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Key findings and prevention implications   
 
An estimated 107,800 (95% credible interval 101,600-115,800) people were living with HIV in 
the UK in 2013. The overall prevalence was 2.8 per 1,000 population aged 15-59 years (1.9 
per 1,000 women and 3.7 per 1,000 men). A quarter (24%, 26,100) of people estimated to be 
living with HIV were unaware of their infection and remain at risk of passing on their infection if 
having sex without condoms. 
 
In 2013 in the UK, 6,000 people were diagnosed with HIV infection and 320 people were 
reported with AIDS. The proportion and number of people diagnosed late (with a CD4 count 
<350 cells/mm3 within three months of their diagnosis) declined from 57% (4,290/7,350) in 
2004 to 42% (2,500/5,960) in 2013. Levels remain high, however, and need to be further 
reduced through increased HIV testing.  
 
People living with HIV can expect a near-normal life span if they are diagnosed promptly. 
People diagnosed with HIV late continue to have a ten-fold increased risk of death in the year 
following diagnosis compared to those diagnosed promptly. In 2013, 530 people with HIV 
infection were reported to have died, most of whom were diagnosed late. 
 
A total of 81,510 people (55,200 men and 26,300 women) received HIV care in 2013, a 5% 
increase on the previous year (77,590) and almost double the number of people accessing 
care a decade ago (41,160).  
 
One in four people living with a diagnosed HIV infection is now aged 50 years and over. This is 
due to improved survival and continued transmission and signals a need to develop services 
appropriate to an ageing population.  
 
HIV testing 
Over one million HIV tests were performed in sexually transmitted infection (STI) clinics in 
2013 and this is a 5% increase on the previous year. A higher proportion of MSM attendees 
(86%; 79,250/92,040) were tested compared to heterosexual men (77%; 386,080/503,070) 
and women (67%; 470,760/705,690).  
 
The HIV testing coverage in STI clinics continued to improve; it increased from 69% 
(827,740/1,201,410) in 2009 to 71% (973,620/1,373,700) in 2013. The increase was 
particularly marked among MSM (from 78% to 86%).  
 
Overall, 52 of 152 (34%) Upper Tier Local Authorities across England had a diagnosed HIV 
prevalence of Ó2 per 1,000 population aged 15-59 years, which is the threshold for offering HIV 
testing to people admitted to hospital for a general medical problem and women undergoing 
termination of pregnancy.  
 
Gay, bisexual men and other men who have sex with men 
While the vast majority do not have HIV, gay, bisexual men and other men who have sex with 
men (MSM) continue to be the group most affected by HIV infection.  In 2013, an estimated 43, 
500 (40,200-48,200) MSM were living with HIV in the UK; this is equivalent to 59 per 1,000 
MSM aged 15-59 years. HIV prevalence was higher in London where one in eight were living 
with HIV, compared to one in 26 outside London. In total, an estimated 7,200 (16%) MSM 
living with HIV were undiagnosed.  
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The number of MSM diagnosed with HIV infection remained high, with 3,250 men reported in 
2013. This reflects both on-going high levels of HIV transmission and an increase in HIV 
testing. There was a decline in the proportion of men diagnosed late (from 43% in 2004 to 31% 
in 2013) however, the absolute number of men diagnosed late remained high and stable at 
around 1,000. 
 
Over the last decade, an estimated 2,600 MSM acquired HIV infection each year. In 2013, the 
number of men who had acquired HIV remained high at 2,800. This is despite very high levels 
of treatment among the diagnosed population. The high number of new infections relative to 
the estimated size of the undiagnosed population indicates that most of the undiagnosed HIV 
infections in MSM were acquired very recently. 
 
Over 700 MSM were diagnosed with HIV at their first test at that STI clinic in 2013. These 
attendees could have been diagnosed earlier with increased coverage and frequency of HIV 
testing. 
 
Heterosexual men and women 
An estimated 59,500 people living with HIV in 2013 in the UK had acquired their infection 
through heterosexual contact. There has been a decline in the number of new HIV diagnoses 
reported among heterosexual men and women in recent years (from 4,890 in 2004 to 2,490 in 
2013) due to fewer diagnoses among people born in sub-Saharan Africa. This has also 
resulted in a decline in the number and proportion of people diagnosed late (from 3,100 (65%) 
in 2004 to 1,200 (58%) in 2013). However, the number of reports among people who probably 
acquired HIV in the UK remains high at around 1,500 per year.   
 
The large majority of black-African people living in the UK do not have HIV. Nevertheless, in 
2013, an estimated 38,700  black-Africans were HIV positive and this group constitutes two-
thirds (65%, 38,700) of all heterosexual people living with HIV. The HIV prevalence rate among 
black-African heterosexuals is 56 per 1,000 population aged 15-59 years (41 per 1,000 men 
and 71 per 1,000 women). Almost two in five (38%) black-African men and one in three (31%) 
black-African women living with HIV remained unaware of their infection. Rates of undiagnosed 
infection were higher outside London at 50% and 41%, respectively. 
 
Co-infection with other sexually transmitted infections 
In 2013, 25% of MSM newly diagnosed with HIV had concurrent acute STIs (chlamydia, 
gonorrhoea and/or syphilis), compared to 5.9% and 2.8% among newly diagnosed 
heterosexual men and women respectively.   
  
Quality of HIV care 
Nearly all adults (98% of 5,970 people aged 15 or above) newly diagnosed in 2013 were linked 
to HIV care within three months of diagnosis. Integration into care was prompt across all 
groups regardless of age, gender, ethnicity, sexual orientation and residence. The annual 
retention rate and treatment coverage among all adults seen for HIV care remained high at 
95%. 
 
The number and proportion of adults receiving antiretroviral therapy (ART) increased over the 
past decade. In 2013, 90% (73,300/81,500) of adults seen for HIV care were prescribed ART 
compared with 69% (28,240/41,160) in 2004. Ninety percent of all adults receiving ART were 
virally suppressed. 
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Implications for prevention 
In 2014, there are a number of approaches to the prevention of HIV transmission. Correct and 
consistent condom use remains an extremely effective way to prevent HIV transmission. 
Investment in HIV prevention has resulted in moderately high rates of condom use in key 
populations; 55% of MSM used condoms the last time they had sex with a man. Continued 
funding in prevention activities remains critical in curbing the HIV epidemic.  
 
Undiagnosed HIV infection and onward transmission can be reduced through further HIV 
testing. HIV testing is particularly important for MSM given over 7,000 have undiagnosed HIV 
infection, 2,600 acquire HIV infection each year and a large number have HIV infection 
diagnosed at their first test. It is also important to promote HIV testing within black-African 
communities which collectively contain the largest number of people with undiagnosed HIV 
infection (13,000) in the UK. 
 
Reductions in undiagnosed infection can be achieved through increasing testing coverage in 
STI clinics, the introduction and consolidation of HIV testing in a variety of different medical 
services, in addition to further development of community testing, including self-sampling. 
 
HIV testing coverage in STI clinics continued to improve in 2013; 83% (180/216) of STI clinics 
achieved a coverage of 80% or more among MSM attendees, in line with British Association 
for Sexual Health and HIV (BASHH) guidelines [1] (including 43 clinics with a coverage rate 
above 90%). HIV test coverage among heterosexual attendees was lower: overall 67% 
coverage in England with only 35 clinics achieving coverage of 80% or more. To further 
improve HIV testing rates and achieve optimal coverage, clinics could: 

¶ review local policies and training protocols 

¶ consider innovative approaches, which may include active recall and fast-track 
pathways to increase the frequency of HIV testing of MSM clinic attendees 

¶ work with local authority commissioners to decide upon the need to implement 
innovative testing services such as HIV self-sampling 

 
Local authority commissioners and service providers together could consider investing in 
innovative HIV testing activities delivered through clinical, community and outreach services. 
This could include the intensification of partner notification following the diagnosis of HIV 
infection. This is a highly effective way to detect undiagnosed HIV infections: in 2013, 7.3% of 
MSM sexual partners and 3.3% of heterosexual male partners of people diagnosed with HIV 
were also positive for HIV infection. STI clinics could review the performance of this service to 
see how improvements can be achieved. 
 
Important new evidence for the role of pre-exposure prophylaxis (PrEP) in the prevention of 
HIV has emerged in 2014, leading to the decision to offer PrEP to the control group in the UK 
PROUD trial for MSM at risk of HIV infection. Research on the cost-effectiveness and 
affordability of PrEP for people most-at-risk needs to be accelerated to allow relevant policy 
decisions to be taken at the earliest opportunity.  
 
National and international treatment guidelines recommend early treatment to prevent onward 
transmission. People living with HIV and their health care providers can discuss starting ART 
to reduce their risk of transmitting HIV to their sexual partners. In 2013, 3,710 people who 
started ART had a CD4 count above 500 cells/mm3 compared to 3,330 in 2012. Reassuringly, 
adherence levels among those initiating ART early are high, improving and in 2013, in line with 
adherence among those initiating ART at <350 cells/mm3. 
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PHEôs messages  

Early diagnosis of HIV infection enables better treatment outcomes and reduces the 

risk transmitting the infection to others. Have an HIV test if you think you may have 

been at risk.  

 

Men who have sex with men are advised to have an HIV and STI screen at least 

annually, and every three months if having unprotected sex with new or casual 

partners. 

 

Black-African men and women are advised to have an HIV test and a regular HIV 

and STI screen if having unprotected sex with new or casual partners. 

 

Always use a condom correctly and consistently, and until all partners have had a 

sexual health screen. 

 

Reduce the number of sexual partners and avoid overlapping sexual relationships. 

 

Unprotected sex with partners believed to be of the same HIV status (serosorting) is 

unsafe. For the HIV positive person, there is a high risk of acquiring other STIs and 

hepatitis. For the HIV negative person, there is a high risk of acquiring HIV infection 

(over 7,000 of MSM and 13,000 black-African heterosexuals remain unaware of 

their HIV infection) as well as of acquiring STIs and hepatitis. 

 

How to get an HIV test: 
 

Go to an open-access sexually transmitted infection (STI) clinic (some clinics in 

large cities are offering ófast-trackô HIV testing) or go to a community testing site 

(http://www.aidsmap.com/hiv-test-finder).  

 

Ask your GP for an HIV test ï nowadays there is no need for a lengthy discussion 

about the test, it just involves having blood taken, or even a finger prick. 

 

1. Ask online for a self-sampling kit (http://www.tht.org.uk/sexual-health/About-

HIV/HIV-self-testing).  

 

 

http://www.aidsmap.com/hiv-test-finder
http://www.tht.org.uk/sexual-health/About-HIV/HIV-self-testing
http://www.tht.org.uk/sexual-health/About-HIV/HIV-self-testing
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Number of people living with HIV  

In 2013, there were an estimated 107,800 people living with HIV infection (PLHIV). 
Approximately one in four (24%, 26,100) were unaware of their infection (95% credible 
intervals (95%CrI) presented in Figure 1 and Appendix 1). This compares to 102,600 in 2012, 
with an estimated 25% (25,200) having an undiagnosed infection1. 
 
In 2013, HIV prevalence among those aged 15-59 years was estimated to be 2.8 per 1,000 
population, 3.7 per 1,000 in men and 1.9 per 1,000 in women. In the UK, the HIV epidemic is 
largely concentrated among gay, bisexual men and other men who have sex with men 
(referred to ñMSMò) and black-African heterosexual men and women. 
 
An estimated 43,500 MSM were living with HIV in 2013, of whom 16% (7,200) were unaware 
of their infection. This compares to 41,000 in 2012, with 17% (6,900) undiagnosed. In 2013, 
the estimated HIV prevalence among MSM was one in 17 (59 per 1,000 aged 15-59 years). 
This was higher in London, with nearly one in eight (132 (95%CrI 97ï186) per 1,000) living 
with HIV compared to one in 26 (39 (95%CrI 32ï48) per 1,000) elsewhere in the UK.   
 
Figure 1: Estimated number1 of people living with HIV (both diagnosed and 
undiagnosed): UK, 2013  
 

 

                                            
 
1
 Estimates of people living with HIV for 2012 have been revised due to improved data sources and methodology.  Further 

information and a comparison of the revised and previous 2012 results are presented in Appendices 1 and 2. 



HIV in the United Kingdom: 2014 Report 

 

9 

An estimated 59,500 heterosexual men and women were living with HIV in 2013, of whom 
around two-thirds (65%, 38,700 (13,600 men and 25,100 women)) were black-African. Whilst 
the large majority of black-African men and women living in the UK do not have HIV, in 2013, 
an estimated 56 per 1,000 population aged 15-59 years (41 and 71 per 1,000 men and 
women, respectively). 
 
In 2013, a higher proportion of all heterosexual men (34%, 8,100) were undiagnosed 
compared to 29% (10,300) among heterosexual women. Among the black-African population, 
the proportion estimated to be undiagnosed was 38% (5,300) among men and 31% (7,900) 
among women. The lower rate of undiagnosed infection among heterosexual women is largely 
due to the effectiveness of the UK antenatal screening programme. 
 
The proportion of people living with HIV infection who were undiagnosed in 2013 varied 
geographically. Outside London, among heterosexual black-African and non-black-African 
men, the proportions undiagnosed were estimated to be 49% (4,400) and 32% (2,200) 
respectively.  Comparative proportions inside London were estimated to be 13% (500) and 
9.4% (300). Similar patterns were observed among women outside London, where 41% 
(6,700) of HIV positive black-African and 29% (1,800) of non-black-African women were 
unaware of their infection. Equivalent figures for London were 10% (800) and 9% (300) 
respectively.  
 
An estimated 2,400 people who inject drugs (PWID) were living with HIV in the UK, of whom 
9.9% (230) were undiagnosed. The estimated prevalence of HIV among this population was 
6.7 per 1,000 aged 15-59 in 2013.  
 

New HIV diagnoses, recent infections and 
incidence 
 
There were 6,000 people (4,480 men and 1,520 women) newly diagnosed with HIV in the UK 
in 2013, a slight decrease on the 6,250 diagnoses in 2012. This equates to an estimated new 
HIV diagnosis rate of 1.0 per 10,000 population2 (1.4 per 10,000 men and 0.46 per 10,000 
women) (Appendices 3, 4 and 5). New diagnoses have been declining since they peaked in 
2005 (at 7,890) (Figure 2), largely due to a decrease in the number of diagnoses reported 
among heterosexuals born in high HIV prevalence countries. 
 
Data on country of birth was available for 83% of people newly diagnosed with HIV. The 
proportion of new HIV diagnoses reported among people born in Africa halved from 54% 
(3,460/6,420) in 2004 to 25% (1,240/4,980) in 2013. This has resulted in an increase in the 
proportion of new diagnoses reported among people born in the UK (from 32% (2,040/6,420) 
to 46% (2,220/4,980)) over the same period.  
 
In 2013, 48% (2,750/5,720) of samples from patients newly diagnosed with HIV in England, 
Wales and Northern Ireland were tested for recent infection (defined as HIV acquired 
approximately within the previous six months). Where results were available3, the proportion of 

                                            
 
2
 Calculated using 2013 mid-year population estimates from ONS. 

3
 The Recent Infection Testing Algorithm (RITA) incorporates results from an HIV antibody assay modified for the 

determination of HIV avidity as well as clinical biomarkers to distinguish recently acquired from long-standing HIV infection. 
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patients recently infected at HIV diagnosis was 22% (430/1,910) overall (Appendix 6). This is 
higher than the figures reported in previous years (14% in 2009 and 2010, 16% in 2011 and 
19% in 2012) and differed by exposure category.  
 
Figure 2: Annual new HIV and AIDS diagnoses and deaths: UK, 1981-2013 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Gay, bisexual men and other men who have sex with men 
Since the first reports of HIV in the early 1980s, MSM have remained the group most at risk of 
acquiring HIV in the UK. In 2013, after adjusting for missing exposure category, there were 
3,250 new HIV diagnoses reported among MSM; this compares to 3,230 reported in 2012 and 
represents the highest number ever reported in the UK.  New HIV diagnoses among MSM 
accounted for 54% of all diagnoses reported in 2013. 
 
Both the proportion and number of new HIV diagnoses among MSM aged 15-24 years have 
increased over the past decade, from 8.7% (250/2,420) in 2004 to 16% (460/2,950) in 2013. 
One in ten MSM were diagnosed at the age of 50 years or above, with an overall median age 
at diagnosis of 33 years (Appendix 7). 
 
After adjusting for missing information on region of diagnosis, London had the highest number 
of new diagnoses among MSM (1,470), followed by the North of England (470), South of 
England (410) and the Midlands and East of England (340). Scotland, Wales and Northern 
Ireland had 130, 80 and 50 diagnoses respectively, in 2013. 
 
The proportion of new diagnoses that were probably recently acquired infections among MSM 
in England, Wales and Northern Ireland in 2013 was 30% (320/1,080) (Appendix 6).  This is an 
increase from 27% (430/1,620) in 2012 and 23% (360/1,560) in 2011. The rise in new 
diagnoses and proportion of recent infections among MSM may be explained by increases in 
HIV testing as well as on-going transmission.  



HIV in the United Kingdom: 2014 Report 

 

11 

In the UK, the large majority of MSM undergo HIV testing in free and confidential STI clinics. 
The number of MSM that had an HIV test in STI services in England increased by 8.1% (from 
70,580 in 2012 to 76,330 in 2013), while in London the increase was 5.1% (from 34,650 in 
2012 to 36,420 in 2013). Overall, only 60 out of the 326 local authorities achieved HIV test 
uptake above 90% among MSM attending STI clinics.   
 
While the rise in new HIV diagnoses among MSM can be partially explained by modest 
increases in HIV testing, estimates of HIV incidence using a back-calculation analysis based 
upon CD4 count at diagnosis indicate that HIV transmission among MSM remains high (Figure 
3). This method estimated around 2,600 new infections were acquired each year over the last 
decade, with no sign of a decrease in 2013, when 2,820 (95% CrI 1,660-4,780) new infections 
were estimated to have been acquired.   
 
The CD4 back-calculation method also provides an estimate of the number of men who remain 
undiagnosed with HIV infection: 7,840 (95% CrI 5,700-11,020) MSM in 2013. There has been 
no significant decline in the number of MSM with undiagnosed HIV infection over the past 
decade (Figure 3). These estimates are broadly comparable other derived estimates of 
undiagnosed infection (Figure 1 and Appendix 1). The high number of new HIV infections 
relative to the size of the undiagnosed population of MSM indicates that most MSM living with 
an undiagnosed infection probably acquired their infection within the past three years.  This 
highlights the need not only to increase the proportion of all MSM who have an HIV test, but to 
increase the frequency of HIV testing among those who have previously tested negative. 
 
Figure 3: Back-calculation estimate of HIV incidence and prevalence of undiagnosed 
HIV infection1 among MSM: UK, 2004-2013 

 

 

 

 

 

 

 

 

 

 

 

 

 

An estimated 76% (IQR: 72% - 79%) of HIV infections among MSM were probably acquired 
whilst living in the UK. While this proportion has slightly decreased since 2004 (82%; IQR 80% 
- 84%), the number of MSM estimated to have acquired their infection while living in the UK 
increased steadily from 2,010 in 2004, to 2,470 in 2013 (Figure 4). The proportion of MSM 
newly diagnosed with HIV who were born abroad increased from 28% in 2004 to 40% in 2013. 



HIV in the United Kingdom: 2014 Report 

 

12 

In 2013, of MSM born abroad, 47% (IQR: 38% - 55%) probably acquired their infection while 
living in the UK.  
 

Figure 4: New HIV diagnoses among MSM by probable country of infection: UK, 2004-

20131 

 

 

 

 

 

 

 

 

 

 

 

 

 

Heterosexual men and women 
People who acquired their infection through heterosexual contact (hereafter referred to as 
ñheterosexualsò) accounted for 2,490 (45%) of new HIV diagnoses in the UK in 2013 (after 
adjusting for missing risk information), a decline of 13% compared to 2,780 cases in 2012.  
 
In 2013, 1,070 heterosexual men were newly diagnosed with HIV, 350 fewer than the number 
of new diagnoses reported among heterosexual women (1,420). However, the decline in 
heterosexual cases over the past decade was substantially steeper among women than men 
(3,100 to 1,420 and 1,780 to 1,070 respectively).  
 
The age distribution of people newly diagnosed with HIV is changing, with diagnoses among 
older age-groups increasing both in number and proportion. One in five newly diagnosed 
heterosexual people was aged 50 years or above in 2013 compared to one in 14 in 2004. In 
2012, a quarter (26% (250/970)) of heterosexual men diagnosed were aged 50 years or above 
compared to 16% (190/1,170) among heterosexual women (Figure 5 and Appendix 7).  

 
In 2013, after adjusting for missing information on region of diagnosis, the number of new 
diagnoses among heterosexual men and women remained highest in London (830; 39%) 
followed by the Midlands and the East of England (480), the North (350) and South of England 
(320). There were relatively few diagnoses among this group in Scotland, Wales and Northern 
Ireland, (90, 40 and 30, respectively) (Figure 6). The decline in new diagnoses among 
heterosexuals observed across the UK over the past decade has been particularly steep in 
London (Figure 6).  
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The proportion of new HIV diagnoses that were recently acquired was 13% (80/660) among 
heterosexual men and women, with similar rates for both groups (40/300 and 50/350 
respectively).  
 
Figure 5: Age distribution1 of new diagnoses among heterosexual men and women: UK, 
2004-2013 
 

 
              
              
Figure 6: New HIV diagnoses1 among heterosexual men and women by geographical 
area: UK, 2004-2013 

 
An estimated 57% (IQR: 50% - 65%) of all infections among heterosexual men and women 
were probably acquired in the UK in 2013. While the proportion of UK-acquired infections has 
almost doubled over the last decade, up from 32% (IQR: 28% - 38%) in 2004, the absolute 
number has remained stable at 1,500 per year. Conversely, the number of infections acquired 
abroad has more than halved, with 1,030 in 2013 compared to 3,400 in 2004. This reduction 
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accounts for the overall decrease in the number of diagnoses among heterosexuals over the 
past decade (Figure 7). 
 
Figure 7: New HIV diagnoses1 among heterosexual men and women by probable 
country of infection: UK, 2004-2013 

 
 

People who inject drugs and other groups 
The number of infections acquired through injecting drug use and through other routes remains 
low. After adjusting for missing data, 130 new HIV diagnoses in 2013 were infections acquired 
through injecting drug use, of which nearly two-thirds (62%; 80/130) were among people born 
in the UK (Figure 8). In the past decade, the total number of new HIV diagnoses among PWID 
reduced from an all-time high in 2006 (200) and has remained stable over the past three years 
(140 in 2011 and 120 in 2012). Whilst the number and proportion of non-UK born PWID 
diagnosed in the UK has decreased over time, the number of UK-born PWID diagnosed in 
recent years has been relatively stable with 80 in the last three years. Among PWID, the 
median age at diagnosis has increased from 33 years in 2004 to 47 years in 2013 and the 
proportion of PWID aged 50 years old or above at diagnosis increased from 3% (5/160) in 
2004 to 15% (20/130) in 2013.  
 
In 2013, 90 new HIV diagnoses were acquired through mother-to-child transmission (63% were 
diagnosed as adults). The vast majority of them acquired HIV infection abroad. In 2013, 20 
new diagnoses were reported to be through exposure to contaminated blood products abroad.  
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Figure 8. New HIV diagnoses1 among people who inject drugs by country of birth: UK, 
2004-2013 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Late diagnoses, AIDS and deaths 
 
A late HIV diagnosis is defined as a CD4 count ᾽350 cells/mm3 within three months of an HIV 
diagnosis; the threshold at which ART should begin.  As one of the key indicators of the Public 
Health Outcome Framework, the measurement of late diagnosis is used to assess progress in 
HIV testing and reductions in undiagnosed infection. In 2013, CD4 counts at HIV diagnosis 
were available for 78% of new HIV diagnoses. 
 
In 2013, after adjusting for missing CD4 cell count at diagnosis, 42% (2,500) of adults (aged 15 
years or above) were diagnosed late (Appendix 8). One quarter (24%, 1,430) were severely 
immunocompromised at diagnosis having a CD4 count ᾽200 cells/mm3.  
 
Late diagnoses were highest among heterosexual men and women, with almost two-thirds of 
men (62%; 600/970) and just over half of women (51%: 600/1,170) diagnosed late in 2013 
(Figure 9 and Appendix 8). The smallest proportion of late diagnosis was among MSM, with 
31% (910/2,950) diagnosed late. The number of MSM diagnosed late remained stable with an 
average of 1,000 late diagnoses in each of the last five years. This is a result of more frequent 
testing among MSM. People diagnosed aged 50 years or above were more likely to be 
diagnosed late compared to those diagnosed aged under 50 years (58% compared to 39%) 
(Figure 9). 
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Figure 9: Late diagnoses1: proportion of adults diagnosed with a CD4 count <350 
cells/mm3: UK, 2013 

 
 
The proportion of late diagnoses was particularly high among black-African (66%) and white 
(61%) followed by black-Caribbean (59%) heterosexual men. Among women, the proportion 
diagnosed late was highest among black-African (57%), followed by black-Caribbean (48%) 
and white (42%) women.  

Over the last decade, the proportion and number of adults diagnosed late has declined 
significantly, from 57% (4,290/7,530) in 2004 to 42% (2,500/5,960) in 2013 (p<0.001 for trend), 
and across all exposure categories. This decline was steeper among MSM, with 43% 
(880/2,030) in 2004 compared to 31% in 2013 (Figure 10). Among heterosexual men and 
women the proportion diagnosed late reduced from 64% to 56%, with the number more than 
halving from 2,490 to 970 over the decade. However, rates of late HIV diagnosis remain high 
and further intensification of HIV testing is needed. 

Late diagnoses varied geographically, with highest rates observed within the Midlands and the 
East of England (52%) followed by the North of England (42%), the South of England (41%) 
and London (35%). MSM living in London had a lower rate of late HIV diagnosis compared to 
those living outside London (25% vs. 35%) and this geographical difference was also observed 
among heterosexual women (52% in London vs. 68% outside London). Late HIV diagnosis 
rates among heterosexual men in and outside London were the same (51%).  

The number of deaths and AIDS diagnoses has steadily declined over the past decade, with 
the latter decreasing from 1,020 in 2004 to 320 in 2013 (Appendix 4). The vast majority of 
AIDS diagnoses were among people diagnosed late. The most common AIDS-defining 
illnesses among the 1,160 HIV diagnoses reported between 2011 and 2013 were: 
Pneumocystis jirovecii pneumonia (32%; 470/1,4704), Mycobacterium tuberculosis (TB) (14%; 
200), Kaposiôs sarcoma (9%; 130) and oesophageal candidiasis (9%; 130).  
 

                                            
 
4
 A person diagnosed with AIDS may present more than one AIDS-defining illnesses.  
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Figure 10: Number1 of people diagnosed at a late stage of infection2 by exposure 
category: UK, 2004-2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In 2013, there were 530 deaths among people diagnosed with HIV (400 men and 130 women) 
and 210 (40%) died aged younger than 60 years. All-cause mortality among people living with 
diagnosed HIV aged 15-59 years in England and Wales declined from 11 per 1,000 in 2004 to 
4.3 per 1,000 in 2013. This compares to a mortality rate of 1.8 per 1,000 in the general 
population in 2013. Mortality rates were higher among HIV diagnosed men (4.8 per 1,000) 
compared to women (3.5 per 1,000); in the general population, equivalent rates were 2.2 per 
1,000 and 1.4 per 1,000, respectively.  
 
Of 5,310 deaths among adults diagnosed with HIV infection in England and Wales in the era of 
ART (between 1997 and 2012), 46% (2,450) were AIDS related (47% among men and 42% 
among women) (Figure 11) [2]. 
 
Death rate within one year of HIV diagnosis (one-year mortality rate) remained stable over the 
past decade regardless of CD4 count at diagnosis (Figure 12). People presenting late 
continued to have high rates of mortality despite effective treatment. This group had a ten-fold 
increase in the risk of death within a year of diagnosis compared to those diagnosed with a 
CD4 count ι350 cells/mm3 (25 vs. 2 per 1,000 population). One-year mortality is particularly 
marked for people aged 50 years and above at diagnosis, among whom more than 7 in 100 
(95%CI: 5-10 in 100) diagnosed late died within a year (Figure 13).  
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Figure 11: Deaths among adults diagnosed with HIV in the era of ART: England and 
Wales, 1997-2012 
 

 
 
Figure 12: One-year mortality trend among adults newly diagnosed with HIV by CD4 
count strata at diagnosis: UK, 2004-2013 
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Figure 13: One-year mortality rate among adults newly diagnosed with HIV by risk group 
and CD4 count strata at diagnosis: UK, 2013 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HIV and STI co-infections 
 
People with HIV who have an STI are more likely to transmit HIV through sex if a condom is 
not used. Among HIV negative people, those infected with an STI are more likely to acquire 
HIV [3]. Of the 4,060 people newly diagnosed with HIV in England in 2013, 15% (610) were 
diagnosed with at least one concurrent acute bacterial STI (chlamydia, gonorrhoea and/or 
syphilis). This was highest among MSM, with 25% (520/2,100) having a concurrent bacterial 
STI, compared to 5.9% (55/900) among heterosexual men and 2.8% (25/900) among 
heterosexual women.  
  
In 2013, 25,040 bacterial STIs (chlamydia, gonorrhoea and syphilis) were diagnosed among all 
MSM attending STI services in England, and, of these, 6,500 (26%) were among MSM living 
with diagnosed HIV. MSM with diagnosed HIV infection accounted for 40% of syphilis 
diagnoses (Figure 14).   
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Figure 14: Number of selected STI diagnoses among MSM, by HIV status: England, 2013 

 
 
 

HIV and tuberculosis co-infection 
 
The annual incidence rates of tuberculosis (TB) among adults living with diagnosed HIV in 
England and Wales declined from 17 per 1,000 (420/23,990) in 2008 to 4.3 per 1,000 
(300/68,350) in 2011. This trend is largely due to a decline in new HIV diagnoses among men 
and women born in countries of sub-Saharan Africa where the prevalence of both HIV and TB 
is high [4] as well as an increase in total number of people living with HIV infection. TB 
incidence varied by demographic characteristics (Figure 15) with elevated rates among people 
born outside the UK (7.7 per 1,000 population in 2011), women (6.7), those aged 25ï39 years 
(10.5) and people of black African ethnicity (7.7).  
 

The majority (210/300) of people with a TB infection had their TB infection diagnosed at the 

same or near the time of their HIV diagnosis, and not surpringly almost all had a CD4 count 

᾽350 cells/mm3.   
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Figure 15: Annual incidence of tuberculosis among adults living with diagnosed HIV by 

risk group: England and Wales, 2011 

 

 

 

 

 

 

 

 

 

 

 

Quality of HIV care  
 

Number of people seen for HIV care 
In April 2013, the reconfiguration of the NHS in England led to changes in the commissioning 
of HIV services. HIV prevention and HIV treatment and care services are now commissioned 
separately, by local authorities and NHS England respectively. Clinical Reference Groups, 
which include a range of HIV specialists and experts, inform and specify treatment and care 
service needs. 
 
In 2013, there were 81,510 people living with diagnosed HIV infection in the UK (55,200 men 
and 26,310 women) (Appendix 9). This is a 5% increase from 77,590 people seen for HIV 
care in the previous year and almost double the number seen a decade ago (41,160) (Figure 
16). MSM accounted for 44% (36,230) of all people living with diagnosed HIV. 
 
Overall, 27% (21,910/81,510) of people living with diagnosed HIV were aged 50 years or 
above, double the proportion in 2004 (13%: 5,290/41,150) in 2004 (Figure 15, Appendix 10). 
Nearly one in three (30%, 10,730/25,380) MSM seen for HIV care were aged 50 years or 
above in 2013 compared to one in five (21%, 5,390/36,230) in 2008. Among heterosexual 
men and women, this proportion increased from one in seven (14%, 4,372/30,720) in 2008 to 
one in four (26%, 9,990/39,170) in 2013. The rise in the number and proportion of people 
aged 50 or above is due both to improved survivial and new diagnoses at older ages. The 
changing demographic profile of the HIV population signals a need to ensure services remain 
appropriate for an ageing population.  
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Figure 16: Number of people diagnosed with HIV seen for care by age group: UK, 2004ï
2013 

 

 

 

 

 

 

 

 

 

 

 

 

Linkage to care within a year of diagnosis 
The BHIVA Standard of Care guidelines indicate that all patients should be offered a full 
baseline assessment, including a CD4 count test within two weeks of diagnosis with HIV [5]. In 
2013, 80%, 90% and 98% of adults newly diagnosed with HIV had a CD4 count performed 
within two weeks, one month and three months of diagnosis, respectively. Linkage into care 
was high and rapid across all age groups, ethnicities, exposure categories, gender and 
geographies (Figure 17). 
 
Figure 17: Link to care: proportion of newly diagnosed adults with a CD4 count within 
one and three months of diagnosis: UK, 20131 
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Retention in HIV care 

The 12 month retention rate of all 76,820 adults seen for HIV care in 2012 was 95%. This 
proportion has remained stable over the past five years and does not vary greatly by age, 
gender, ethnicity, exposure category or region (Figure 18). In 2013, at least 5% of diagnosed 
adults were seen for care at more than one HIV clinic within the year. 

 

Figure 18: Retention in care: proportion of adults retained in care in the following year: 
UK, 2013 

 

 

 

 

 

 

 

 

 

 

 

Treatment coverage  
The number and proportion of people receiving ART has increased over the past decade. In 
2013, 90% (73,290/81,510) of people seen for HIV care were prescribed ART compared with 
69% (28,240/41,150) in 2004. The BHIVA treatment guidelines recommend that ART should 
start when a person with HIV has a CD4 count <350 cells/mm3[6]. In the past five years, 
improvements in treatment coverage have been observed, with an increase in the proportion 
of people with a CD4 cell count <350 cells/mm3 on ART from 86% (14,357/16,680) in 2009 to 
92% (13,280/14,410) in 2013 (Appendix 11). 
 
In 2013, there was variation in treatment coverage by age, with higher coverage rates among 
older people: 79% among people aged 15-24 years compared to 96% among people aged 50 
years or above (Figure 19). 
 
 

Viral load suppression  
Of 73,290 adults receiving ART in 2013, 90% had achieved a viral load (VL) suppression (VL 
<200 copies/ml) at their last attendance. This proportion was similar by gender, ethnicity and 
HIV exposure. However, differences by age group were observed with the youngest and oldest 
age groups least likely to be virally suppressed (Figure 20). 
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Figure 19: Treatment guidelines: proportion of adults with CD4<350 cells/mm3 
receiving ART: UK, 2013 

 

 

 

 

 

 

 

 

 

 

 
 
Figure 20: Effectiveness of treatment: proportion of adults achieving viral suppression1: 
UK, 2013 

 
 

Trends in drug resistance 
In the UK, the prevalence of transmitted HIV drug resistance (evidence of one or more 
mutations from the WHO 2009 list of mutations) remained stable at 8% between 2008 and 
2010 and declined slightly to 6.8% (230/3,450) in 2012 and this proportion was similar across  
exposure categories (Figure 21).  
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Figure 21: Proportion of ART naïve people living with diagnosed HIV with evidence of 
transmitted drug resistance (any class) by exposure: UK, 2008-2012 
 

 
Experiences of people living with HIV 
Positive Voices, a national HIV patient survey was piloted across 30 HIV clinics between May-
October 2014. Preliminary findings provide insights into service use and satisfaction with HIV 
care. Among 710 people living with HIV who completed an online questionnaire, 86% were 
men, 71% identified as gay/bisexual and 28% as heterosexual; respondents had a median 
age of 47 years old (full range 19-79).   
 
Overall, people reported receiving very good HIV care and rated their HIV clinic highly: 98% 
felt they received enough information about their HIV; 96% felt supported to self-manage their 
HIV; and 93% felt involved with decision about their care. A lower proportion (74%) felt their 
HIV specialist and GP communicated well regarding their health. Three-quarters (76%) of 
respondents rated their health as ñgoodò or ñvery goodò.  This is despite a high prevalence of 
co-morbidities, mental health issues, and experiences with stigma and discrimination among 
respondents.  
 
Among those prescribed medication other than ART, the most prevalent reported co-
morbidities were high cholesterol (26%), hypertension (16%), and hepatitis B or C (16%). 
Depression and anxiety were also common with 46% diagnosed with depression (ever), and 
one in six currently taking anti-depression medication. Of further concern, 63% worried that 
people who knew their HIV status would tell others, and 39% had had their HIV status 
disclosed to others without their permission. One in nine (11%) reported experiencing 
discrimination at work, by healthcare staff, or having changed accommodation as a result of 
being diagnosed with HIV in the previous year. 
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HIV prevention 
HIV screening and testing  
UK national guidelines recommend expanding HIV testing beyond specialised STI services to 
people admitted to a general hospital ward and new registrants to general practice in areas 
with a diagnosed HIV prevalence of Ó2 per 1,000 population aged 15-59 years [7]. In 2013, 
one in five (66/326) local authorities (LAs) had a diagnosed prevalence above this threshold 
(Figure 22). In London all but one of the 33 LAs had a prevalence above this threshold. 
Outside London, the five LAs with the highest prevalence, and above Ó2 per 1,000, were: 
Brighton and Hove, Manchester, Salford, Luton and Slough. Two-thirds of these LAs (44/66) 
had a late HIV diagnosis rate above the national average (42%).  
 
In 2013, 34% (52/152) Upper Tier Local Authorities (UTLAs) had a diagnosed HIV prevalence 
of Ó2 per 1,000 population aged 15-59 years: 32 in London and 20 outsides London (see 
Appendices 12A and 12B for full listing).  
 
Figure 22: Prevalence of diagnosed HIV infection by region of residence among 
population aged 15-59 years: UK, 2013
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Antenatal screening 
In 2013, nearly 700,000 pregnant women were screened for HIV in England, comprising an 
uptake rate of 98%. Of these, 2.5 per 1,000 (1,750/688,760) were HIV positive and the majority 
(five in six) had been diagnosed prior to pregnancy. Of all children born to HIV positive women 
in the UK  between 2006 and 2012, fewer than 2% were diagnosed with HIV. The transmission 
rate in children born to women with HIV infection diagnosed prior to delivery was under 1% [8].  
 
HIV screening in STI services 
The number of people attending an STI clinic continues to rise with over 1.37 million attendees 
reported in England in 2013. The proportion of people tested for HIV infection (coverage) 
reached 71% (973,620/1,373,700) and was highest among MSM (86%; 79,250/92,040) 
followed by heterosexual men (77%; 386,080/503,070) and women (67%; 470,760/705,690). 
Coverage has increased from 69% (827,740/1,201,414) in 2009 (78% among MSM, 71% 
among heterosexual men and 67% among women). Information on HIV testing coverage and 
uptake can be found in Appendices 13 and 14. 
 
Overall, more than four in five (180/216) STI clinics in England achieved an HIV testing 
coverage of 80% or over among MSM attendees (Figure 23).  This is in line with BASHH 
guidelines (78%) [1]. Testing coverage was lower among heterosexual men and women with 
only 15% (35) of clinics attaining at least 80% coverage (Figure 24). There were substantial 
geographical variations (Figures 23 and 24).  
 
In a follow-up analysis, 2% (50/2,490) of MSM who did not have an HIV test at their first STI 
clinic attendance in 2011, but who had a test at a subsequent attendance at that same clinic 
were diagnosed with HIV infection; this equates to a diagnosis rate of 20 per 1,000. A similar 
analysis for black-African heterosexual men and women showed the diagnosis rate at re-
attendance to be around five per 1,000 (7/1,290) and for non-black-African heterosexuals it 
was 0.3 per 1,000 population. These findings highlight the importance of obtaining very high  
HIV test uptake rates at STI clinics.  In particular, opt-out testing policies for MSM and black-
African heterosexual men and women are likely to be cost-effective.  
 
While every effort should be made to improve testing coverage in STI clinics, it is noted that 
efforts to improve access to HIV testing in other settings are also important.  For instance, less 
than one in five of the black-African population attended an STI clinic in the previous five 
years.  
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Figure 23 Variation in HIV test coverage1,2 between STI clinics in England, by PHE 
Centre, among MSM attendees: England, 2013 

 
  


















