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Foreword

Inequality in HIV care is a matter of serious 
concern and an issue that we experience daily 
as a frontline community organisation working 
directly with Black African and Minority Ethnic 
(BAME) people living with HIV. Many of the people 
living with HIV that we support are vulnerable 
individuals, some experience language, faith and 
cultural barriers whilst others have complexities 
such as mental health and social issues that 
impact their access to health and social care 
services, leading to poor health outcomes.

We welcome the report’s findings, as they 
highlight key issues that we collectively feel need 
addressing to ensure better health outcomes 
for BAME people living with HIV. As it shows, 
many BAME people living with HIV in the UK still 
encounter stigma and discrimination in care 
especially with the limited integration between 
specialist HIV services and general practice.  
The apparent lack of shared decision-making, 
and ineffective collaboration and communication, 
between health professionals and BAME people 
living with HIV in care means that many are  
being left behind or are not able to get the best 
possible care.

The recommendations that the report makes 
are very much welcomed. We would like to 
see a commitment from clinicians, NHSE, local 
authorities, the government and other healthcare 
providers to tackle the gaps highlighted in order  
to ensure that the present inequalities in HIV care 
and services experienced by BAME people living 
with HIV in the UK are addressed.

Denis Onyango 

Programme Director 
African Advocacy Foundation
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Executive Summary

Since the 1990s, HIV has been transformed from a terminal virus into a long-term, manageable condition, 
meaning that people with HIV are living longer, better quality lives.  This has been partly attributed to 
antiretroviral therapy (ART), which prevents the virus from replicating within the body and allows the immune 
system to repair itself, and the continued innovation that has followed since.  Immediately initiating ART is 
essential as it has been shown to reduce the risk of all-cause morbidity (for example cardiovascular, renal and 
liver diseases) and mortality, when compared to deferred ART initiation.   

As a result of ART, the life expectancy of a person living with HIV is no different to the general population.  This is 
excellent progress, but the resulting ageing HIV population presents new challenges that require a step change 
in HIV care.  Foremost among these is the need to ensure that every person living with HIV has access to the 
same quality of services and care regardless of age, gender or ethnicity.  Given the diverse HIV population in the 
UK, which includes demographic groups particularly vulnerable to health inequalities, this is a priority issue. 

This report aims to bring attention to the current extent of inequality in the way that certain groups access and 
experience HIV services in the NHS.  Looking specifically at the divisions between ethnic and gender divides, it 
finds that:

 Black and Minority Ethnic people living with HIV (BME PLWHIV) feel less informed about their condition

 BME PLWHIV are less likely to engage with their clinicians

 BME PLWHIV are less engaged with their clinician when their treatment is altered

 Lack of engagement among BME PLWHIV groups translates into poorer reported outcomes

 Women are more likely to receive a late HIV diagnosis than men

 Two-fifths of women living with HIV are diagnosed with a mental health condition

 Almost half of women living with HIV do not have the information they need to manage menopause

 Only a third of women (36%) said that GPs were always friendly, and 17% said GPs were ‘never’ or  
 ‘rarely’ friendly

 Women are less likely than men to feel comfortable asking their GP questions about HIV

 More than half of women needing peer support do not receive it

The importance of tackling health inequalities has been recognised in the recently published NHS Long  
Term Plan. Within the plan, the £1 billion worth of funding promised to geographies with high health 
inequalities, and the request for local health systems to outline strategies for reducing their health  
inequalities by 2023/24, are welcomed.  However, as there was no mention of HIV in the Long Term Plan  
it is vital that a national strategy for HIV is created which includes measures to address health  
inequalities specifically in HIV.

For too long women have been overlooked in the 
narrative and response to HIV, and we continue 
to hear about services not reaching the BME 
communities which continues to result in severe 
repercussions around their health and wellbeing. 
The inequalities evidenced in this report are of 
significant concern and need urgent attention.

We welcome this timely report from Gilead and 
are proud to see our ‘Invisible no longer’ findings 
have helped highlight the data gaps for women. 
This report comes at a time when HIV specialist 
services are continuing to be stripped of funding, 
which is of significant concern as HIV positive 
people now expect to live a normal life expectancy. 

We can no longer sit and watch as figures for 
late diagnoses continue to rise amongst certain 
populations and applaud only those that have 
seen a decline, mainly for white men who have 
sex with men. If we are to see reductions in these 
inequalities, HIV needs to be put back on the 
political agenda, supported by proper investment.

Service providers need to listen to the collective 
voices of these communities if they want to 
engage those with higher risk.  For the last two 
years figures for heterosexual men and women 
being diagnosed late have been on the increase, 
in 2017 women made up 50% of late diagnoses 
(up from 2016). Poorer health in women ageing 
cannot be addressed if services are not designed 
with a gendered approach. It is imperative that 
patients are consulted on every aspect of their 
care and that everyone plays a role in ensuring any 
resource and information meets the needs of the 
diversity of people living with this condition today 
and in the future. 

We wholeheartedly support the recommendations 
outlined in this report and urge policymakers and 
stakeholders to take prompt action to help reduce 
all inequalities.

Sophie Strachan 

Chair 
Sophia Forum
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By looking exclusively at HIV, this report assesses how these inequalities affect a patient population in 
which marginalised, vulnerable groups are disproportionately represented.  The report makes the following 
recommendations: 

1 All healthcare professionals involved in HIV care should be supported to encourage BME and female  
 PLWHIV to engage in shared decision-making and reporting patient outcomes  

2 A quality of life indicator, including measures to monitor ageing with HIV, should be established  
 and routinely measured for all people living with HIV, to ensure that they age well with the condition

3 The NHS, HIV charities and educational organisations should ensure that BME and female PLWHIV  
 are signposted to accessible and relevant information through an appropriate range of HIV support  
 services, for example support through the menopause for women

4 Public Health England should investigate the causes of late diagnosis in BME and female PLWHIV,  
 and agree actions to address these 

5 A public health campaign should be developed seeking to reduce late diagnosis amongst BME  
 and female PLWHIV, including through addressing stigma, in partnership with these groups 

6 BME PLWHIV should be encouraged to take part in decisions about changes to their treatment,  
 including splitting single tablet regimens (STRs)

To ensure these inequalities are sufficiently addressed, each of these recommendations should be 
incorporated within a new national HIV strategy. 
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Methodology

This report, commissioned and funded by Gilead, was initiated to identify what inequalities exist between  
different people living with HIV.  It focuses on the differences between men and women, and between Black and 
Minority Ethnic (BME) and non BME people.  The report also makes recommendations on how these inequalities  
can be overcome.

To answer these questions and develop our recommendations, we:

 Conducted a survey of 184 people living with HIV who had changed treatment in the last 12 months.  
 This group of patients was recruited through a specialist recruitment panel, patient groups, and social media.  
 Included within this group were:

  81 non Black and Minority Ethnic people living with HIV (non BME PLWHIV),  
  90% of whom were male and 10% of whom were female

  103 Black and Minority Ethnic people living with HIV (BME PLWHIV).  
  42% of this group were male, 56% were female, and 2% did not assign themselves a gender1 

 Reviewed existing literature. Including:

  A report jointly authored by the Terrence Higgins Trust and Sophia Forum on women living with HIV,  
  Invisible No Longer (2018)2

  A report published by the Terrence Higgins Trust on ageing, Unchartered Territory (2018)3

 Examined national statistics from Public Health England 

Throughout this report we use the terms BME PLWHIV and non BME PLWHIV to represent respondents to the survey. 

1

2 Background

Human immunodeficiency virus (HIV) is a virus that attacks the cells in the immune system and weakens 
the ability to fight common infections and diseases.  If left untreated, HIV can develop into acquired immune 
deficiency syndrome (AIDS), the umbrella term for a group of potentially fatal infections and illnesses that can 
take hold after the immune system has been weakened.4  In the UK, there are an estimated 101,200 people 
living with HIV, 88,769 of whom are believed to be receiving treatment.5

Since the 1990s, significant advances in treatment and understanding have transformed the virus from a fatal 
disease into a long-term, manageable condition.5  This has been partly attributed to antiretroviral therapy (ART), 
which prevents the virus from replicating within the body and allows the immune system to repair itself, and the 
continued innovation that has followed since.4  In March 2018, NHS England introduced a policy recommending 
that people living with HIV should begin ART immediately after their diagnosis, rather than waiting for a certain 
degree of damage to the body’s immune system.6  Immediately initiating ART is essential as it has been shown 
to reduce the risk of all-cause morbidity (for example cardiovascular, renal and liver diseases) and mortality, 
when compared to deferred ART initiation.6  The policy is also intended to reduce the risk of transmission.

As a result of this progress, the HIV population as a whole is ageing – more than a third of people accessing  
HIV care in the UK in 2016 were aged 50 years or above.  This poses a range of new and different challenges 
to the health service because as people with HIV age, they are more likely than other people to develop 
certain health conditions such as heart disease, kidney disease, bone problems, diabetes and some cancers.  
In addition, many of the predominant demographic groups within the UK HIV population are already more 
susceptible to certain health conditions – for example people of West African descent are more likely to develop 
end-stage kidney disease.7  

The chart below provides a breakdown by ethnicity and gender of persons seen for HIV care in the UK in 2017.

Figure 1: 

Persons seen for HIV care in the UK, by country and PHE region of residence and demographic group: 20178

White male  45,174    

Asian and other/mixed male  5,952

Black female  19,900

Black male  12,099

Asian and other/mixed female  2,657    

White female  5,918
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This report focuses on the gaps that exist in the way these two subsets of the HIV population – BME groups 
and women – experience the healthcare system.  Although these findings are concerning, it is worth noting 
that some progress is being made in HIV.  For example, the number of new diagnoses among black African 
and black Carribean people, and women is reducing over time (Figure 2).8  However, as the findings of this 
report highlight there is still along way to go. 

Figure 2: 
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BME inequalities

BME people are consistently among the most likely to experience inequalities in health.  The polling conducted 
for this report looked extensively at different ethnic groups’ experience of healthcare and their comparative 
outcomes.  It identified inequalities in a number of areas:

 Late diagnosis 

 The importance of patient involvement in care

 Inequalities in HIV shared decision making 

 Access to innovative treatments 

Late diagnosis 

Late diagnosis is known to be the most important predictor of morbidity and premature death among people 
living with HIV, which is why early diagnosis is key to successfully treating the virus.4  For example, a recent 
study found that in the UK, people diagnosed late have a ten times higher risk of death within one year of 
diagnosis than those diagnosed promptly.10  

It is therefore concerning that the rate of late diagnosis amongst black African heterosexual men rose to 69%  
in 2017 from 59% in 2015, in contrast to the overall late diagnosis rate which has fallen.5,9  

The importance of patient involvement in care

The principle of shared decision-making, whereby patients inform and have input into the clinical decisions  
that affect their lives, is now widely viewed as a pillar of effective, sustainable, patient-centred healthcare.   
While clinicians possess extensive medical expertise, patients also hold important knowledge relating to:11 

 Experience of illness

 Social circumstances

 Attitudes to risk

Shared decision-making has been shown to produce better outcomes for patients across a range of disease 
areas.  Where patients have actively used clinical literature and resources, they have more expectations of the 
treatment options available to them and participate more in decision-making.  This in turn increases adherence 
to treatment and medication, as individuals have greater trust that their medicine is right for them.12 

Inequalities in HIV shared decision-making

In HIV services, shared decision-making is vital.  With life expectancy for PLWHIV steadily on the rise, it is 
imperative that individuals play a meaningful role in the clinical decision-making process.  Because it is their  
lives that will over many years be affected by the treatments they take, their priorities and concerns should 
guide decisions at every stage.

Yet the polling conducted for this report has revealed that among the HIV population, there is alarming  
variation in the extent to which PLWHIV of different ethnicities feel able to partake in the discussions around 
their treatment.  Below we explore the findings of our research in greater depth, as well as the ramifications  
for patients.

BME PLWHIV feel less informed about their condition

Successful shared decision-making depends on strong patient education and literacy, which enables patients 
to have the confidence to engage clinicians about their priorities and concerns.  However, our research indicates 
that this essential precondition is consistently missing among BME PLWHIV, as knowledge around various 
aspects of treatment is markedly lower than among non-BME groups.1

Figure 3: 

Feeling informed about own care
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Felt able to ask questions of their HCP

While 49% of non BME PLWHIV felt informed about their condition, their treatment and how both affect daily 
life, only 33% of the BME group felt the same.  Conversely, 11% of the BME group stated that they felt poorly 
informed, against just 2% of the non-BME group (see Figure 3).1

This disparity becomes even clearer where it exclusively concerns understanding of treatment. Here, the 
proportion of non BME PLWHIV who feel very well-informed rises to 53%, compared to just 34% of the BME 
cohort.1

BME PLWHIV are less likely to engage with their clinicians

BME PLWHIV are also far less likely to engage and partake in conversations around their condition and their 
care when in a clinical setting.  96% of non BME PLWHIV discuss their treatment with healthcare professionals 
at their clinic, 7% more than the BME cohort (see Figure 4).1  The gap grows significantly when it comes to 
interactions with GPs.  In this setting, only 15% of BME PLWHIV discuss their treatment, less than half the 
proportion of non BME PLWHIV (see Figure 4a and 4b).1 

Figure 4a: 

Discussion of treatment with HCPs at the clinic
Figure 4b: 

Discussion of treatment with GP

When considering the fact that 16% of non BME PLWHIV make additional appointments with clinicians, while 
just 6% do among BME PLWHIV, these findings indicate that BME PLWHIV are seemingly less demanding and 
actively engaged with their health services.1

BME PLWHIV are less engaged with their clinician when their treatment is altered

Patient input is critical when clinicians are considering changes to existing treatment.  It is here that patient 
knowledge can make the crucial difference in ensuring that the right option is selected.  However, it is also here 
that some of the largest disparities between ethnic groups emerged in our polling. 

Just 47% of BME PLWHIV felt able to ask questions of their HCP when discussing HIV treatment change, 
significantly lower than the 82% figure for non BME PLWHIV (see Figure 5).1  Similarly, only 28% felt involved in 
the decision to change treatment, compared to 54% among non BME PLWHIV, and just 16% felt involved in the 
selection of the specific HIV treatment, against 38% among non BME PLWHIV (see Figure 5).1

Figure 5: 

Engagement at the time treatment is altered

As a result, BME PLWHIV are seemingly more discontent and uncomfortable with changes to their treatment 
programme than non BME PLWHIV: just 30% of BME PLWHIV reported being happy with the decision to change 
treatment, compared to 59% of non BME PLWHIV.1

Lack of engagement among BME PLWHIV groups translates into poorer reported outcomes

Our research demonstrated that, having not directly engaged in key decisions from the outset, BME PLWHIV 
reported worse outcomes to their clinician.  While 91% of the non BME cohort indicated that they were generally 
getting on with their treatment, amongst BME PLWHIV the figure was just 75% (see Figure 6).1

Figure 6: 

Generally getting on with treatment

All of this evidence points toward a problem in the way that BME PLWHIV are interacting with and experiencing 
the health service when compared to other ethnic groups.  As explored below, this could pose particular 
problems around access to and uptake of the most innovative treatments for HIV.
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Access to innovative treatments

ART has been central to the recent success in containing and reducing the impact of HIV in the UK.  Between 
1995, when ART was first introduced into the UK, and 2017, the number of deaths among PLWHIV in the UK 
dropped from 1,716 to 428.8 

Nonetheless, delivering improvements in care for PLWHIV requires more than simply providing general  
access to ART. It is also important that PLWHIV continue to benefit from scientific advances by being able to 
access the most innovative medicines.  For example, these may have fewer, less harmful side effects, or may 
only require just one pill a day, rather than several. However, for cost reasons, PLWHIV can be moved away from 
single-tablet regimens onto treatment programmes that require multiple pills to be taken each day – a practice 
known as ‘splitting’. 

It is important that the inequalities identified in the previous chapter do not translate into lower levels of access 
to innovative treatments for BME PLWHIV.  It is therefore concerning that non-clinical cost factors are perceived 
to be more influential when it comes to decisions around treatment for BME PLWHIV than for other ethnic 
groups.  While 46% of the BME cohort reported that cost reasons were cited in the decision to alter their HIV 
treatment, the figure for non BME PLWHIV was only 26% (See Figure 7).1 

Meanwhile, non BME PLWHIV reported that changes to their treatments were more focused on access to the 
latest medicines and patient convenience.  33% stated that improving management of HIV was a consideration 
in their clinician’s decision and 30% cited the availability of new treatments.  By contrast, the findings for BME 
PLWHIV were 19% and 15% respectively.1

Figure 7: 

Reasons for treatment change

These results shed light on the potential inequality that exists around access to innovation.  To address 
this, it is important that BME PLWHIV are properly engaged by their clinicians and that any decision to ‘split’ 
their treatment is reached through shared decision-making.  If a person has had their treatment ‘split’, their 
adherence level should be more closely monitored, and clinicians should seek their personal opinion as to how 
they are finding the new regime. 

Furthermore, the very high rate of late diagnosis in BME heterosexuals suggests that, once diagnosed, 
immediate initiation of ART is vital in order to achieve viral suppression, prevent onward transmission, and 
reduce the risk of all-cause morbidity and mortality.6

4 Gender inequalities

Women are often overlooked in the narrative and response to HIV,2 despite making up almost a third of the 
people receiving HIV care and accounting for almost a quarter of all new diagnoses.13  This can mean that 
inequalities between men and women living with HIV go relatively unnoticed and unaddressed. This section 
explores inequalities in the following areas:

 Late diagnosis 

 Quality of life 

 Ageing

 Access to healthcare and support 

Late diagnosis 

The importance of early diagnosis was discussed on page 4.

Women are more likely to receive a late HIV diagnosis than men

PHE data shows that in 2017, 50% of women with HIV whose probable exposure was through heterosexual 
contact were diagnosed late, an increase on 2016 (47%).8  While this is lower than the late diagnosis rate for 
men whose probable exposure was through heterosexual contact (59%), it is higher than the rate for men 
whose probable exposure was through sex with other men (33%) and also higher than the national average 
(43%) (See Figure 8).8  

Figure 8: 

Proportion of adults (aged 15 years and above) diagnosed late in 2017, by probable exposure category

In 2016, 60 women in the UK had AIDS at the time they were diagnosed with HIV.2  This is deeply troubling. 
AIDS is the last and most severe stage of HIV infection, and occurs when the immune system has been severely 
damaged by the virus. People with AIDS get an increasing number of severe illnesses  such as lymphoma, 
pneumonia and Kaposi’s sarcoma.14  It is therefore vital that no woman is diagnosed so late as to already have 
AIDS at the time of diagnosis.
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A report by the Sophia Forum and Terrence Higgins Trust, Women and HIV: Invisible No Longer, also raised 
concerns about late diagnosis in women, finding that:2

 Diagnosis of HIV often occurred due to the appearance of symptoms related to HIV infection 

 27% of women felt that there were missed opportunities to test earlier for HIV 

 Women who felt they were diagnosed late were less likely to rate their quality of life as very good,  
 and more likely to say that their quality of life had got worse since diagnosis  

People living with HIV can only start to access ART once they are diagnosed. Given how crucial ART is in 
preventing and reversing damage to the immune system and lowering the risk of HIV transmission, it is vital  
that late diagnosis in women is reduced, so that more women can receive treatment earlier.

Quality of life 

HIV care is increasingly long-term, and in this context a focus on viral suppression alone (as per the UNAIDS 
target that 90% of people receiving ART achieve viral suppression) can lead to wellbeing and quality of life 
being overlooked when considering treatment.  This is because in a constrained funding environment, health 
and care organisations may well choose to concentrate their resources on meeting targets, of which there are 
currently none for quality of life. 

This might explain why, in the report by the Sophia Forum and Terrence Higgins Trust, only half (49%) of women 
with HIV reported having a ‘good’ or ‘very good’ quality of life, while 14% deemed it to be poor. 

Figure 9: 

Quality of life among women living with HIV

Women who responded to the survey cited a number of wide-ranging issues as affecting their quality of life. 
These ranged from inadequate support after diagnosis, to difficulty accessing support for wider health and 
social issues, and issues with intimacy.

Two-fifths of women living with HIV are diagnosed with a mental health condition

Invisible No Longer also cites poor mental health among women living with HIV, including anxiety, depression 
and stress:2 

 42% of women have had a mental health diagnosis since being diagnosed with HIV 

 33% felt they had an undiagnosed mental health issue

Ageing 

Advances in HIV treatment and care means that the demographic of people living with the virus is changing 
considerably.  In 2016, just over a third of people living with HIV in the UK were over the age of 50,  and a 
quarter of those diagnosed over 50 were women.3  By 2028, more than half of people living with HIV will  
be over the age of 50.15 

As the HIV population ages, it is important that inequalities between older men and women are addressed.  
A UK study of 100 people living with HIV aged 50 found that women were more likely to have a poorer quality 
of life, depression, anxiety and concerns about memory.16  This finding was also supported by a Terrence 
Higgins Trust report in 2017, Unchartered Territory. This found that women reported lower levels of wellbeing 
than men – only 28% of women rated their wellbeing as ‘very good’ or ‘good’, compared to 41% of men.

Figure 10: 

Percentage who rated their wellbeing as 'very good' or 'good'

Women are also more concerned than men about growing older with HIV, particularly regarding the long-term 
effects of HIV and treatment, and how to manage co-morbidities. 

Almost half of women living with HIV do not have the information they need to manage 
menopause

Ageing with HIV creates specific issues for women, particularly around the menopause. A study led by 
University College London found that 47% of women with HIV aged 45-60 across England do not have the 
information they need to manage menopause.17  Particular challenges that women living with HIV face during 
the menopause include:

 Difficulties distinguishing between menopause and HIV-related symptoms

 Accessing menopause care

 The impact of menopausal symptoms on HIV management 

Other reports have supported these findings, including Unchartered Territory which showed that 53% of 
women would like information on the menopause and how it is affected by HIV. The Invisible No Longer 
report also found that women would like more support around ageing and the menopause, including early 
menopause and uptake of hormonal treatments.
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Access to healthcare and support 

The benefits of HIV treatment depend on consistent access to HIV care, as this allows doctors to assess 
disease progression and treatment response, and to monitor adverse effects.  In fact, missed appointments 
predict elevated risk for HIV progression and excess mortality.18  

It is therefore concerning the Invisible No Longer report found that nearly a third (31%) of women had 
avoided or delayed attending healthcare appointments (including HIV services) because they were worried 
about how they would be treated.11  The report also found that 31% of women had experienced negative 
treatment at a health service due to their HIV status, and 41% had been reluctant to return for an appointment 
or to a particular service due to previous treatment from staff.2 

Only a third of women (36%) said that GPs were always friendly, and 17% said GPs 
were ‘never’ or ‘rarely’ friendly

As HIV is now a long-term condition, and as people experience more comorbidities as they age, HIV services 
need to provide long-term condition management in partnership with GPs and others.  However, women face 
particular problems with GP services, potentially having a negative impact on their long-term care. Only a 
third of women (36%) said that GPs were always friendly, and 17% said GPs were ‘never’ or ‘rarely’ friendly.2 
In addition, less than half of GPs feel confident managing menopause in women with HIV, compared to 96% 
feeling confident in managing menopause in general.17  

Women are less likely than men to feel comfortable asking their GP questions about HIV

If GPs are to play a positive role in the care of women living with HIV, women need to feel comfortable talking 
to them, and GPs need to be as involved in each woman’s HIV care as she feels appropriate.  However, Positive 
Voices 2017, a national survey of people living with HIV in England and Wales which was completed by 4,415 
patients, showed that there are inequalities in this area:19  

 Women are less likely than men to feel comfortable asking their GP questions about HIV

 Women are less likely to agree that their GP is as involved in their HIV care as they want them to be

Nearly half of women needing peer support do not receive it

The importance of HIV support services, particularly peer support, in addressing psychological, emotional and 
social needs cannot be undervalued.  However, of the estimated 10,000 women who needed peer support 
in 2017, nearly half (45%) did not get it.20  Furthermore, three out of every 10 women who currently use HIV 
support services said they have found them more difficult to access in the past two years.20 

Recommendations

In order to tackle the inequalities highlighted in this report, it is vital that a national HIV strategy is delivered 
which includes all the following recommendations: 

1 All healthcare professionals involved in HIV care should be supported to encourage BME and female  
 PLWHIV to engage in shared decision-making and reporting patient outcomes  

2 A quality of life indicator, including measures to monitor ageing with HIV, should be established  
 and routinely measured for all people living with HIV, to ensure that they age well with the condition

3 The NHS, HIV charities and educational organisations should ensure that BME and female PLWHIV  
 are signposted to accessible and relevant information through an appropriate range of HIV support  
 services, for example support through the menopause for women

4 Public Health England should investigate the causes of late diagnosis in BME and female PLWHIV,  
 and agree actions to address these 

5 A public health campaign should be developed seeking to reduce late diagnosis amongst BME  
 and female PLWHIV, including through addressing stigma, in partnership with these groups 

6 BME PLWHIV should be encouraged to take part in decisions about changes to their treatment,  
 including splitting single tablet regimens (STRs)

1312
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7 About Gilead

Gilead Sciences, Inc. is a research-based biopharmaceutical company that discovers, develops and 
commercialises innovative medicines in areas of unmet medical need.  We strive to transform and simplify  
care for people with life-threatening illnesses around the world.  Gilead's portfolio of products and pipeline  
of investigational drugs includes treatments for HIV/AIDS, liver diseases, cancer, and inflammatory and 
respiratory diseases.

Contact

For any further information on this report or the work of Gilead in the UK, please contact Dan Murphy  
at dan.murphy@gilead.com or on 0203 681 4583.

6 Conclusions

Health inequalities are a problem across the whole health service, but amongst the highly diverse and 
vulnerable HIV population, they present a particularly strong risk.

This report has identified the areas in which the gaps between different subsets of the HIV population 
are particularly alarming.  Chief among these has been the extent to which different groups engage with 
clinicians around their own treatment and care, with both female and BME PLWHIV found to be more reluctant 
in discussing the options that are open to them.  It is also of particular concern that BME PLWHIV were 
considerably more likely to report cost as the reason for their HIV treatment being altered, as opposed to non-
BME PLWHIV, who were more likely to cite improved management of their HIV. So long as this imbalance is 
left unaddressed and these groups are not empowered by greater knowledge and support, it is likely that this 
particular inequality will persist.

We hope that this report and the growing evidence base around health inequalities in HIV prompts action 
both from policymakers and from all stakeholders involved directly in the provision of care, in line with the 
recommendations that we have set out in this report.

Gilead will continue to work with its partners from across the HIV community and government to address  
and tackle these significant issues. 
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