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Partners for the Prevention of HSV/HIV 

Transmission Study: Discordant Couples 

HIV Incidence 
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2.24 
(1.84-2.72) 

0.37 
(0.09-2.04) 

HIV Partner Had Initiated HAART 

No Yes 

• Prospective cohort analysis 

(n=3408 heterosexual HIV 

discordant couples 

• 7 African countries 

• 349 HIV+ initiated HAART 

• 103 Linked HIV transmissions 

Only 1 while on HAART. 

Adjusted incidence rate ratio 

0.08% (0.00-0.57; P=0.004) 

• Sexual risk behaviors 

decreased after HAART 6.2% 

vs 3.7% (P=0.03) 

• No change in sexual 

frequency 

92% 

   Reduction 

Donnell D, et al. Lancet. 2010;375:2092-2098. 



Wood et al, BMJ, 2009 

Whiskers represent 95% confidence intervals. 



HAART Reduces HIV incidence in IDUs 

• From 1997, HIV incidence 

decreased by 74% for each log 

decline in community HIV viral 

load 

 

• In a separate model, HIV 

incidence decreased by 5%  for 

each 1% increase in HAART 

coverage 

 

Modified from G Kirk et al, for the Alive Cohort, CROI 2011 



Increasing HAART Coverage within Evolving 

Guidelines in BC - Impact on New Diagnoses 

TasP Workshop 2012 (Updated from Montaner et al, Lancet, 2010) 

301   289 

51    48 



Moupali Das et al, TasP Workshop 2011 





More evidence on the way:  

TasP Relevant Studies 



Gupta, Granich et al: Timeline for Selected TasP 
studies 

Figure includes studies with an available timeline—others not listed. 



 

HR = 96.3% reduction in 

transmission 

No difference whether index 

pt was M or F 

 

Deferred  

Immediate  

% 

HPTN 052: Immediate vs Delayed ART 

in Sero-discordant Couples 

Cohen MS, et al. IAS 2011. Abst MOAX0102  

Cohen MS, et al. N Engl J Med. 2011 



Extra-Pulmonary TB 

Deferred :  17 cases 

Immediate :    3 cases 

84% Reduction 
% 

M Cohen et al, IAS-Rome, July 2011 

M Cohen, NEJM 2011 

Deferred  

Immediate  

HPTN 052: Immediate vs Delayed ART 

in Sero-discordant Couples 





The Guardian, UK 

Nov 8th 2011 

Three Key Pillars: 

 

MC 

MTCT 

TasP 



Few could have imagined that we’d be talking about the real possibility of an 
AIDS-free generation.  But that’s what we’re talking about…make no mistake, 
we are going to win this fight.  

          President Obama, December 1, 2011 

 
By the end of 2013, PEPFAR will directly support more than 6 M people on HAART– 2M more than 
previously targeted. 

Ambassador Eric Goosby, TasP Workshop 2012   

 





Z Wu, TasP Workshop 2012 



Treatment as Prevention:  Effect of ART Coverage 

on HIV Incidence in Rural South Africa 

 Annual population based HIV surveillance in rural KwaZulu-Natal 2004 to 2011 

 1395 HIV seroconversions among 16,588 HIV negative adults ≥15 years of age 

 
Adjusted HIV Infection Rate by ARV 

Coverage Category 

Spatial Estimates of Proportion of 

HIV Patients on ART 

P=0.590 

P=0.002 

P<0.001 P=0.015 

2007 2008 2009 

2010 2011 

<10% 

10-20% 

20-30% 

30-40% 

>40% 

Tanser F, et al. 19th CROI, 2012. Abst. 136LB 



 



Spectrum of Engagement in care - USA 

CDC-USA  





IAS-USA Guidelines: When to Start 

Thompson MA, et al. JAMA. 2010;304;321-333.  

Offer ART to all HIV infected patients unless patient is elite controller or has stable CD4+ count 

and low HIV-1 RNA in absence of ART. 

CD4+ Cell Count Recommendation 

 < 350 cells/mm³  Start ART (AI) 

 350-500 cells/mm³  Start ART (AII) 

 > 500 cells/mm³  Start ART (BIII) 

Clinical Conditions Favoring Initiation of Therapy Regardless of CD4+ Cell Count 

 History of AIDS-defining illness (AI) 

 Pregnancy (AI) 

 HIV-associated nephropathy (AII) 

 HBV co-infection (AII) 

 Patients at risk of transmitting HIV to sexual partners (AI, heterosexuals; AIII, others) 

 HCV co-infection* (BII) 

 Patients > 50 years of age (BIII) 



DHHS, 2012: When to Start 
ART recommended for all HIV-infected patients 

strength of recommendation varies according to CD4+ cell count 

CD4+ Cell Count Recommendation 

 < 350 cells/mm³  Start ART (AI) 

 350-500 cells/mm³  Start ART (AII) 

 > 500 cells/mm³  Start ART (BIII) 

Clinical Conditions Favoring Initiation of Therapy Regardless of CD4+ Cell Count 

 History of AIDS-defining illness (AI) 

 Pregnancy (AI) 

 HIV-associated nephropathy (AII) 

 HBV co-infection (AII) 

 Patients at risk of transmitting HIV to sexual partners (AI, heterosexuals; AIII, others) 

 HCV co-infection* (BII) 

 Patients > 50 years of age (BIII) 

DHHS Guidelines for Antiretroviral Therapy in Adults and Adolescents. March 27, 2012. 

*Including those with high CD4 count and/or with cirrhosis. If CD4> 500/mm³ may elect to defer ART until after HCV therapy 

 

• Rating of Recommendations: A = Strong; B = Moderate; C = Optional 

• Rating of Evidence: I = data from RCTs; II = data from well-designed nonrandomized trials or cohort studies with long-term clinical 

outcomes; III = expert opinion 



WHO Guidance on couples HIV testing and 
counselling, including antiretroviral therapy 

for treatment and prevention in 
serodiscordant couples 

Released April 18th 2012 at 

http://www.who.int/hiv/pub/guidelines/9789241501972/en/index.html 

 
Strong recommendation, high quality evidence.  





Granich et al 

Lives Saved (x 1,000) U$A Billions 





 

“The Environment and Disease: Association 

or Causation: A Case for Action” 

 
All Scientific work is incomplete – 

whether it be observational or 

experimental.  All scientific work is 

liable to be upset or modified by 

advancing knowledge.  That does not 

confer upon us a freedom to ignore 

the knowledge we already have, or to 

postpone the action that it appears to 

demand at a given time.  

 

Austin Bradford Hill (1897-1991) British epidemiologist best known for his 
research with Richard Doll, which linked smoking with lung cancer. He was 
also widely acknowledged as the world’s leading medical statistician and a 
pioneer in the use of RCTs. 

 


