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Objectives: To examine the epidemiology of HIV among black and minority ethnic (BME) men who have
sex with men (MSM) in England and Wales (E&W).
Methods: Ethnicity data from two national HIV/AIDS surveillance systems were reviewed (1997–2002
inclusive), providing information on new HIV diagnoses and those accessing NHS HIV treatment and care
services. In addition, undiagnosed HIV prevalence among MSM attending 14 genitourinary medicine
(GUM) clinics participating in the Unlinked Anonymous Prevalence Monitoring Programme and having
routine syphilis serology was examined by world region of birth.
Results: Between 1997 and 2002, 1040 BME MSM were newly diagnosed with HIV in E&W, representing
12% of all new diagnoses reported among MSM. Of the 1040 BME MSM, 27% were black Caribbean,
12% black African, 10% black other, 8% Indian/Pakistani/Bangladeshi, and 44% other/mixed. Where
reported (n = 395), 58% of BME MSM were probably infected in the United Kingdom. An estimated 7.4%
(approximate 95% CI: 4.4% to 12.5%) of BME MSM aged 16–44 in E&W were living with diagnosed HIV
in 2002 compared with 3.2% (approximate 95% CI: 2.6% to 3.9%) of white MSM (p,0.001). Of
Caribbean born MSM attending GUM clinics between 1997 and 2002, the proportion with undiagnosed
HIV infection was 15.8% (95% CI: 11.7% to 20.8%), while among MSM born in other regions it remained
below 6.0%.
Conclusions: Between 1997–2002, BME MSM accounted for just over one in 10 new HIV diagnoses
among MSM in E&W; more than half probably acquired their infection in the United Kingdom. In 2002,
the proportion of BME MSM living with diagnosed HIV in E&W was significantly higher than white MSM.
Undiagnosed HIV prevalence in Caribbean born MSM was high. These data confirm the need to remain
alert to the sexual health needs and evolving epidemiology of HIV among BME MSM in E&W.

en who have sex with men (MSM) remain the group
at greatest risk of acquiring HIV in England and
Wales (E&W).1 Recent years have seen a substantial
rise in the number of new HIV diagnoses among these men.1
While the ethnicity of people with heterosexually acquired
HIV has been examined in detail,1 2 there has been little
consideration of HIV among black and minority ethnic
(BME) MSM in E&W.
An estimated 10 000–30 000 BME MSM aged 16–44 years
currently live in E&W, according to population prevalence
estimates from the National Survey of Sexual Attitudes and
Lifestyles (Natsal 2000) applied to the 2001 census,3–5 (Dr
Catherine Mercer, personal communication). Black communities in E&W, particularly black Caribbean and African
communities, experience poor sexual health with relatively
high rates of bacterial STIs.6 7 There is also evidence that BME
MSM in E&W are more likely to report high risk sexual
behaviour than other MSM while lacking culturally appropriate information, safe spaces, and social networks to meet
their sexual health needs.8 In the United States, BME MSM
bear a disproportionate burden of incident HIV; among
young BME MSM surveyed in six US cities between 1994 and
2000, HIV incidence was 14.7% compared to 2.5% among
white MSM.9 To avert a similar public health crisis in E&W,
HIV infection among BME MSM must be monitored and
appropriate action taken.
This paper examines the epidemiology of HIV among BME
MSM in E&W to provide an evidence base for clinicians,
policy makers and those involved in health promotion. In this
paper we focus on new HIV diagnoses, those accessing HIV
treatment and care services within the National Health
Service (NHS), and the prevalence of undiagnosed HIV.

METHODS
Data for 1997–2002 from three national HIV surveillance
systems held at the Communicable Disease Surveillance
Centre (CDSC) were examined. Analyses were limited to
E&W to ensure comparability between sources.
New HIV diagnoses
CDSC receives voluntary confidential reports of new HIV
diagnoses from laboratories (since 1985) and clinicians (since
2000).10 Data on probable route of infection (for example, sex
between men) are collected on all reports, and followed up by
a research nurse where incomplete. Information on ethnicity
and probable country of infection is also collected. Country of
birth has been included in clinician reports of HIV diagnoses
since 2000. A ‘‘late’’ diagnosis is defined as an AIDS diagnosis
within 3 months of an HIV diagnosis.
Survey of Prevalent HIV Infections Diagnosed
(SOPHID)
SOPHID has provided an estimate of the number of
individuals living with diagnosed HIV infection in E&W
since 1995.11 The survey aims to include every individual
living in E&W with diagnosed HIV infection who has
attended for HIV treatment or care at NHS services during
Abbreviations: ART, antiretroviral therapy; BME, black and minority
ethnic; CDSC, Communicable Disease Surveillance Centre; E&W,
England and Wales; GUM, genitourinary medicine; IPB, Indian/
Pakistani/Bangladeshi; IQR, interquartile ranges; MSM, men who have
sex with men; NHS, National Health Service; SOPHID, Survey of
Prevalent HIV Infections Diagnosed; UAPMP, Unlinked Anonymous
Prevalence Monitoring Programme; VCT, voluntary confidential testing
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a calendar year. Data collected include ethnicity, probable
route of infection, level of antiretroviral therapy (ART), CD4
count when last seen, and area of residence.

Unlinked Anonymous Prevalence Monitoring
Programme (UAPMP)
The UAPMP has measured the prevalence of undiagnosed HIV
infection in different population subgroups since 1990.12 The
genitourinary medicine (GUM) clinic survey uses residual
blood taken for syphilis serology, providing information on HIV
prevalence among MSM attending GUM clinics. A GUM clinic
is synonymous with an STI clinic. Clinics provide treatment
and care for patients with STIs and HIV. These free and strictly
confidential services are open access; patients can refer
themselves without going through their primary care physician. Fourteen (of 228) GUM clinics in E&W participate in the
UAPMP GUM survey (seven (of 34) in London, seven (of 194)
elsewhere in E&W). Information is collected on co-infection
with acute STIs and the uptake of voluntary confidential
testing (VCT). The term ‘‘previously undiagnosed HIV’’ only
includes samples from HIV infected MSM who had not had a
positive voluntary HIV test before clinic attendance; they were
either newly diagnosed during the clinic visit or left without
accepting VCT, therefore remaining undiagnosed. In the
UAPMP all samples have patient identifying details irreversibly
removed before testing for HIV infection.
Ethnicity
Ethnicity is established during clinic visits with the patient.
Surveillance forms are subsequently completed by a healthcare worker, typically using patient notes. There is no
reclassification at CDSC unless there is an obvious error in
form completion. Broad ethnicity categories are used,
collapsed from the 1991 census so that population denominators can be applied. These categories did not change over
the period 1997–2002 and are white, black African, black
Caribbean, black other, Indian/Pakistani/Bangladeshi (IPB),
and other/mixed. ‘‘Black other’’ includes ‘‘black British’’
while ‘‘other/mixed’’ includes men from South America and
Asia (excluding IPB). Those of black and white ancestry will
be classified as ‘‘black other’’ or ‘‘other/mixed,’’ depending on
assignment at the clinic level. BME includes all these
categories, except white.
Ethnicity data have been collected on laboratory reports of
HIV diagnoses since 1996, on clinician reports of HIV/AIDS
diagnoses since 2000 and were collected on AIDS reports
until 2000. Completeness of ethnicity data on reports of MSM
newly diagnosed with HIV ranged from 58% to 81% between
1997 and 2002. Ethnicity data have also been collected in the
SOPHID surveys since they began in 1995; completeness
ranged from 96% to 98% between 1997 and 2002. To improve
the completeness of ethnicity data for new HIV diagnoses,
reports among MSM where ethnicity was missing were
matched to the SOPHID database using soundex code, sex,
date of birth and other available information. If ethnicity was
recorded in SOPHID it was used to classify the ethnicity of
MSM newly diagnosed with HIV. The UAPMP GUM survey
does not collect information on ethnicity. Region of birth is
collected instead.
For these analyses, countries of birth or infection outside
the United Kingdom were aggregated into broader regions.
Men who were born or probably infected in England, Wales,
Northern Ireland, or Scotland were classified as being born or
infected in the United Kingdom. This classification could not
be disaggregated.
Statistical methods
Where appropriate, data were analysed using Epi-Info 6
(v.6.04d) and Stata 8, with categorical variables analysed

www.stijournal.com

Dougan, Elford, Rice, et al

using x2 tests. Interquartile ranges (IQR) for medians are
presented. Data for E&W were analysed for 1997–2002. Those
without reported ethnicity (new diagnoses, SOPHID) or
country of birth (UAPMP) were excluded. New diagnoses
are based on reports received by the end of December 2003.
Statistical inferences were only made for data from sample
populations (UAPMP GUM survey and estimates of the
proportions of BME and white MSM living with diagnosed
HIV), and not surveillance data relating to whole populations
(new diagnoses and SOPHID).
The proportion of BME and white MSM living with
diagnosed HIV in E&W was calculated by dividing the
number of BME or white MSM aged 16–44 accessing HIV
services (SOPHID) by the number of BME or white MSM in
E&W. The denominators were calculated by multiplying the
point estimate for the proportion of BME or white MSM aged
16–44 residing in E&W (from Natsal 2000) with the number
of BME or white men aged 16–44 enumerated in the 2001
census,3–5 (Dr Catherine Mercer, personal communication).
Applying the 95% confidence intervals around the Natsal
point estimates to the census data allowed us to determine
approximate 95% CIs for the proportion of men living with
diagnosed HIV.
Ethics
Reports of new diagnoses and of those diagnosed and living
with HIV are voluntary and confidential. To maintain patient
confidentiality no names are held on the database, soundex
codes are used instead.13 The reporting system has approval
under the section 60 regulations of the Health and Social
Care Act (Statutory Instrument 1438—June 2002). The
ethical and legal basis for UAPMP has been described
elsewhere.14 In short, best practice guidance states that for
purposes of public health surveillance, and where samples are
anonymised, specific patient consent is not required, on
condition that ‘‘active local arrangements’’ allow patients the
opportunity to be aware of what may happen to their samples
and mechanisms are in place for respecting spontaneous
objections. The programme complies with guidelines published by the Medical Research Council,15 and Department of
Health interim guidelines on the use of human organs and
tissue.16 All data are stored on restricted and secure databases
at CDSC, with strict adherence to the Data Protection Act and
Caldicott Guidelines.17

RESULTS
New diagnoses
Between 1997 and 2002, 1040 BME MSM were newly
diagnosed with HIV, representing 12% (1040/8861) of all
new diagnoses reported among MSM in E&W in that period
(table 1). The number of new diagnoses among both BME
and white MSM increased between 1997–2002. The contribution of BME MSM to the total number of new HIV
diagnoses among all MSM did not vary significantly from one
year to the next. Of the BME MSM newly diagnosed with
HIV between 1997–2002 (1040), 27% (276) were black
Caribbean, 12% (124) black African, 10% (101) black other,
8% (85) IPB, and 44% (454) other/mixed. The percentage of
newly diagnosed BME MSM who were black Caribbean or
black African increased during the study period. Median age
at diagnosis was 32 years (IQR: 28–37) for BME MSM
compared to 35 years (IQR: 29–41) for white MSM.
Overall, 11% (118/1040) of BME MSM were diagnosed
‘‘late’’ compared with 13% (927/7,062) of white MSM. There
was some evidence that the proportion of late diagnoses
differed between BME groups: 19% (16/85) of IPB MSM were
diagnosed late, 14% (38/276) of black Caribbeans, 10% (10/
101) of black other, 10% (44/454) of other/mixed, and 8%
(10/124) of black Africans.
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Table 1 New HIV diagnoses among MSM in England and Wales by ethnicity and year of diagnosis, 1997–2002
Year of diagnosis
1997

1998

1999

2000

Ethnic group

No

%

No

%

No

%

Black and minority ethnic
White
Not reported
All MSM

164
1073
91
1328

12.3
80.8
6.9
100.0

137
1084
61
1282

10.7
84.6
4.8
100.0

136
1078
81
1295

8
33
21
8
94
164

4.9
20.1
12.8
4.9
57.3
100.0

15
32
15
13
62
137

10.9
23.4
10.9
9.5
45.3
100.0

13
42
15
12
54
136

Black African
Black Caribbean
Black other
IPB
Other/Mixed
All BME MSM

No

2001

2002

%

No

%

10.5 178
83.2 1154
6.3
97
100.0 1429

12.5
80.8
6.8
100.0

218
1359
102
1679

9.6
30.9
11.0
8.8
39.7
100.0

15.7
23.6
7.9
10.7
42.1
100.0

27
61
18
23
89
218

28
42
14
19
75
178

No

Total
%

No

%

13.0 207
80.9 1314
6.1 147
100.0 1668

12.4
78.8
8.8
100.0

1040
7062
579
8681

12.0
81.4
6.7
100.0

12.4
28.0
8.3
10.6
40.8
100.0

15.9
31.9
8.7
4.8
38.6
100.0

124
276
101
85
454
1040

11.9
26.5
9.7
8.2
43.7
100.0

33
66
18
10
80
207

Reports received by end of December 2003.
MSM, men who have sex with men; IPB, Indian/Pakistani/Bangladeshi; BME, black and minority ethnic

Prevalent diagnosed infections
In 1997, 10% (921/9,117) of all MSM receiving HIV treatment
or care reported to the SOPHID survey were BME, rising to
12% (1625/13 990) in 2002 (table 2). Between 1997–2002,
among BME MSM receiving HIV treatment or care, the
proportion who were black African, black Caribbean, or IPB
increased. Based on data from Natsal and the 2001 census we
estimated that 7.4% (approximate 95% CI: 4.4% to 12.5%) of
all BME MSM aged 16–44 in E&W were living with
diagnosed HIV in 2002 compared with 3.2% (approximate
95% CI: 2.6% to 3.9%) of white MSM aged 16–44 (p,0.001).
While the majority of BME MSM receiving treatment and
care lived in London, this decreased from 88% (810/921) in
1997 to 83% (1345/1625) in 2002. CD4 count and level of ART
at last clinic attendance were reported for 88% (1433/1625) of
BME MSM and 88% (10 480/11 954) of white MSM in 2002.
Seventy one per cent (130/182) of BME MSM with a CD4 cell
count ,200 cells 6106/l for whom level of ART was known,
were receiving triple therapy or more, compared to 77%
(1045/1353) of white MSM. The proportion recorded as
taking ART at last clinic attendance was equivalent among
BME groups.

Probable country of infection was reported for 38% (395/
1040) of BME MSM. Of these men, 58% (228/395) were
probably infected in the United Kingdom. The percentage of
BME MSM probably infected with HIV in the United Kingdom
varied by ethnic group: black Africans 39% (22/56); other/
mixed 55% (90/165); black Caribbean 61% (62/102); black
other 70% (26/37); and IPB, 80% (28/35). Of the 603 BME
MSM diagnosed between 2000 and 2002, 53% (321/603) had
country of birth reported. Of these, 29% (93/321) were born in
the United Kingdom. This varied by ethnic group: black
Africans 16% (7/45); other/mixed 19% (20/107); black
Caribbean 35% (35/100); IPB 42% (15/36); and black other
48% (16/33). Nearly a third (34/107) of other/mixed ethnicity
MSM were born in Central/South America, with a further third
(34/107) born in Asia (excluding India/Pakistan/Bangladesh)
and nearly 20% (20/107) in the United Kingdom.
Both probable country of infection and country of birth
were reported for 197 BME MSM diagnosed between 2000
and 2002. Overall 60% (119/197) were probably infected in
the United Kingdom while 30% (60/197) were born here. Of
32 black African MSM, 38% (12/32) were born in Africa but
probably infected in the United Kingdom while 50% (16/32)
were born and probably infected in Africa. For black
Caribbean MSM (60), 33% (20/60) were born and probably
infected in the United Kingdom, 27% (16/60) were born in
the Caribbean but probably infected in the United Kingdom,
while 37% (22/60) were born and probably infected in the
Caribbean.

Undiagnosed prevalence
Between 1997 and 2002, 4.3% (95% CI: 4.1% to 4.5%) of all
MSM attending GUM clinics in the UAPMP survey were HIV
infected and had not been previously diagnosed, ranging
from 3.7% (95% CI: 2.4% to 5.3%) among Asian born men to

Table 2 MSM resident in England and Wales and seen for treatment and care at NHS services by ethnicity and year of
SOPHID survey, 1997–2002
Year seen for HIV related treatment or care
1997

Black and minority ethnic
White
Not reported
All MSM
Black African
Black Caribbean
Black other
IPB
Other/mixed
All BME MSM

1998

1999

No

%

No

%

No

921
7869
327
9117

10.1
86.3
3.6
100.0

1056
8546
9862

10.7
86.7
2.6
100.0

83
147
135
42
514
921

9.0
16.0
14.7
4.6
55.8
100.0

97
159
145
54
601
1056

9.2
15.1
13.7
5.1
56.9
100.0

2000
%

2001

2002

No

%

No

%

No

%

1169 10.9
9331 86.6
273
2.5
10 773 100.0

1260
9985
317
11 562

10.9
86.4
2.7
100.0

1414
10 921
359
12 694

11.1
86.0
2.8
100.0

1625
11 954
411
13 990

11.6
85.4
2.9
100.0

125 10.7
188 16.1
142 12.1
62
5.3
652 55.8
1169 100.0

139
214
147
69
691
1260

11.0
17.0
11.7
5.5
54.8
100.0

154
266
165
80
749
1414

10.9
18.8
11.7
5.7
53.0
100.0

197
299
192
92
845
1625

12.1
18.4
11.8
5.7
52.0
100.0

MSM, men who have sex with men; IPB, Indian/Pakistani/Bangladeshi; BME, black and minority ethnic.
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Table 3 Prevalence of previously undiagnosed HIV*, proportion remaining undiagnosed after clinic visit and uptake of
voluntary confidential testing among MSM attending 14 GUM clinics in England & Wales by region or country of birth, 1997–
2002

Caribbean
Central/South America
Sub-Saharan Africa
Asia
United Kingdom
Total

Undiagnosed prevalence*

Proportion remaining undiagnosed after
clinic visit

Proportion accepting VCT

(No of HIV positive samples*/
no of samples tested*)

(No of HIV positive samples from
individuals who could have been
diagnosed at clinic visit but left
clinic unaware of infection/
no of HIV positive samples*)

(No of samples from individuals
accepting VCT/no of samples
tested*)

%

95% CI

n/N

%

n/N

%

n/N

15.8
5.7
4.6
3.7
4.0
4.3

(11.7 to 20.8)
(4.4 to 7.4)
(3.3 to 6.2)
(2.4 to 5.3)
(3.7 to 4.2)
(4.1 to 4.5)

42/265
57/993
40/870
27/739
971/24 452
1595/37 039

45.2
57.9
62.5
51.9
60.2
60.2

19/42
33/57

52.1
59.7
54.4
56.4
51.9
52.3

138/265
593/993
473/870
417/739
12 691/24 452
19 387/37 039

14/27
585/971
960/1595

MSM, men who have sex with men.
*MSM with ‘‘previously undiagnosed HIV’’ includes samples from HIV infected MSM whose HIV infection was not diagnosed before clinic attendance, but may
either have had a new diagnosis at the clinic visit or left remaining undiagnosed. It excludes men with a previously diagnosed HIV infection.
Total includes men born in Australia and Oceania, Middle Eastern Crescent, North America, rest of Europe, and those where region of birth was not recorded.

15.8% (95% CI: 11.7% to 20.8%) among Caribbean born men
(p,0.001) (table 3). The percentage of Caribbean born MSM
attending GUM clinics with previously undiagnosed HIV
significantly increased over the period (from 5.4% (95% CI:
0.6% to 18.2%) to 31.4% (95% CI: 20.9% to 43.6%), p,0.001).
However, data for 2003 show a decrease in the prevalence of
undiagnosed HIV among Caribbean born MSM (7.5% (3/
40)). With 2003 data included, the test for trend was only of
borderline significance (p = 0.06). For MSM born in Asia,
there was some evidence that the proportion with previously
undiagnosed HIV decreased over time (from 5.5% (95% CI:
2.0% to 11.6%) to 1.2% (95% CI: 1.5% to 4.3%), p = 0.07),
while for men born in Central/South America, sub-Saharan
Africa, and the United Kingdom there were no significant
changes over time (p = 0.3).
Overall, 60% (960/1595) of HIV infected MSM whose HIV
infection could have been diagnosed remained unaware of
their infection after leaving the clinic (table 3). This did not
vary significantly by region of birth (including the United
Kingdom) (p = 0.4).
Among MSM attending GUM clinics with previously
undiagnosed HIV, 52% (19,387/37,039) accepted VCT. This
varied significantly by region of birth (p,0.001), but all were
in the range of 52% to 60% (table 3). Between 1997–2002,
uptake of VCT significantly increased among MSM regardless
of region of birth (p,0.001) (data available on request).

DISCUSSION
Black and minority ethnic (BME) MSM accounted for just
over one in 10 MSM diagnosed with HIV in E&W between
1997 and 2002. Where probable country of infection was
known, more than half had probably acquired their infection
within the United Kingdom. In 2002, in E&W, a significantly
higher proportion of BME MSM were living with diagnosed
HIV infection than white MSM. Prevalence of undiagnosed
HIV was high among Caribbean born MSM.
Methodological issues
Strengths of this analysis include triangulation of data from
three national surveillance sources. In addition, results are
based on laboratory confirmed HIV diagnoses. There are,
however, some limitations. The number of BME men infected
through sex between men may be underestimated because of
misclassification of ethnicity and sexual orientation at the
clinic level. Cultural taboos may inhibit disclosure of sex with
another man and those having sex with both men and
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women may not perceive themselves to be bisexual, reporting
heterosexual exposure only.18 Without qualitative investigation it is impossible to quantify the extent of this
misclassification.
In these analyses completeness of ethnicity data was high
with over 90% of new diagnoses and SOPHID patients having
ethnicity recorded. Nearly half the newly diagnosed BME
MSM and those accessing services were classified as other/
mixed ethnicity, which in itself is not very informative unless
combined with country of birth data; collection of such a
broad ethnic category needs to be reviewed. Data on country
of infection and birth for newly diagnosed BME MSM were
incomplete and care should be taken when interpreting these
results. It is difficult to ascertain how this incompleteness
would bias results: for probable country of infection it is
likely that where country of infection was uncertain it was
not assigned.
Undiagnosed prevalence of HIV among BME MSM is based
on a population from 14 GUM clinics, which may not fully
represent BME MSM attending all 228 GUM clinics in E&W.
A further consideration is that clinic attendees will not be
fully representative of all BME MSM as those attending GUM
clinics are generally at higher risk of acquiring HIV. The
UAPMP survey collects information on region of birth rather
than ethnicity, which in some instances may not be a good
proxy for ethnicity, particularly for MSM born in Africa and
South America.19 The data presented in this paper indicate
that nearly a third of newly diagnosed BME MSM were born
in the United Kingdom. Using world region of birth as a
proxy for ethnicity would not capture this information.
Finally, it is important to note that although 52% of all MSM
accepted an HIV test we could not ascertain how many men
were offered a test. This data item has been introduced into
the 2003 UAPMP GUM survey.
Diagnosed HIV among BME MSM
Between 1997 and 2002, BME MSM accounted for just over
one in 10 new HIV diagnoses among MSM in E&W. More
than half had probably acquired HIV in the United Kingdom.
BME MSM were younger at diagnosis than white MSM,
suggesting infection with HIV at an earlier age or earlier
uptake of HIV testing. They were not diagnosed any later
during the course of infection as evidenced by AIDS diagnosis
within 3 months of HIV diagnosis. Rising diagnoses combined with improved survival have led to increasing numbers
of BME MSM attending HIV treatment and care services,
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with over one in 10 MSM attending services in 2002 being
BME. Most lived in London. In E&W in 2002, a significantly
higher proportion of BME MSM were living with diagnosed
HIV than white MSM. According to our estimates there was a
twofold difference. The proportion of BME MSM attending
NHS HIV treatment and care services receiving triple therapy
(with a CD4 count of less than 200 cells 6106/l) did not differ
significantly from white MSM. This is in stark contrast to the
United States, where marked inequalities in HIV treatment
and care exist between black people, Latinos and white
people.20 21 These differences may be explained by healthcare
provision. Black people and Latinos in the United States are
at economic disadvantage and are more likely to receive HIV
care through publicly funded Medicaid rather than privately
funded services. In the United Kingdom, HIV treatment and
care services are typically provided free at the point of access
to diagnosed patients, through the NHS.
Undiagnosed HIV among BME MSM
The prevalence of undiagnosed HIV among Caribbean born
MSM exceeded that for other BME groups between 1997 and
2002. While there is no clear explanation for this differential,
several factors could be contributing: high rates of bacterial
STIs among black Caribbeans may be facilitating transmission of HIV22 23; compared with white MSM, black MSM may
be more likely to engage in unprotected anal intercourse with
an HIV infected partner or with a partner of unknown HIV
status24; there may be differential immigration to the United
Kingdom of HIV infected MSM from the Caribbean, driven
by local stigma and discrimination.25 26 This wide disparity
between black Caribbean MSM and other ethnicities merits
further investigation. Other UAPMP results indicate that
more than half the MSM who could have been diagnosed left
the GUM clinic unaware of their infection, irrespective of
where they were born. Conversely, between 1997–2002, VCT
uptake increased significantly among MSM from all regions
of birth, which may reflect promotion of HIV testing among
clinic attendees, and is encouraging.
Comparisons with other studies
There are limited data with which to compare findings.
Research into HIV testing and sexual risk behaviours among
ethnically diverse MSM in a community based study in
England in 2001 found that self reported HIV prevalence was
5.9% (50/853) among BME MSM overall (‘‘black,’’ ‘‘Asian,’’
and ‘‘all others’’ combined) compared to 5.3% (655/12 462)
among white MSM (‘‘white British’’ and ‘‘white other’’
combined) (p = 0.4).24 The lack of a statistically significant
difference in self reported HIV prevalence between BME and
white MSM in this study is at odds with our own prevalence
estimates based on laboratory confirmed HIV diagnoses. In
2002, we found a significant twofold difference in the
estimated proportion of BME and white MSM living with
diagnosed HIV in E&W. However, the authors of the
community based study did find that self reported HIV
prevalence was higher among black MSM (11.3% (35/309))
than among Asian and ‘‘all other’’ men (1.5% (5/327) and
4.6% (10/217) respectively) (p,0.001). They recommended
that HIV prevention programmes should prioritise black
MSM.24 Our data would support this recommendation, with
an elevated prevalence of undiagnosed HIV among black
Caribbean MSM compared with other BME groups.
In the United States substantially higher levels of incident
HIV infection have been reported among black MSM than
white MSM, a disparity that is not explained by higher rates
of unprotected anal and oral sex.9 27 Similarly, HIV prevalence
is much higher among black MSM, reaching 32% among
those aged 23–29 years in metropolitan areas.9 Fortunately,
HIV has not reached these levels among BME MSM in E&W
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but undiagnosed HIV prevalence was high among Caribbean
born MSM between 1997 and 2002 and this situation needs
to be monitored. HIV prevalence ranging from 5% to 15% has
been found among MSM in the Caribbean.25

Implications of this study
Our findings have important implications for HIV surveillance and health promotion in E&W. Surveillance of HIV
among BME MSM could be improved if data on ethnicity,
country of birth and infection for new HIV diagnoses were
complete. Reporting completeness, particularly for clinician
HIV reports, needs to be addressed. The evidence of
acquisition of HIV by BME MSM in E&W makes them an
emerging target group for health promotion. The elevated
undiagnosed HIV prevalence in Caribbean born MSM is of
concern, highlighting a need for black Caribbean MSM to be
prioritised when planning health promotion initiatives. HIV
rates among BME MSM in E&W have not reached the level
observed in the United States. None the less, high rates of
bacterial STIs and sexual risk behaviours among black
minority ethnic groups in E&W compounded by racism and
cultural taboos surrounding sexual orientation demand that
we remain alert to the sexual health needs and evolving
epidemiology of HIV among BME MSM in E&W. Further
research among BME MSM may provide an evidence base for
those planning appropriate and culturally specific sexual
health services.
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