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• The	  graph	  describes	  the	  epidemics	  in	  the	  US	  and	  in	  Canada.	  
• 	  The	  epidemics	  in	  both	  countries	  began	  at	  the	  same	  ;me	  and	  although	  the	  numbers	  
are	  significantly	  different	  the	  curves	  are	  similar.	  As	  a	  result,	  with	  the	  larger	  epidemic	  
(USA)	  the	  data	  does	  not	  present	  as	  a	  smooth	  curve.	  
• 	  In	  the	  US,	  over	  the	  past	  10	  years,	  	  the	  rate	  of	  new	  infec;ons	  have	  remained	  
rela;vely	  stable.	  
• 	  In	  some	  provinces	  in	  Canada,	  the	  rates	  of	  new	  infec;ons	  have	  slightly	  increased.	  	  
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• 	  Since	  the	  introduc;on	  of	  HAART,	  there	  has	  been	  a	  significant	  reduc;on	  in	  mortality	  
from	  9	  death	  per	  100,000	  popula;on	  to	  less	  than	  2	  deaths	  per	  100,000	  popula;on.	  
• The	  epidemic	  is	  different	  in	  women	  because	  more	  women	  have	  been	  diagnosed	  
over	  the	  years,	  as	  a	  result,	  the	  decline	  overall	  is	  not	  apparent	  on	  the	  graph,	  however,	  
death	  rates	  among	  women	  are	  stable.	  	  
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• 	  The	  epidemic	  is	  con;nuing	  to	  spread	  in	  Canada.	  	  
• 	  In	  1998,	  the	  rates	  in	  BC,	  Quebec	  and	  Ontario	  were	  the	  highest	  in	  Canada.	  	  
• 	  Since	  1998	  the	  epidemic	  has	  spread.	  In	  1998,	  many	  of	  the	  individuals	  who	  were	  
diagnosed	  in	  the	  DTES,	  par;cularly	  Aboriginal	  Peoples,	  were	  from	  out	  of	  province.	  It	  
is	  possible	  that	  many	  of	  those	  individuals	  have	  moved	  away	  from	  Vancouver.	  
• 	  Currently,	  Saskatchewan	  has	  the	  highest	  rate	  of	  newly	  diagnosed	  infec;ons.	  	  
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• 	  The	  graph	  above,	  es;mates	  the	  prevalence	  of	  HIV	  in	  BC	  by	  exposure	  category	  in	  
2005	  and	  2008.	  	  
• 	  Over	  this	  period	  of	  ;me,	  there	  has	  been	  an	  increase	  in	  the	  number	  of	  people	  living	  
with	  HIV.	  	  	  
• The	  MSM	  popula;on	  represents	  the	  largest	  propor;on	  of	  new	  HIV	  infec;ons	  in	  BC.	  	  
• 	  In	  2008,	  the	  popula;ons	  that	  represent	  the	  largest	  prevalence	  of	  HIV	  in	  BC	  include:	  

	  Men	  who	  have	  sex	  with	  men	  (MSM)	  
	  Injec;on	  drug	  users	  (IDUs)	  
	  Heterosexual	  individuals	  from	  non-‐endemic	  countries	  
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• 	  Data	  presented	  in	  this	  slide	  originates	  from	  health	  Canada	  and	  are	  es;mates	  of	  new	  
infec;ons	  in	  BC	  in	  2005	  and	  2008.	  	  
• 	  In	  BC,	  the	  number	  of	  incident	  cases	  had	  slightly	  decreased	  in	  2008	  from	  2005.	  	  
• 	  The	  MSM	  popula;on	  con;nues	  to	  be	  the	  popula;on	  most	  affected	  by	  HIV,	  followed	  
by	  IDUs,	  and	  HET	  individuals	  from	  non-‐endemic	  countries.	  	  
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• 	  Data	  in	  the	  above	  slide	  has	  been	  generated	  from	  various	  studies	  in	  the	  past	  20	  years	  
and	  modeled	  using	  epidemiological	  so^ware.	  	  
• 	  The	  approximate	  popula;on	  of	  Vancouver	  is	  500,000.	  It	  is	  es;mated	  that	  6,100	  
people	  in	  Vancouver	  were	  living	  with	  HIV	  in	  2006.	  As	  a	  result,	  the	  overall	  prevalence	  
rate	  in	  Vancouver	  	  was1.2%,	  which	  is	  6	  ;mes	  greater	  than	  the	  na;onal	  average.	  
• 	  In	  conclusion,	  there	  is	  a	  significant	  number	  of	  people	  living	  with	  HIV	  in	  Vancouver.	  	  

9	  



10	  



• 	  In	  Canada,	  the	  largest	  propor;on	  of	  new	  infec;ons	  are	  among	  people	  from	  HIV	  
endemic	  countries	  and	  Aboriginal	  People.	  	  

11	  



• The	  latest	  update	  of	  HIV	  among	  Aboriginal	  Peoples	  in	  BC	  is	  from	  2000	  
• In	  2000,	  1.3%	  of	  Aboriginal	  Bri;sh	  Columbians	  were	  living	  with	  HIV.	  	  
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• 	  Common	  predictors	  of	  HIV	  infec;on	  include	  syringe	  sharing,	  injec;on	  drug	  use	  and	  
geographical	  and	  social	  prac;ces.	  
• 	  Majority	  of	  the	  data	  arises	  from	  BC,	  as	  a	  result,	  li`le	  is	  known	  about	  epidemics	  in	  
Alberta,	  Saskatchewan	  and	  Manitoba.	  	  
• 	  Further	  research	  outside	  of	  the	  Vancouver	  context	  is	  needed.	  
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• The	  response	  to	  HAART	  between	  Aboriginal	  People	  and	  non-‐Aboriginal	  People	  were	  
similar,	  however,	  the	  mortality	  rates	  are	  higher	  in	  Aboriginal	  People.	  	  
• The	  underlying	  social	  determinants	  of	  health	  have	  a	  significant	  impact	  on	  the	  
mortality	  rates	  among	  Aboriginal	  People	  living	  with	  HIV.	  	  
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• 	  Data	  from	  the	  Drug	  Treatment	  Program	  in	  BC.	  	  
• 	  Majority	  of	  ac;ve	  par;cipants	  live	  in	  Vancouver	  and	  a	  significant	  number	  of	  
par;cipants	  reside	  in	  the	  Fraser	  Health	  Authority	  region.	  
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• 	  Between	  1996	  and	  2009	  the	  number	  of	  par;cipants	  on	  HAART	  drama;cally	  
increased,	  while	  the	  number	  of	  newly	  diagnosed	  individuals	  decreased	  by	  
approximately	  52%.	  	  
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• 	  This	  study	  inves;gated	  HIV	  incidence	  among	  IDUs.	  The	  incidence	  density	  was	  
approximately	  2.5/100	  person	  years.	  	  	  
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• 	  The	  community	  viral	  load	  is	  the	  most	  significant	  predictor	  of	  HIV	  incidence	  among	  
individuals	  who	  use	  injec;on	  drugs.	  	  

20	  



21	  



• 	  When	  HAART	  became	  available,	  approximately	  60%	  did	  not	  access	  treatment	  
before	  death	  
• In	  2005,	  approximately	  30%	  of	  HIV	  posi;ve	  individuals	  did	  not	  access	  HAART,	  which	  
is	  a	  significant	  propor;on.	  	  
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• This	  study	  involves	  a	  collabora;on	  of	  cohorts	  from	  around	  North	  America	  and	  
Europe	  to	  inves;gate	  life	  expectancy	  for	  individuals	  on	  HAART.	  
• 	  The	  life	  expectancy	  at	  age	  20	  has	  increased	  from	  36	  to	  49	  years.	  As	  a	  result,	  there	  
has	  been	  a	  significant	  increase	  in	  life	  expectancy	  because	  of	  HAART	  use.	  
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• 	  Within	  provinces	  there	  exists	  differences	  in	  mortality.	  
• 	  The	  concentra;on	  of	  IDUs	  is	  higher	  in	  the	  Downtown	  Eastside	  neighborhood.	  
Mortality	  was	  3	  ;mes	  higher	  in	  this	  neighborhood	  compared	  to	  the	  West	  End	  
neighborhood.	  
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• 	  Food	  security	  was	  inves;gated	  as	  a	  determinant	  of	  health	  in	  individuals	  on	  HAART.	  
• 	  Individuals	  who	  were	  food	  insecure	  and	  underweight	  were	  more	  likely	  to	  die	  than	  
individuals	  who	  were	  food	  insecure	  and	  not	  underweight.	  	  

25	  



• 	  This	  study	  inves;gated	  mortality	  related	  to	  level	  of	  adherence	  to	  HAART	  and	  
symptoms	  of	  depression.	  
• 	  Symptoms	  of	  depression	  were	  measured	  at	  a	  single	  point	  in	  ;me,	  when	  individuals	  
began	  HAART.	  
• 	  Individuals	  who	  were	  non-‐adherence	  and	  had	  symptoms	  of	  depression	  were	  6	  
;mes	  more	  likely	  to	  die.	  	  
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• 	  Standardized	  incidence	  ra;o	  is	  standardized	  against	  the	  general	  popula;on	  of	  
women	  in	  BC.	  	  
• 	  In	  women	  on	  HAART,	  aged	  20-‐39	  years,	  rates	  of	  cervical	  cancer	  were	  100x	  greater	  
than	  the	  general	  popula;on.	  This	  is	  a	  significant	  incidence	  ra;o.	  
• 	  For	  primary	  care	  providers,	  this	  shows	  that	  there	  is	  an	  opportunity	  to	  increase	  
screening	  for	  cervical	  caner.	  
• 	  The	  rates	  decline	  with	  age,	  which	  is	  also	  seen	  in	  the	  general	  popula;on.	  However,	  
rates	  among	  women	  on	  HAART	  aged	  50-‐59years	  are	  s;ll	  higher	  than	  the	  general	  
popula;on.	  	  
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