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Who is ‘The Community’? 
• Activists 

• HIV treatment activists,  

• HIV prevention activists 

• Community activists 

• HIV patients 

• Their partners 

• People at risk of HIV 

• People not at-risk but affected (friends, family) 

• Academics 

• Healthcare providers 

• Local providers 

• Local politicians/leaders 

• Funders/commissioners 

• The law 

• The media 

• Most of these categories overlap 

 



Why we need T as P: 1, efficacy 

 

Efficacy in prevention trials
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Why we need TasP 2: inevitability 



Why we need TasP 3: complexity 



Why we need TasP 4: consequences 
• HIV diagnoses in UK and in France, 2002-2010 



Why not universal test-and-treat? 
After all, we’ll never manage to virally suppress everyone, even in the best systems – 

‘cascades’ from SF (left) and UK (right) 

• 2 treatment cascades 



Do good – or do no harm? 

• From Hippocratic oath, original: 

 

• “I will prescribe regimens for the good of 

my patients according to my ability and my 

judgment and never do harm to anyone. 

• I will give no deadly medicine to any one if 

asked, nor suggest any such counsel.” 

 



Would universal T and T do harm? 
Table from BHIVA guidelines 2012  



How does patient choice fit into this? 
Also from BHIVA guidelines 2012 

• 4.4.1 Recommendations 

• We recommend the evidence that treatment with ART 

lowers the risk of transmission is discussed with all 

patients, and an assessment of the current risk of 

transmission to others is made at the time of this 

discussion. (GPP) 

• We recommend following discussion, if a patient with a 

CD4 count above 350 cell/μL wishes to start ART to 

reduce the risk of transmission to partners, this decision is 

respected and ART is started. (GPP) 



Patient choice also means not taking treatments 
Readiness is all - EACS algorithm 



Patient choice versus physician responsibility 
Maybe we think of it like this 



Things that matter to doctors and patients 

• Side effects 

• Adherence 

• Behaviour change 

• STDs 

• Onward infections 

• I can’t take ART because he’ll see the pills and he’ll know 

I’m positive 

• I must take ART because otherwise I’ll have to use a 

condom and then she’ll know I’m positive 

• I’m scared to take ART because if my partner finds out 

he’ll use it to insist we don’t use condoms any more 

• I’m must take ART because I can then prove to my partner 

that I’m not infectious and she won’t insist we use condoms 

• I have to take ART because condoms make me lose my 

erection  

• I mustn’t take ART because someone told me that it makes 

you impotent 

• I can’t take ART because they’re sending me back home 

and I won’t be able to get it and then I’ll become drug 

resistant 

• I  must take ART because once I’m on the pills they won’t 

be able to send me back home to where it’s not available  

• I must take ART because someone told me HIV gives you 

cancer 

• I mustn’t take ART because someone told me the pils give 

you cancer 

• I mustn’t take ART because my pastor tells me I should 

trust in God 

• I must take ART because I want to live long enough to see 

my son graduate 

 


