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Who is ‘The Community’?

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
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Efficacy in prevention trials
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Why we need TasP 2: inevitability

Unprotected anal sex, from GMSS

100
mm Percentage of all sexually
20 active gay men who had UAI in
last year
80
70

[ Percentage of gay men having
Al in last year who had UAI

Linear (Percentage of gay men
having Al in last year who had
UAI)

— Linear (Percentage of all
sexually active gay men who
had UAI in last year)




Why we need TasP 3: complexity
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Gay men's choices: Australian national study"

W Mo condoms or haphazard use not based on status

B Condoms used on the basis of status knowledge in some casest

B Condoms with casual and regular known serodiscordantt

Condoms with all casual but not regular unless known
serodiscordantf

B Condoms with all casual but not with serodiscordant regular

Condoms with all casual but not known seroconcordantregular®

W 100% condom use

B No anal sex
M=o LM et al. Ratesaf condom
and non-condom-based anal
intercourse pracrices amang
B Mo sex homosexuallyoctive men in
Australia: deliberate HiV risk
reguction? Sexuslly Transmitted
tSome serosorting Infactions B7:4859-493. 2011,
$Classic serosorting

*Megotiated safety

HIV negative

HIV positive, undetectable HIV positive, detectable



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

HIV diagnoses in UK, 2002-2010
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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.

[ will give no deadly medicine to any one if
asked, nor suggest any such counsel.”
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Would universal T and T do harm?

Table from BHIVA guidelines 2012

Table 1 Predicted 6-maonth risk of ADS in antiretrovirsl therapy- nane patients according to current age [(a} 25 years, (b) 35 years. {c) 45 years and
id) 55 years], CD4 cell count, viral load and whether antiretroviral therapy is initiated immediately or deferred

Risk (5%)

CD4 count [cells/ul)

Treatment Viral load (copies/mlL) 50 100 150 200 250 300 350 400 450 500
o)

Deferred 3000 &8 b o 23 16 11 o= a6 os o4 o3
ini tiated 23 12 as 0s 0.4 03 o2 0z 0.1 o3
De ferred 10000 2.6 53 as 23 16 1z aa o7 os o4
ini tiated 32 18 11 o8 os o4 a3 02 0z o3
Deferred 30000 133 74 a7 3z 22 1.6 12 09 o7 (73
ind tiated = 25 1.6 11 o7 oS5 as o3 o2 o2
Deferred 100000 186 0.6 &7 46 32 24 18 14 11 o=
ini tiate d 62 3s 22 15 11 o8 s os 0.4 o3
De ferred 300000 251 145 a3 &3 as 33 25 19 15 12
irdd thate d o.s “n an 20 L 5= LS ) a8 oG oS os
&

De ferred JI000 o5 -7 20 20 1.4 10 as oG osn oa
ini tiated 28 1.6 19 o7 os 03 a3 o2 03z a3
De ferred 10000 121 67 a3 29 20 15 L1 os o7 o5
s tiated |40 22 4 10 o7 os as o3 o2 o2
De ferred 30000 166 93 589 a0 z8 21 16 12 09 oz
i tiated 55 s 20 13 o9 o7 as o4 o3 02
Do forred 100 OO0 23 =2 | 25 58 an ao 23 7 3 L
ini tiated 80 as 28 19 1.4 1.0 a8 o6 0.4 04
Deferred 300000 jos w\o nz 80 57 42 i 24 13 15
ini tiated 103 60 ig 27 19 1.4 1.0 o8 %3 os
(e}

De ferred 3000 w07 59 a7 25 8 13 1o o7 06 os
ini tiated 3is 20 12 o8 06 o4 n3 02 oz o2
Deferred 10000 151 85 54 ae 286 19 14 1 o8 oz
ini tiated 50 28 18 12 o9 o6 as o4 03 02
Deferred 30000 206 nz 7S5 s as 26 20 s 12 09
Ind tiated 59 39 25 17 12 09 Q7 o5 o4 o3
De ferred 100000 284 165 e 73 52 38 29 22 1.7 13
Ind tiated 95 &5 is 24 1.7 13 Lo o7 oe osa
Deferred 300000 3za 2a 146 10 72 53 a0 3 24 12
ini tiated 128 75 a9 34 24 18 13 10 o8 oS
)

e ferred 3000 134 75 a7 32 23 1.7 12 o3 o7 a6
el Gt d L= 25 L= LN onB oo Qe o3 o2 o2
De ferred 10000 188 0.7 a8 a6 33 2a 18 14 1 o8
ini tiated 63 as 23 15 11 o8 a6 os o4 o3 _
De ferred 20000 254 4.6 ae Ga “s 33 2 = .5 T2
ini tiated 85 aa ar 21 1.5 11 o8 06 o5 oA
Deferred 100000 348 205 133 a2 65 48 ET 28 22 7
i tiated s &8 aa 3 22 1.6 12 oS o7 L) 3
De ferred 300000 448 275 15 126 a1 57 50 3a 30 24
ini tiated 149 92 &1 4z 3o 22 7 13 10 o8 )VIRALS
Table 2.1 foot note: Predicted risk of AIDS if ART is deferred is taken from [10]. The predicted 6- =

month risk if ART is initiated is based on the assumption that the rate with immediate therapy
initiation is one-third the rate without therapy initiation. This (probably conservative) value is
based on considering evidence from multiple sources, including references [11-16]



How does patient choice fit into this?

Also from BHIVA guidelines 2012

e 4.4.1 Recommendations

 We recommend the evidence that treatment with ART
lowers the risk of transmission 1s discussed with all
patients, and an assessment of the current risk of
transmission to others 1s made at the time of this

discussion. (GPP)

 We recommend following discussion, if a patient with a
CD4 count above 350 cell/uL wishes to start ART to
reduce the risk of transmission to partners, this decision is
respected and ART is started. (GPP)
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Patient choice also means not taking treatments

Readiness is all - EACS algorithm

ARV treatment of HIV-infected patients

Assessing patients' readiness to start ART ™

Goal: Facilitale decision making and starting ART for patents who qualify according to inemational guidelines

| Before inttiating ART, screen for decision making andadherencebarriers: |
Patientredated factors: Systemn-redated factors:
Dreapression ™ . H b i
A, Hamful aloohol or recreatonal drug use ™ E Cgﬁtnin &g%’?ﬁ?ﬂmg Suppihy
BE. Cognitive prolbl esmes: 0+ )
- heatth lits F. Social suppon and disclosune
Recognise, discuss and reduce problems wharawer possibla!

Assess patents’ readiness and support progress batween stages: ™
T wowkd bke fo ftalk about AV medica bon " <wait> “What Oo oo (hink aboof i o

Remaember:
+» Sat the agenda before every inerview - Use aopan questions whenawver + Usea the WEM S-tedhnigue ™
possi bis
Praconte s = Support: Show respact for patent atiiude §f Try to understand haalih
od". =l dmf\mtrtc: %w;:e;?tiitf'l foed and tharapy baliafe / Establish trust / Provide indiv duallised shon
oot - information / Schedule the next appointm ent
Restage Contemplation: “| am weaighing Support : Allow ambivalencea £ Suppaont to weaigh pras and cons tagether
ain things up and feel tornm ut wihat with patient /A ssess infom ation needs and suppornt infomation sesking
ag to do about 1™ / Schadule the nesd appointment
MO
Res Preparation: | want to star, | Support: Reinforce dacision / Make shared decision on mast comeanian
:’_;.99 think the drugs will allow mea ta regimen f Educate: adherence, resistance, side effects f Discuss

aga live anormal life™ integration imo daily life / Assass salf-afficacy

Aslk: Do you think you can manage o take A RT consistently onoce you

MO have started?
oy, -~ Use: WAS 0-10

L= 10
F"a1ier|1_$ Dl'EﬁErltin;]inﬂ'ledir_li-:may Consider skills training:
i Lk (R RIE SOV CF MM S - Madicaton-tmking training, possibly MEMS [(2-dwk) =
ﬂ';ﬁfﬁﬁmple::;1ﬁﬂ'ﬂ£ﬂﬁ?:£f‘ - Dura:‘l_ry'{:ll:-s_.awad Tharapy with adu:a_tc-nalsu ppont
Prochaska JO. Am Paychol 47:1102-1114, 41;;;;:15_.: Pilboxas, sl phana alarm, imvahlve comad parsons whans
19892]. The first step s 10 assass this stage, St
and than to supportinErsans accordingly. An
escception is if a patient presents late or very START AND MAINTAIN ADHERENCE Q
:ar:i;:ﬁ{tuﬂjfir;TTrEE;?; Ll:sldnsl casl;a Screen: For adherence problams in aach meating qDVI ALS
the clinician should try toidentify the most Support: Discuss side effects, educate about sumogate markers, H
important adherence bamers wihich may discuss integration of drug-taRking schedulke XIS
be presant, and support tha patient 1o be Empower Give positve feadback
prepared for prompt initiation of ART.




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

Patient choice/physician responsibility ratio

200
CD4 count




Things that matter to doctors and patients

Side effects
Adherence

Behavi
STDs

Onward 1infections

HIV

our change :

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 [ 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
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