSM). 

HAART — Highly Active Antiretroviral Therapy, the use of two or more types of treatment in combination to achieve optimum results in suppressing HIV. 

haemophilia — a hereditary blood disorder which prevents blood clotting.

Haemophilia Foundation of Australia — the national body representing state and territory community-based organisations for people with haemophilia and their families. 

health promotion — a broad, holistic and environmental understanding of health, with an emphasis on equity and social justice, as a means of improving health via education, social mobilisation and advocacy. 

hepatitis — liver inflammation, often caused by one of a number of viruses (hepatitis A, B, C, D, E, G). 

HIV — human immunodeficiency virus, the human retrovirus that can cause AIDS. 

incidence — the number of new cases of a disease in a defined population over a defined period (usually measured annually). 

integrase inhibitor — a class of antiretrovirals which work by suppressing the enzyme integrase. 

MACASHH  — Ministerial Advisory Committee on AIDS, Sexual Health and Hepatitis, the Commonwealth Department of Health and Ageing’s high level expert committee, providing advice on issues relevant to HIV/AIDS, sexually transmissible infections and hepatitis C.

microbicide — a cream or gel which prevents or reduces the risk of HIV infection when applied to the vagina or anus before sex. At present there are no microbicides which have been shown to be effective in HIV prevention, but research is continuing.

MSM — men (or man) who has sex with men, whether or not he identifies as gay or bisexual.

NAPWA — National Association of People Living with HIV/AIDS, the national peak organisation representing state- and territory-based organisations for people living with HIV. 

National HIV/AIDS Strategy — a framework for a co-ordinated and coherent national response to HIV/AIDS. Stakeholders include Commonwealth, State and Territory governments, community groups and non-government organisations. Since 1989, five national HIV/AIDS Strategies have been implemented. 

NCHECR — National Centre in HIV Epidemiology and Clinical Research

NCHSR — National Centre in HIV Social Research

needle and syringe programs — authorised programs that distribute, safely dispose of, or sell needles, syringes and other injecting equipment, as well as provide public health information to people who inject drugs. 

negotiated safety — a risk-reduction strategy in which partners in a stable relationship agree to have unprotected sex following verification of their HIV-negative status.

non-nucleoside analogue — a type of reverse transcriptase inhibitor.

nucleoside analogue — a type of reverse transcriptase inhibitor.

opportunistic infection — an infection which rarely causes illness in people with intact immune systems, but which can become life-threatening for someone with HIV whose immune system is compromised. 

Ottawa Charter for Health Promotion — a charter adopted in 1986 and co-sponsored by the World Health Organisation. Australia is a signatory to the Ottawa Charter. 

pandemic — a disease affecting or attacking the population of an extensive region. 

peak organisation — a national organisation whose members are state and territory-based organisations.

peer education — any education process devised and implemented by members of a population group which aims to alter the behaviours and attitudes of other members of the group, for example, gay men delivering gay education programs. 

PEP — Post-Exposure Prophylaxis, the use of antiretroviral drugs to prevent HIV infection following accidental exposure to the virus.

PLWHA — person (or people) living with HIV/AIDS.

pre-ejaculate — a clear liquid that lines the urethra during sexual stimulation and can be released prior to ejaculation. 

PrEP — Pre-Exposure Prophylaxis, the (as yet unproven) idea that HIV infection can be prevented by taking antiretroviral drugs prior to exposure.

prevalence — the total number of all people who have an attribute or disease at a particular time, divided by the total population at this time. 

prophylaxis — treatment or drugs intended to prevent an infection or disease. 

protease inhibitor — an antiretroviral that inhibits protease – an enzyme HIV needs for replication.

replicate — when the virus produces copies of itself. 

resistance — see drug resistance.

reverse transcriptase inhibitor — a drug that inhibits reverse transcriptase, an enzyme that is important to the function of HIV. 

risk practice — any behaviour, sexual or otherwise, that can transmit HIV. 

risk reduction — a spectrum of strategies designed to reduce the risk of acquiring or transmitting HIV, either in place of or in combination with safe sex. 

safe sex, safe sexual practice — sexual activity in which there is no exchange of body fluids such as semen, pre-ejaculate, vaginal fluids or blood. 

Scarlet Alliance — the national forum of state and territory based organisations representing sex workers. 

seroconversion — the development of a detectable level of antibodies that occurs after a person has been exposed to, and become infected by, a virus such as HIV. 

serosorting — a risk reduction strategy involving seeking out partners with the same HIV status, especially among HIV-positive gay men.

strategic positioning — a risk reduction strategy involving choosing less-risky sexual activities or roles, either alone or in combination with safe sex.

surveillance — the continuing scrutiny of all aspects of occurrence and spread of a disease. 

viral load — the amount of HIV in blood or semen.

Glossary adapted from AFAO/ANCARD HIV/AIDS Media Guide, 2nd ed., 2000.
