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Abstract

To validate reported risk exposure in persons with
newly diagnosed HIV infection, the New South Wales
Health Department in collaboration with the National
Centre in HIV Epidemiology and Clinical Research
commenced enhanced surveillance of HIV risk expo-
sure in 1994. The enhanced surveillance included all
new diagnoses of HIV infection, where reported mode
of infection was other than male homosexual contact or
vertical transmission. Of the 116 notifications of HIV
followed up for 1994, 63 cases were available for analy-
sis. Twenty cases (32%) had risk exposure categories
reassigned of which nine were revised to male homo-
sexual contact. Doctors were more likely to be satisfied
with reported risk exposure in females than in males
and least satisfied with the exposure category ’un-
known’. Although no unusual modes of transmission
of HIV were uncovered through thisstudy, the process
gives patients the opportunity to request investigation
into the mode of acquiring HIV infection and may raise
awareness amongst doctors of the importance of ade-
guate contact tracing and counselling.

Introduction

Since the initial recognition of the epidemic of infection
with human immunodeficiency virus (HIV) there has
been great interest in the modes of transmission of the
virus. In Australia, as in most western countries, HIV
infection has been attributed largely to sexual transmis-
sion of HIV between men®. Of the 18,782 cases of newly
diagnosed HIV infection reported to the National Cen-
tre in HIV Epidemiology and Clinical Research
(NCHECR) by 31 December 1994, male homosexual
contact was the mode of transmission for more than
80% of cases with recorded exposurez. Similarly, for
New South Wales up to December 31 1993, of the
known risk exposure categorles male homosexual con-
tact has accounted for 85%>. Concern about the risk of
explosive spread of HIV among injecting drug users
(IDU) and heterosexual spread has remained, even
though prevalence of HIVV among IDUs has been low?*.

For the majority of notifications of HIV infection or
Acquired Immunodeficiency Syndrome (AIDS), infor-
mation on history of possible exposure to HIV has been
elicited from the person with HIV infection by a doctor,
nurse or counsellor, and may have been prone to self-
reporting biases. Partly because of the perceived
limitations of the accuracy of self-reported HIV expo-

sure history, there has been ongoing debate in Australia
about the extent of HIV transmission through other
modes, particularly heterosexual contact®. There has
also been renewed interest in New South Wales in
obtaining accurate exposure histories in new cases of
HIV infection, following the report of patient-to-patient
transmission of HIV in a doctor’s surgery6'7, and the
recent look-back investigation of patients potentially
exposed to an HIV-infected health care worker".

In 1994, the AIDS/Infectious Diseases Branch (AIDB)
ofthe New South Wales Health Department, in collabo-
ration with the NCHECR, commenced enhanced
surveillance of HIV risk exposure. Included were all
new diagnoses of HIV infection, where reported mode
of infection was other than 'male to male sexual contact’
or’vertical transmission’ (children born to HIV positive
mothers). The aims of the enhanced surveillance were
to ensure the collection and validation of data on HIV
infection risk factors, to identify and investigate cases
where the mode of transmission was unusual, and to
provide an opportunity for patients to have their expo-
sure to HIV investigated.

We report results of risk factor investigations for 1994,

Methods

Information on cases of newly diagnosed HIV infec-
tion, including 2+2 name code (first two letters of the
patient’s surname and given name), sex, date of birth,
current postcode of residence, and HIV exposure cate-
gory, was routinely collected by the four New South
Wales HIV reference laboratories and forwarded to the
New South Wales Health Department. Two months
following receipt of a notification of newly diagnosed
HIV infection for which HIV exposure category was
other than male homosexual contact or vertical trans-
mission, the Health Department sent an exposure
assessment questionnaire to the doctor involved in the
patient’s HIV diagnosis. The design of the question-
naire was based on that used in the pilot study of
assessment of patient report of HIV exposure carried
out in 1991°.

The doctor was requested to confirm available informa-
tion on the patient with newly diagnosed HIV infection
including their reported exposure to HIV. More de-
tailed information was sought if the reported history of
exposure to HIV was through receipt of HIV-infected
blood or tissue, injecting drug use, origin in a country
with a high rate of heterosexual transmission or hetero-
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sexual contact in Australia. The doctor was also asked
if the patient would like their case investigated further.

Where the questionnaire was not returned after a pe-
riod of six weeks the Health Department contacted the
doctor and either a repeat questionnairewas sentor the
doctor urged to fill out the questionnaire. Completed
guestionnaires were reviewed by the Medical Advisor
(AIDB), and then forwarded to the NCHECR.

Results

Questionnaires were sent to the diagnosing doctor for
116 new HIV diagnoses notified to the New South
Wales Health Department where risk exposure was not
male homosexual contact or vertical transmission. Of
these, 27 (23%) were forwarded to other doctors, since
the requesting doctor was unable to provide the infor-
mation asked for in the questionnaire. By July 31 1995,
79 questionnaires had been returned to the New South
Wales Health Department. Of these five were found to
be duplicate notifications, one case was diagnosed in
1993 and therefore not part of the study, and 10 patients
did not return to their doctor to collect their HIV result.
This left 63 cases available for analysis. Of these, 44
(70%) were males.

Table 1 compares data on the 63 cases, by HIV exposure
reported on the initial notification to that reported on
the returned questionnaire. In total, 20 cases had risk
exposure categories reassigned, of which nine (14%)
were revised to male homosexual contact. Of the 10
cases remaining in the 'other/undetermined’ category,
one was a confirmed occupationally acquired case, and
two (males) denied any risk factors, but expressly did
not wish to have further investigation of exposure to
HIV. Final revised exposure categories included some

Table 1.
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cases where further information is required to classify
exposure (Table 2).

Of the 54 questionnaires returned with risk exposure
other than male homosexual contact, doctors were gen-
erally satisfied with reported risk exposure in only 33
cases (60%). Doctors were more likely to be satisfied
with reported risk exposure in females (17/19, 90%)
than in males (16/35, 46%) (p<0.01). The risk exposure
category that doctors remained unsatisfied with was
the 'unknown’ category, which remained at 10/54
(19%, all males). Of all the responses received, only two
cases wanted their HIV risk exposure further investi-
gated. Both were followed up by the Health
Department.

Discussion

As a result of our investigation, report of exposure to
HIV was reclassified in 20 cases (32%) of newly diag-
nosed HIV infection when risk exposure was explored
in detail, including nine who were revised to male
homosexual exposure. Doctors were less satisfied with
exposure categories for males with heterosexual trans-
mission and they were least satisfied with the
‘unknown’ category.

A recent study in Italy comparing two AIDS surveil-
lance systems revealed that concordance of risk
exposure classification between the two systems was
high for male homosexual contact, low for heterosexual
transmission in males and even lower among men
whose risk group could not be determined'?. This may
be because some of the males are reluctant to reveal or
identify with male homosexual contact. Since male ho-
mosexual contact remains a predominant risk factor in

Initial and revised HIV risk exposure categories for newly diagnosed HIV infection, excluding male

homosexual contact and vertical transmission, New South Wales, 1994

HIV exposure category HIV exposure reported on

initially reported the returned questionnaire
Injecting drug use’ 5 4
Heterosexual contact® 37 36
Receipt of blood products3 6 4
Other/undetermined* 15 10
Male homosexual® 0 9
Total 63 63

1. Exposure reported on the returned questionnaire revised from IDU to heterosexual contact for one male, from IDU to 'other/undetermined’
exposure for one female, and from heterosexual contact only to heterosexual contact and IDU for one male.

2. Exposure reported on the returned questionnaire was revised from ’other/undetermined’ to heterosexual contact for four cases (2 male, 2
female), from heterosexual contact and IDU to heterosexual contact for one male, from heterosexual contact to homosexual contact for three
males, from heterosexual contact to 'other/undetermined’ for two males and from heterosexual contact only to heterosexual contact and IDU

for one male.

3. Refers only to blood products received prior to 1985. Exposure reported on the returned questionnaire was revised from receipt of blood to

‘other/undetermined’ for two cases.

4. Exposure reported on the returned questionnaire was revised from 'other/undetermined’ to homosexual contact in six cases and heterosexual
contact in four cases. Exposure was revised to "other/undetermined’ from IDU for one female, from heterosexual contact for two males and

from receipt of blood products for two cases.

5. Six cases revised from 'other/undetermined’ and three revised from heterosexual contact.
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Table 2. Revised exposure categories by sex, after detailed analysis of risk exposures, for newly diagnosed
HIV infections excluding male homosexual contact and vertical transmission, New South Wales,

1994
Revised HIV exposure category

Male Female Total

Injecting drug use 1 0 1!
Heterosexual 1 0 1

Not further specified 0 0 0
Heterosexual contact 20 16 36
Sex with ID user 0 2 2

Sex with bisexual male - 3 3
From specifed high risk country 4 5 9

Sex with person from specified high risk country 5 2 7

Sex with person with medically acquired HIV 1 0 1

Sex with HIV infected person, exposure not specified 1 3 4

Not further specified 9 1 10
Occupational exposure 0 1 1
More information sought (receipt of blood; other) 4 2 6
Not known 10 0 10
Total 35 19 54

1. Of the four cases reported as IDU on the returned questionnaire, two had inconsistent histories and one was from a country with a high rate

of heterosexual transmission.

our population, education and Ioreventlon efforts
should be concentrated in this area

In our study, exposure to HIV was most frequently
attributed to heterosexual contact. In the majority of
these cases the heterosexual contact was reported as
occurring in a specified high risk country or due to sex
with a person from a specified high risk country. This
pattern of heterosexual transmission, predominantly
involving people from countries with high levels of
heterosexual transmissjon, is similar to that observed
in th United Kingdom12

One case of occupationally acquired HIV was con-
firmed and another possible case of occupationally
acquired HIV is still being investigated. Both of these
were in health care workers who sustained needlestick
injuries; both cases were already being investigated at
the local hospital level. From overseas studies we know
that HIV infection attributable to occupational expo-
sure is extremely uncommon . There have been
only five confirmed cases of occupatlonally acquired
HIV in Australia, including one for 19942, Systematic
surveillance of occupational exposure in Australia,
however, only commenced in 1995. This will be ex-
panded in New South Wales in 1996, to include all
hospitals able to participate.

In our study only one person had IDU confirmed as
their risk exposure. This result is consistent with the
low prevalence of HIV infection previously docu-
mented among IDUs in Australia, other than among
those who also report male homosexual contact®, and
similar to the results of the pilot study valldatlng HIV
risk exposuresg. This is reassuring but should not give
rise to complacency, as the high rate of hepatitis C
infection among IDUs suggests that sharing of injecting

equipment and thus potential HIV transmission con-
tinues to occur

We faced some unavoidable problems with the imple-
mentation of the study, such as time delays and poor
compliance. Collection and notification of HIV data by
laboratories takes at least two months, often longer
with some laboratories. Exposure information could
not be obtained from 23% of the doctors who requested
HIV tests. This may indicate that some doctors who
request HIV tests do not undertake adequate pre-test
and post-test counselling. Pre-test and post-test coun-
selling are mandatory for HIV testing and require that
athorough history of patient risk exposures is taken, so
that appropriate advice is given”. Some doctors were
unable to trace patients’ records from the namecode
and date of birth. The need to protect patient confiden-
tiality results in some compromise in data quality.
Some doctors may have been daunted by the length
and complexity of the questionnaireand some reported
that they found the questionnaire confusing. Sugges-
tions for streamlining the process and reducing time
delays both at the laboratory level and at AIDB have
been incorporated. The questionnaire has also been
modified to improve compliance in the future.

The 57% (63/110) response rate we achieved in this
study is similar to the 60% response rate achieved when
this project was piloted in 1991 as a validation of
patient report of exposure to H IVO. This is expected for
a voluntary system with a complicated questionnaire,
where the nature of the information sought is ex-
tremely sensitive. This raises the possibility of bias,
however. If the majority of non respondents belonged
to one group, such as IDUs, this could significantly bias
the results.
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The main impact of this study in reclassification of risk
factors was in reducing the 'other/undetermined’ cate-
gory from 3.3% to 2.2% of total notifications. Although
no new or unusual modes of transmission of HIV were
uncovered through our study, the process gives pa-
tients the opportunity to request investigation into the
mode of acquiring HIV infection. Another potential
benefit of this project is to improve initial reporting by
doctors of risk exposure to HIV in order to reduce the
number of questionnaires to validate the report. We
also expect that this project will raise awareness
amongst doctors of the importance of undertaking ade-
guate contact tracing, as well as pre-test and post-test
counselling, for all patients tested for HIV.
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