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ART	  changing	  philosophy	  
•  In	  1996,	  ART	  was	  recommended	  for	  all	  PLHA	  with	  a	  CD4+	  

count	  <	  500	  
•  But	  treatment	  iniEaEon	  was	  delayed	  unEl	  later	  disease	  

stages	  because	  of	  drug	  toxiciEes	  /	  side	  effects,	  thought	  to	  
result	  in	  inadequate	  adherence	  leading	  to	  increased	  
resistance	  

•  Late	  starts,	  drug	  holidays	  /	  strategic	  treatment	  
interrupEons,	  short-‐courses	  through	  pregnancy,	  and	  so	  on	  

•  As	  ART	  regimens	  have	  improved,	  treatment	  iniEaEon	  has	  
moved	  earlier	  and	  earlier	  

•  Current	  ART	  regimens	  highly	  effecEve,	  providing	  almost	  
similar	  life	  expectancy	  enjoyed	  by	  those	  without	  HIV	  …	  

Kitahata,	  MM	  et	  al.	  (2009).	  Effect	  of	  early	  versus	  deferred	  anEretroviral	  therapy	  for	  HIV	  on	  survival.	  
NEJM	  360(18).	  



Expected	  impact	  of	  HIV	  treatment	  in	  
survival	  of	  a	  20-‐year	  old	  person	  living	  
with	  HIV	  in	  a	  high	  income	  seeng	  

UNAIDS.	  (2014).	  Ambi%ous	  treatment	  targets:	  Wri%ng	  the	  final	  chapter	  of	  the	  AIDS	  epidemic.	  



TasP	  versus	  TasT?	  

•  Origins:	  extension	  from	  verEcal	  (mother	  to	  child)	  
and	  horizontal	  (serodiscordant	  couples)	  
transmission	  prevenEon	  

•  Influences:	  mathemaEcal	  modelling	  and	  health	  
economics,	  especially	  regarding	  LMICs:	  
–  EsEmated	  42	  million	  PLHA	  globally	  
– ¾	  in	  sub-‐Saharan	  Africa,	  most	  in	  LMICs	  
–  EsEmated	  global	  drug	  costs	  are	  US$22-‐24	  billion/yr	  by	  
2015	  

•  But	  amongst	  developed	  countries,	  autonomy	  and	  
right	  for	  health	  have	  priority	  
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Introduction
Without treatment, most HIV-infected individuals will eventually develop progressive immunosuppression,
as evident by CD4 T lymphocyte (CD4) cell depletion, leading to AIDS-defining illnesses and premature
death. The primary goal of ART is to prevent HIV-associated morbidity and mortality. This goal is best
accomplished by using effective ART to maximally inhibit HIV replication so that plasma HIV RNA (viral
load) remains below levels detectable by commercially available assays. Durable viral suppression improves
immune function and overall quality of life, lowers the risk of both AIDS-defining and non-AIDS-defining
complications, and prolongs life.

Furthermore, high plasma HIV RNA is a major risk factor for HIV transmission, and effective antiretroviral
therapy (ART) can reduce viremia and transmission of HIV to sexual partners by more than 96%.1,2

Modelling studies suggest that expanded use of ART may result in lower incidence and, eventually,
prevalence of HIV on a community or population level.3 Thus, a secondary goal of ART is to reduce the risk
of HIV transmission.

Historically, HIV-infected individuals have had low CD4 counts at presentation to care.4 However, there have
been concerted efforts to increase testing of at-risk patients and to link these patients to medical care before
they have advanced HIV disease. Deferring ART until CD4 count declines put an individual at risk of AIDS-
defining conditions has been associated with higher risk of morbidity and mortality (as discussed below).
Furthermore, the magnitude of CD4 recovery is directly correlated with CD4 count at ART initiation.
Consequently, many individuals who start treatment with CD4 counts <350 cells/mm3 never achieve counts
>500 cells/mm3 after up to 6 years on ART.5

The recommendation to initiate ART in individuals with high CD4 cell counts—whose short-term risk for
death and development of AIDS-defining illness is low6,7—is based on growing evidence that untreated HIV
infection or uncontrolled viremia is associated with development of non-AIDS-defining diseases, including
cardiovascular disease (CVD), kidney disease, liver disease, neurologic complications, and malignancies.
Furthermore, newer ART regimens are more effective, more convenient, and better tolerated than regimens
used in the past.

Panel’s Recommendations

• Antiretroviral therapy (ART) is recommended for all HIV-infected individuals to reduce the risk of disease progression.

• The strength of and evidence for this recommendation vary by pretreatment CD4 T lymphocyte (CD4) cell count: CD4 count 
<350 cells/mm3 (AI); CD4 count 350 to 500 cells/mm3 (AII); CD4 count >500 cells/mm3 (BIII).

• ART is also recommended for HIV-infected individuals to prevent of transmission of HIV. 

• The strength of and evidence for this recommendation vary by transmission risks: perinatal transmission (AI); heterosexual
transmission (AI); other transmission risk groups (AIII). 

• Patients starting ART should be willing and able to commit to treatment and understand the benefits and risks of therapy and the
importance of adherence (AIII). Patients may choose to postpone therapy, and providers, on a case-by-case basis, may elect to
defer therapy on the basis of clinical and/or psychosocial factors.

Rating of Recommendations: A = Strong; B = Moderate; C = Optional
Rating of Evidence: I = Data from randomized controlled trials; II = Data from well-designed nonrandomized trials or observational
cohort studies with long-term clinical outcomes; III = Expert opinion

AIDSInfo.	  (2014).	  Guidelines	  for	  the	  use	  of	  anEretroviral	  agents	  in	  HIV-‐1-‐infected	  adults	  and	  adolescents.	  
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“PosiEveLite.com	  has	  long	  
supported	  treatment	  as	  
prevenEon	  strategies.	  We	  
believe	  treatment	  as	  
prevenEon	  embodies	  the	  
empowerment	  of	  people	  
living	  with	  HIV	  like	  few	  other	  
opportuniEes	  to	  impact	  
one’s	  individual	  
health	  and	  those	  we	  interact	  
with	  while	  contribuEng	  to	  an	  
end	  to	  the	  epidemic.”	  



TasT/P:	  Ethical	  consideraEons	  
•  Pharmacovigilence:	  
–  Increased	  resistance,	  prolonged	  exposure	  to	  ART	  
toxiciEes	  

– Available	  studies	  not	  supporEng	  this	  …	  so	  far	  
•  Balancing	  individual	  versus	  societal	  interests:	  
–  Social	  libertarian	  vs	  communitarian	  frameworks	  
–  TasP	  seen	  as	  burdening	  the	  individual	  in	  favour	  of	  public	  
health	  

– Medical	  ethics:	  
•  Individual	  autonomy,	  beneficence	  and	  non-‐maleficence	  
•  Public	  beneficence	  

Knight,	  R.	  et	  al.	  (2014).	  A	  scoping	  study	  to	  idenEfy	  opportuniEes	  to	  advance	  the	  ethical	  implementaEon	  and	  scale-‐up	  
of	  HIV	  treatment	  as	  prevenEon:	  prioriEes	  for	  empirical	  research.	  BMC	  Med	  Ethics.	  3;15:54.	  



TasT/P:	  Ethical	  consideraEons	  
•  Cultural	  safety	  and	  health	  systems	  issues:	  

–  Power	  relaEons	  (paEent-‐to-‐MD,	  paEent-‐to-‐health	  systems,	  
services,	  policies)	  

–  TargeEng,	  early	  tesEng	  but	  poor	  engagement	  /	  retenEon	  in	  
the	  care	  cascade	  

–  ART	  scarcity	  (developed	  vs	  LMICs;	  treatment	  prioriEes)	  
•  Efficacy	  versus	  effecEveness:	  

–  Evidence	  from	  the	  ideal	  world	  of	  drug	  trials	  …	  what	  about	  
adherence	  in	  the	  real	  world?	  

•  LifeEme	  commitment	  in	  the	  face	  of	  Indigenous	  
determinants	  of	  health:	  
– Many	  quesEon	  our	  ability	  to	  address	  distal	  causes	  of	  HIV,	  
given	  resource	  allocaEon	  to	  TasT/P	  

Knight,	  R.	  et	  al.	  (2014).	  A	  scoping	  study	  to	  idenEfy	  opportuniEes	  to	  advance	  the	  ethical	  implementaEon	  and	  scale-‐up	  
of	  HIV	  treatment	  as	  prevenEon:	  prioriEes	  for	  empirical	  research.	  BMC	  Med	  Ethics.	  3;15:54.	  



TasT/P	  –	  an	  Indigenous	  MD’s	  take	  

•  Solidifying	  evidence	  base	  and	  support	  
•  ART	  as	  life-‐saving,	  life-‐giving	  
•  Approaching	  similar	  life	  expectancies	  as	  
negaEve	  people	  

•  But	  too	  ouen,	  TasT/P	  =	  strictly	  biomedical	  
soluEon	  to	  a	  problem	  that	  is	  much	  greater	  

•  Will	  TasT/P	  widen	  the	  exisEng	  gap?	  Will	  
Indigenous	  Peoples	  be	  leu	  behind?	  Both	  a	  
concern	  and	  a	  call	  to	  arms	  …	  

	  



HIV	  Diagnoses	  in	  Canada	  and	  BC	  

BC	  Centre	  for	  Disease	  Control.	  (2015).	  HIV:	  Annual	  Report	  2013.	  
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HIV by Region, Gender, and Age 
In 2013, the rate of new HIV diagnoses1 in BC was 5.7 (267 cases) per 100,000 population, a 
slight increase from 5.1 (237 cases) in 2012 which was the lowest rate since the start of the 
epidemic (Figure 1). 
 
Rates of new HIV diagnoses are stable in all Health Authorities.  The highest rates of new HIV 
diagnoses were in the Vancouver Coastal and Northern Heath Authorities (Figure 3).  More 
specifically, Vancouver, Northern Interior, and Fraser North Health Service Delivery Areas (HSDA) 
had the highest rates of new HIV diagnoses in 2013 (Figure 2).  Recent trends in these regions 
have been influenced by increased testing efforts related to the provincial Seek and Treat for 
Optimal Prevention of HIV/AIDS (STOP HIV/AIDS) Project first launched in 2010.2 
 
Rates of new HIV diagnoses among both males and females also show a general decreasing trend 
over the past ten years (Figure 4).  The rate among males increased to 10.2 (235 cases) in 2013 
from 9.1 (208 cases) per 100,000 population in 2012.  Similarly, the rate among females 
increased slightly in 2013 to 1.4 (32 cases) from 1.2 (29 cases) per 100,000 population in 2012. 
 
The rate of new HIV diagnoses continues to be higher among males than females.  In 2013, the 
highest rates among males were in those 25-39 years old and among females in those 30-39 years 
old (Figure 5).  

1. New HIV diagnoses in BC and Canada, 1986 to 2013 
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HIV	  Diagnoses	  in	  BC	  by	  ethnicity	  
(2004-‐2013)	  

BC	  Centre	  for	  Disease	  Control.	  (2015).	  HIV:	  Annual	  Report	  2013.	  
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11. Percentage of new HIV diagnoses in BC by ethnicity - male, 2004 to 2013 

New HIV Diagnoses among Aboriginal Peoples 
Statistics can help us understand the impact of HIV among Aboriginal Peoples in BC, but they tell only 
part of the story.  Behind each individual with HIV counted in this report is a family, a community, and 
a broader social and economic context.  The new HIV diagnoses among Aboriginal Peoples in this 
report include only those who have been tested - as with all HIV cases in this report - and only those 
who self-identify as Aboriginal.  Among the nearly 200,000 Aboriginal persons living in BC, 
approximately 66% are First Nations, 30% are Métis, and fewer than 5% are Inuit or of other 
Aboriginal identity.4 
 
There are multiple social, economic, and historic factors that contribute to the increased risk of HIV 
among Aboriginal Peoples – such as colonization, the experience of Indian Residential Schools, loss 
of language and culture, and ongoing discrimination – which have contributed to inequities in 
health.5  Although this surveillance report will focus on simple statistics, we acknowledge the 
complex factors that determine health and recognize that Aboriginal Peoples and communities hold 
many strengths to draw on to address HIV prevention, care, treatment, and support.6 
 
There is a disproportionate burden of HIV and AIDS among First Nations people in BC.  Between 
2004 and 2013, there were 28 to 60 new HIV diagnoses reported each year among First Nations 
people (28 cases in 2013).  During the same time period, ten or fewer new HIV diagnoses were 
reported each year among Métis and Inuit people in BC.  Because of the small number of diagnoses 
among Métis and Inuit people and the availability of population estimates for status First Nations 
people (needed for rate calculations), the remainder of this section focuses on new HIV diagnoses 
among people who identify as First Nations. 
 
The number and rate of new HIV diagnoses among First Nations people have decreased over the 
past 10 years (Figure 12).  This is consistent with the decrease in new HIV diagnoses among the BC 
population overall.  

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 337 322 289 303 287 266 238 245 208 235

Caucasian 72.4 69.6 70.9 68.0 58.2 55.6 65.5 56.7 60.6 60.4
Aboriginal 10.7 9.9 9.7 9.9 9.1 15.0 7.6 11.4 9.1 7.7
Asian 3.6 5.6 5.2 5.0 10.1 9.0 10.5 12.7 13.5 10.2
South Asian 2.4 3.7 1.0 2.6 2.4 2.3 2.5 5.3 3.8 3.0
Hispanic 3.3 5.0 4.8 5.6 8.0 8.3 3.8 4.5 4.3 4.7
Black 2.7 3.7 3.1 2.0 3.1 4.5 4.2 3.3 1.4 2.6
Other * 1.5 0.0 0.7 1.3 2.8 2.3 2.1 1.2 2.4 0.9
Unknown 3.6 2.5 4.5 5.6 6.3 3.0 3.8 4.9 4.8 10.6
* Other - Arab/West Asian and other/mixed ethnicity

HIV in British Columbia:  Annual Surveillance Report  10   
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9. Percentage of new HIV diagnoses in BC by ethnicity - total, 2004 to 2013 

Over the past ten years, the proportion of reported ethnicities among people newly diagnosed with 
HIV in BC has shifted.  The percentage of new diagnoses among Caucasian people has gradually 
decreased while the percentage of diagnoses among Asian people has increased with the proportion 
of most other ethnicities remaining relatively stable. 
 
Similar to previous years, in 2013 most new HIV diagnoses are among people of Caucasian ethnicity 
(155 cases, 58.1%) followed by peoples of Aboriginal (30 cases, 11.2%) and Asian (27 cases, 
10.1%) ethnicity (Table 9).  Over this time period, Aboriginal Peoples have been disproportionately 
represented in BC’s HIV epidemic, consistently comprising approximately 11-15% of new HIV 
diagnoses while representing only about 5% of the total provincial population.3  This disparity is 
particularly pronounced for Aboriginal women who comprise 37.5% (12 cases) of new HIV diagnoses 
among females in 2013 (Table 10). 
 
At the time of this report, the ethnicity of 26 (9.7%) individuals newly diagnosed with HIV in 2013 is 
unknown.  There is an expected delay in the collection of this information.  The proportion of 
individuals having unknown ethnicity will likely decrease by the time of next year’s report. 

10. Percentage of new HIV diagnoses in BC by ethnicity - female, 2004 to 2013 

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 442 400 361 391 347 337 300 288 237 267

Caucasian 67.2 66.0 62.9 62.1 55.3 53.1 59.7 53.1 57.4 58.1
Aboriginal 15.8 15.0 15.5 16.1 13.5 16.9 13.0 15.3 12.7 11.2
Asian 3.2 4.8 4.7 4.3 8.9 7.7 9.7 11.5 12.7 10.1
South Asian 2.5 3.5 2.8 3.1 2.3 2.1 2.7 5.2 3.4 3.4
Hispanic 2.5 4.0 4.2 4.9 6.6 6.5 3.3 4.2 4.2 4.1
Black 4.3 4.3 4.2 2.6 4.9 6.8 5.3 4.5 3.0 2.6
Other * 1.4 0.5 1.1 1.5 2.6 2.1 2.3 1.4 2.5 0.7
Unknown 3.2 2.0 4.7 5.4 5.8 4.7 4.0 4.9 4.2 9.7
* Other - Arab/West Asian and other/mixed ethnicity

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 105 77 72 85 60 71 62 43 29 32

Caucasian 50.5 51.9 30.6 42.4 41.7 43.7 37.1 32.6 34.5 40.6
Aboriginal 32.4 35.1 38.9 38.8 35.0 23.9 33.9 37.2 37.9 37.5
Asian 1.9 1.3 2.8 2.4 3.3 2.8 6.5 4.7 6.9 9.4
South Asian 2.9 2.6 9.7 4.7 1.7 1.4 3.2 4.7 0.0 6.3
Hispanic 0.0 0.0 1.4 1.2 0.0 0.0 1.6 2.3 3.4 0.0
Black 9.5 6.5 8.3 4.7 13.3 15.5 9.7 11.6 13.8 3.1
Other * 1.0 2.6 2.8 2.4 1.7 1.4 3.2 2.3 3.4 0.0
Unknown 1.9 0.0 5.6 3.5 3.3 11.3 4.8 4.7 0.0 3.1
* Other - Arab/West Asian and other/mixed ethnicity



HIV	  Diagnoses	  in	  BC	  by	  ethnicity	  
(2004-‐2013)	  

BC	  Centre	  for	  Disease	  Control.	  (2015).	  HIV:	  Annual	  Report	  2013.	  
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Over the past ten years, the proportion of reported ethnicities among people newly diagnosed with 
HIV in BC has shifted.  The percentage of new diagnoses among Caucasian people has gradually 
decreased while the percentage of diagnoses among Asian people has increased with the proportion 
of most other ethnicities remaining relatively stable. 
 
Similar to previous years, in 2013 most new HIV diagnoses are among people of Caucasian ethnicity 
(155 cases, 58.1%) followed by peoples of Aboriginal (30 cases, 11.2%) and Asian (27 cases, 
10.1%) ethnicity (Table 9).  Over this time period, Aboriginal Peoples have been disproportionately 
represented in BC’s HIV epidemic, consistently comprising approximately 11-15% of new HIV 
diagnoses while representing only about 5% of the total provincial population.3  This disparity is 
particularly pronounced for Aboriginal women who comprise 37.5% (12 cases) of new HIV diagnoses 
among females in 2013 (Table 10). 
 
At the time of this report, the ethnicity of 26 (9.7%) individuals newly diagnosed with HIV in 2013 is 
unknown.  There is an expected delay in the collection of this information.  The proportion of 
individuals having unknown ethnicity will likely decrease by the time of next year’s report. 

10. Percentage of new HIV diagnoses in BC by ethnicity - female, 2004 to 2013 

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 442 400 361 391 347 337 300 288 237 267

Caucasian 67.2 66.0 62.9 62.1 55.3 53.1 59.7 53.1 57.4 58.1
Aboriginal 15.8 15.0 15.5 16.1 13.5 16.9 13.0 15.3 12.7 11.2
Asian 3.2 4.8 4.7 4.3 8.9 7.7 9.7 11.5 12.7 10.1
South Asian 2.5 3.5 2.8 3.1 2.3 2.1 2.7 5.2 3.4 3.4
Hispanic 2.5 4.0 4.2 4.9 6.6 6.5 3.3 4.2 4.2 4.1
Black 4.3 4.3 4.2 2.6 4.9 6.8 5.3 4.5 3.0 2.6
Other * 1.4 0.5 1.1 1.5 2.6 2.1 2.3 1.4 2.5 0.7
Unknown 3.2 2.0 4.7 5.4 5.8 4.7 4.0 4.9 4.2 9.7
* Other - Arab/West Asian and other/mixed ethnicity

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 105 77 72 85 60 71 62 43 29 32

Caucasian 50.5 51.9 30.6 42.4 41.7 43.7 37.1 32.6 34.5 40.6
Aboriginal 32.4 35.1 38.9 38.8 35.0 23.9 33.9 37.2 37.9 37.5
Asian 1.9 1.3 2.8 2.4 3.3 2.8 6.5 4.7 6.9 9.4
South Asian 2.9 2.6 9.7 4.7 1.7 1.4 3.2 4.7 0.0 6.3
Hispanic 0.0 0.0 1.4 1.2 0.0 0.0 1.6 2.3 3.4 0.0
Black 9.5 6.5 8.3 4.7 13.3 15.5 9.7 11.6 13.8 3.1
Other * 1.0 2.6 2.8 2.4 1.7 1.4 3.2 2.3 3.4 0.0
Unknown 1.9 0.0 5.6 3.5 3.3 11.3 4.8 4.7 0.0 3.1
* Other - Arab/West Asian and other/mixed ethnicity
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11. Percentage of new HIV diagnoses in BC by ethnicity - male, 2004 to 2013 

New HIV Diagnoses among Aboriginal Peoples 
Statistics can help us understand the impact of HIV among Aboriginal Peoples in BC, but they tell only 
part of the story.  Behind each individual with HIV counted in this report is a family, a community, and 
a broader social and economic context.  The new HIV diagnoses among Aboriginal Peoples in this 
report include only those who have been tested - as with all HIV cases in this report - and only those 
who self-identify as Aboriginal.  Among the nearly 200,000 Aboriginal persons living in BC, 
approximately 66% are First Nations, 30% are Métis, and fewer than 5% are Inuit or of other 
Aboriginal identity.4 
 
There are multiple social, economic, and historic factors that contribute to the increased risk of HIV 
among Aboriginal Peoples – such as colonization, the experience of Indian Residential Schools, loss 
of language and culture, and ongoing discrimination – which have contributed to inequities in 
health.5  Although this surveillance report will focus on simple statistics, we acknowledge the 
complex factors that determine health and recognize that Aboriginal Peoples and communities hold 
many strengths to draw on to address HIV prevention, care, treatment, and support.6 
 
There is a disproportionate burden of HIV and AIDS among First Nations people in BC.  Between 
2004 and 2013, there were 28 to 60 new HIV diagnoses reported each year among First Nations 
people (28 cases in 2013).  During the same time period, ten or fewer new HIV diagnoses were 
reported each year among Métis and Inuit people in BC.  Because of the small number of diagnoses 
among Métis and Inuit people and the availability of population estimates for status First Nations 
people (needed for rate calculations), the remainder of this section focuses on new HIV diagnoses 
among people who identify as First Nations. 
 
The number and rate of new HIV diagnoses among First Nations people have decreased over the 
past 10 years (Figure 12).  This is consistent with the decrease in new HIV diagnoses among the BC 
population overall.  

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 337 322 289 303 287 266 238 245 208 235

Caucasian 72.4 69.6 70.9 68.0 58.2 55.6 65.5 56.7 60.6 60.4
Aboriginal 10.7 9.9 9.7 9.9 9.1 15.0 7.6 11.4 9.1 7.7
Asian 3.6 5.6 5.2 5.0 10.1 9.0 10.5 12.7 13.5 10.2
South Asian 2.4 3.7 1.0 2.6 2.4 2.3 2.5 5.3 3.8 3.0
Hispanic 3.3 5.0 4.8 5.6 8.0 8.3 3.8 4.5 4.3 4.7
Black 2.7 3.7 3.1 2.0 3.1 4.5 4.2 3.3 1.4 2.6
Other * 1.5 0.0 0.7 1.3 2.8 2.3 2.1 1.2 2.4 0.9
Unknown 3.6 2.5 4.5 5.6 6.3 3.0 3.8 4.9 4.8 10.6
* Other - Arab/West Asian and other/mixed ethnicity
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9. Percentage of new HIV diagnoses in BC by ethnicity - total, 2004 to 2013 

Over the past ten years, the proportion of reported ethnicities among people newly diagnosed with 
HIV in BC has shifted.  The percentage of new diagnoses among Caucasian people has gradually 
decreased while the percentage of diagnoses among Asian people has increased with the proportion 
of most other ethnicities remaining relatively stable. 
 
Similar to previous years, in 2013 most new HIV diagnoses are among people of Caucasian ethnicity 
(155 cases, 58.1%) followed by peoples of Aboriginal (30 cases, 11.2%) and Asian (27 cases, 
10.1%) ethnicity (Table 9).  Over this time period, Aboriginal Peoples have been disproportionately 
represented in BC’s HIV epidemic, consistently comprising approximately 11-15% of new HIV 
diagnoses while representing only about 5% of the total provincial population.3  This disparity is 
particularly pronounced for Aboriginal women who comprise 37.5% (12 cases) of new HIV diagnoses 
among females in 2013 (Table 10). 
 
At the time of this report, the ethnicity of 26 (9.7%) individuals newly diagnosed with HIV in 2013 is 
unknown.  There is an expected delay in the collection of this information.  The proportion of 
individuals having unknown ethnicity will likely decrease by the time of next year’s report. 

10. Percentage of new HIV diagnoses in BC by ethnicity - female, 2004 to 2013 

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 442 400 361 391 347 337 300 288 237 267

Caucasian 67.2 66.0 62.9 62.1 55.3 53.1 59.7 53.1 57.4 58.1
Aboriginal 15.8 15.0 15.5 16.1 13.5 16.9 13.0 15.3 12.7 11.2
Asian 3.2 4.8 4.7 4.3 8.9 7.7 9.7 11.5 12.7 10.1
South Asian 2.5 3.5 2.8 3.1 2.3 2.1 2.7 5.2 3.4 3.4
Hispanic 2.5 4.0 4.2 4.9 6.6 6.5 3.3 4.2 4.2 4.1
Black 4.3 4.3 4.2 2.6 4.9 6.8 5.3 4.5 3.0 2.6
Other * 1.4 0.5 1.1 1.5 2.6 2.1 2.3 1.4 2.5 0.7
Unknown 3.2 2.0 4.7 5.4 5.8 4.7 4.0 4.9 4.2 9.7
* Other - Arab/West Asian and other/mixed ethnicity

Ethnicity 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

No. Diagnoses 105 77 72 85 60 71 62 43 29 32

Caucasian 50.5 51.9 30.6 42.4 41.7 43.7 37.1 32.6 34.5 40.6
Aboriginal 32.4 35.1 38.9 38.8 35.0 23.9 33.9 37.2 37.9 37.5
Asian 1.9 1.3 2.8 2.4 3.3 2.8 6.5 4.7 6.9 9.4
South Asian 2.9 2.6 9.7 4.7 1.7 1.4 3.2 4.7 0.0 6.3
Hispanic 0.0 0.0 1.4 1.2 0.0 0.0 1.6 2.3 3.4 0.0
Black 9.5 6.5 8.3 4.7 13.3 15.5 9.7 11.6 13.8 3.1
Other * 1.0 2.6 2.8 2.4 1.7 1.4 3.2 2.3 3.4 0.0
Unknown 1.9 0.0 5.6 3.5 3.3 11.3 4.8 4.7 0.0 3.1
* Other - Arab/West Asian and other/mixed ethnicity



Current	  challenges	  

•  An	  Indigenous	  lens,	  especially	  a	  posiEve	  Indigenous	  
perspecEve,	  is	  criEcal	  

•  Indigenous	  health	  determinants	  are	  key	  
•  Need	  to	  deal	  with	  sEgma:	  
–  Eroding	  our	  autonomy	  and	  right	  to	  health	  
–  Lateral	  violence	  

•  WholisEc	  soluEons	  –	  within	  the	  person,	  within	  the	  
family,	  within	  the	  community,	  within	  the	  environment	  

•  How	  do	  we	  leverage	  our	  successes?	  How	  do	  we	  step	  up	  
the	  pace?	  How	  do	  we,	  as	  Indigenous	  Peoples,	  not	  get	  
leu	  behind?	  



Current	  challenges	  

•  HIV/AIDS	  research:	  
– Does	  not	  reflect	  OCAP/OCAS,	  MEPA	  
–  Indigeneity	  ouen	  buried	  within,	  added	  on,	  or	  
derived	  without	  an	  Indigenous	  lens	  


