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HIV treatment prevents HIV-related iliness and disability, and AIDS-
related death, thereby normalizing life-expectancy
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Expected impact of HIV treatment on survival of a 20 years old person living with HIV in a
high income setting (different periods)
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Very low ART coverage in low-middle income regions
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HPTN 052

Immediate vs. Delayed ART in Sero-Discordant Couples

HR = 96.3% reduction
in transmission

No difference whether index

patient was Male or Female
Deferred

Immediate

Sero-Conversions

Shape: Cohen MS, et al. IAS 2011. Abst MOAX0102, Cohen MS, et al. N EnglJ Med. 2011



High Coverage of ART Associated with
Decline in Risk of HIV Acquisition In
Rural KwaZulu-Natal, South Africa
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SCIENCE VOL 339 22 FEBRUARY 2013

ART Coverage 2005 to 2011



Correlation between HIV treatment and
incidence

1.1% (0.8%-1.4%) reduction in HIV incidence, for each 1.0% increase in treatment coverage.
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New HIV infections* & ART Coverage
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90-90-90
An ambitious treatment target
to help end the AIDS epidemic




By 2020...




Expected result

o

f all people living with H
ill be virally suppress



Aim

“maximize the effectiveness of existing tools
to virtually eliminate progression to AIDS,
premature death and HIV transmission, and
thereby transform the HIV/AIDS pandemic into a
low level sporadic endemic.”



Potential impact, 2016-2030
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Treatment initiation late in the large majority of
countries

Median CD4 count at start in 2010
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2013 WHO ART Guidelines in Adults

eJe 0]0 0]0 010]6 010 ()
When to CD4 <200 CD4 <200 | CD4 <200 CD4 <350 CD4 < 500
start - Consider 350 -Irrespective CD4 for TB -Irrespective CD4 for TB,
- CD4 <350 for TB and HBV HBV, PW and SDC

arlier initiation R SRR Ly

1st Line 8 options 4 options 8 options 6 options &FDCs 2 options & FDCs
- AZT preferred - AZT preferred | - AZT or TDFpreferred | - AZT or TDF preferred - TDF and EFV preferred
- d4T dose reduction - d4T phase out across all populations
Simpler treatment
2nd [ ine Boosted and Boosted Pls | Boosted Pl Boosted Pl Boosted Pls
non_boosted -IDV/r LPV/T, - ATV/r, DRV/r, FPVIr - Heat stable FDC: - Heat stable FDC:

Pls SQViIr LPVIr, SQVIr ATV/r, LPVIr ATV/r, LPVIr

Less tOXiC, more rObUSt re
3d Line None None None DRV/r, RAL, ET DRV/r, RAL, ETV
Viral Load | No No Yes Yes Yes
Testing (Desirable) (Tertiary centers) (Phase in approach) (preferred for monitoring,

use of PoC, DBS)

Better monitoring

An important step towards the global alignment
of the HIV standard of care



ﬂ HIV/AIDS Department
HIV TREATMENT ¢

03 | Looking ahead: Enhancing impact on mortality and incidence
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HIV Care Cascade in Sub Saharan Africa

29 studies included

Tested HIV+

CD4

Measurement

Eligible for
ART

Start of ART

Of 100 HIV+ patients, on average, 25 started ART.

|_

_|

|_

Of ART-eligible patients 62% (95% Cl 55.2-70.7%) started ART.

100%

72% (95% Cl 60-84)

40% (95% Cl 26-55)

25% (95% CI 13-37)

Mugglin et al. CROI 2012,



Large disparities in HIV-treatment
cascades between European and high-

iIncome countries: analysis of break

o Alice Raymond?; Andrew Hill?; Anton Pozniak3
HIV/ IiImperial College London, Department of Public Health,
g / 8 London, United Kingdom; *Liverpool University, Molecular and
T ner ap Clinical Pharmacology, Liverpool, United Kingdom; 3Chelsea
and Westminster Hospital, St Stephens Centre, London, United
Kingdom

HIV Drug Therapy Meeting, Glasgow 2014, UK [0-237 ]



Cascade of HIV care — United Kingdom
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Reference: Public Health England 2013 http://www.hpa.org.uk/webc/HPAwebFile/HPAweb C/1317140300680
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Cascade of HIV care — France
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Reference: Rapport Morlat 2013 http://www.sante.gouv.fr/IMG/pdf/Rapport Morlat 2013 Mise en ligne.pdf
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Cascade of HIV care — Sub-Saharan Africa
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Reference: UNAIDS Gap Report 2014
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Cascade of HIV care — United States
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Reference: Hall et al. JAMA internal medicine 2013; 173(14) 1337-1344.
Centres for Disease Control Fact sheet, December 2013
http://www.cdc.gov/nchhstp/newsroom/docs/hivfactsheets/todaysepidemic-508.pdf
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The 90-90-90 target:

will we be able to get there ?



Challenges for ART for Prevention

Unaware of HIV Status

Late Diagnosis of HIV Infection

Failure of HIV-Positive Patients to Link to Care

Late Initiation of ART

Figure 1. Challenges for antiretroviral therapy (ART) for prevention of
human immunodeficiency virus (HIV) transmission.




Testing

Know your epidemic !

Test the right people:
— Train how to recognize “signature” diseases & conditions
— Focus on key populations

Community based testing /Home-based self-testing
oral swab / 4° generation assays / dried blood spots

De-stigmatize / inform /
Human rights



When to start: to which direction we might be going....

Estimated millions of people eligible for ARTin lower & middle-income countries in 2011

11 15 23 >25 32

1 2 3 4 ([ 5)

CD4=<200 | cD4s<350 |CD4<350 CD4 < 500 Test

+ + &

Expanded CD4 Treat
independent

Recommended conditions
Since 2002

all
“detected”
HIV+

Modified from Meg Doherty, et al. 3" International TasP Workshop, Vancouver 2013



A word of caution....

...it Will not be easy to find the right balance
(and the supporting evidence)
to reconcile
the Public Health Benefit
with the Individual Benefit



The bottom line:
new ambitious targets require innovations across
the continuum of care

HIV care cascade
Limk to Retain in SuprTess

INNOVATION for drugs, diagnostics & service delivery:

dentity

those
Infected

* Rapid diagnostics for HIV, CD4, and viral load testing (PoC)

* Simplified service delivery and care packages that improve the leaky cascade (including
community support)

*Better first, second and third line regimens (new FDCs)
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Annual AIDS deaths since 1982
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Stronger Together Against HIV

World AIDS Conference
DURBAN, 2000
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Fig. 14. Median prices of WHO preferred first-line regimens per patient year, in US$, in low-
and middle-income countries, 2004-2013
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Fig. 8. Actual and projected numbers of people receiving antiretroviral therapy in low- and
middle-income countries, globally and by WHO Region, 20032015

15 000 000
14 000 000
13 000 000
12 000 000
11 000 000
10000 000
9 000 000
& 000 000
7000 D00
& 000 000
5 000 D00
4 000 000
3 000 000
2 000 D00
1 000 D00

0

Frojected trend

=]
03 004 205 MM0E 2NOT 20E M0 N0 2011 M2 O MA3 M4 M5

B African Region B Region of the Americas South-East Asia Region B Eurcpaan Region
B Eastem Mediterranean Region [ Westem Pacific Region

Source: 2013 Global AIDS Response Progress Reporting (WHOUNICEF/UNAIDS).



12

10

Mortality & ART Coverage
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At the country-level, the HIV response is already
having a dramatic impact on life expectancy

) World
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-
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a0 |

1960 1970 1980 1990 2000 2010

Source: World Bank life expectancy data



HIV: from numbers to population coverage and impact, Namibia
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HIV/AIDS Department

HIV TREATMENT

02 | Impact: Notification of new cases of TB in relation
to the scaling up of ART in Malawi

Notification of new cases of TB in relation to the scaling up of antiretroviral
therapy in Thyolo District, Malawi, 2002—-2009
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Reprinted with permission of the International Union Against Tuberculosis and Lung Disease. Copyright © The Union.



ﬂ HIV/AIDS Department
HIV TREATMENT

02 | Impact: Drop in child infections in Botswana

PMTCT coverage and number of new child infections in Botswana, 2005- 2012
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Antiretroviral Therapy G o
Rollout

WHO: eligible but not on ART 2012

% of people living with HIV in LMIC who were eligible for ART* and who were
receiving or were not receiving ART, and % who were not eligible for ART, 2012

Low- and
middle-income
countries

African Region of the South-East
Region Americas 2% Asia Region

8%

Eastern

Western
Pacific Region

European
Region

| eligible —on ART
s eligible = not on ART

not eligible

Mediterranean
Region

* eligible according to the WHO 2013 consolidated ARV guidelines



AIDS cases per 100 000 population in the WHO European
Region and three geographical area, 2004-2012
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Health inequalities

At least 20 million people die prematurely (half of
them before the age of 5) in developing countries for
lack of adequate access to basic health care

They die for causes preventable or treatable

Health disparities arise from the lack of capacity of
countries to provide accessible healthcare

It largely depends on the poor availability and use of
national resources to finance health systems, health
Infrastructure, health workforce, medicines,
research, monitoring and prevention



A DISCUSSION PAPER

HIV, UNIVERSAL HEALTH COVERAGE
AND THE POST-2015 DEVELOPMENT AGENDA

Organization



Key Messages

the health goal, with expanded scope and more ambitious targets.

Ending the AIDS epidemic by 2030 is a possible target within the health goal.

The HIV target could have three subtargets: reducing HIV incidence; reducing AIDS-related mortality; and
reducing stigma and discrimination.

Strengthening the links between HIV and other health areas (including tuberculosis, maternal and child health,
sexual and reproductive health, drug dependence, and noncommunicable diseases and mental health) could be

highlighted in the framework.




Under-five mortality rate (probability of dying by age 5 per 1000 live births), 1990
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Under-five mortality rate (probability of dying by age 5 per 1000 live births), 2013
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NCDs: the emerging epidemic



Cardiovascular diseases mortality:

Age-standardized death rate per 100 000 population, both sexes, 2012
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Deaths due to noncommunicable diseases: age-standardized death rate (per 100 000 population)
Both sexes, 2012
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Diabetes mortality:
Age-standardized death rate per 100 000 population, both sexes, 2012
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Hgure 1:
Health in the post-2015 development agenda, adapted from the thematic consultation on health™

DEVELOPMENT OTHER GOALS/AREAS

GOAL Gender equity, wealth,
Sustainsbie education, nutrition,
walbaing for aif emvironment, security, etc.

Accelerate the MDG agenda Contributions of other
A:IEMT: ﬁﬁ“ Reduce the NCD burden sectors to health
T ataleges Ensure universal health (e.g. food & nutrition,
; coverage and access water & sanitation)
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An interactive
graphic including
a prevalence map,
a timeline, and
details of HIV
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Response to the AIDS Pandemic —
A Global Health Model

Peter Piot, M.D., Ph.D., and Thomas C. Quinn, M.D.

UST OVER THREE DECADES AGO, A NEW OUTBREAK OF OPPORTUNISTIC IN-

fections and Kaposi’s sarcoma was reported in a small number of homosexual

men in California and New York.2 This universally fatal disease, which was
eventually called the acquired immunodeficiency syndrome (AIDS), was associated
with a complete loss of CD4+ T cells. Within the first year of its description, the
disease was also identified in patients with hemophilia, users of injection drugs,
blood-transfusion recipients, and infants born to affected mothers. Soon thereaf
ter, a heterosexual epidemic of ATDS was reported in Central Africa, preferentially
affecting women.3* Little did we know at the time thar this small number of cases
would eventually mushroom into tens of millions of cases, becoming one of the
greatest pandemics of modern times.

Within 2 years after the initial reports of AIDS, a retrovirus, later called the
human immunodeficiency virus (HIV), was identified as the cause of ATDS.5 Diag-
nostic rests were developed to protect the blood supply and vo identify those in-
fected. Additional prevention measures were implemented, including risk-reduc-
tion programs, counseling and testing, condom distribution, and needle-exchange
programs. However, HIV continued to spread, infecting 10 million persons within
the first decade after its identification.

The second decade of AIDS was marked by further intensification of the epi-
demic in other areas of the world, including the southern cone of Africa, which
saw an explosive HIV epidemic. Asia and the countries of the former Soviet Union
also reported a marked increase in the spread of HIV. However, by the mid-1990s,
with the discovery of highly active antiretroviral therapy, rates of death in devel-
oped countries started to decline. The use of antiretroviral drugs during preg-
nancy also resulted in a substantial decline in mother-to-child transmission of HIV
in high-income countries. However, without access to antiretroviral drugs in low-
and middle-income countries, rates of death and mother-to-child transmission
continued to increase, with 2.4 million deaths and more than 3 million new infec-
tions reported in 2001. Of these new infections, two thirds occurred in sub-Saharan
Africa.®

INTERNATIONAL RESPONSE TO AIDS — A GLOBAL

MODEL

HEALTH

It was not until the third decade of the epidemic that the world’s public health of
ficials, community leaders, and politicians united to combat AIDS. In 2001, the
Unirted Nations General Assembly endorsed a historic Declararion of Commitment
on HIV/AIDS, a commitment that was renewed in 2011.7 These actions resulted in
the formation of the Global Fund to Fight AIDS, Tuberculosis, and Malaria, which
was established to finance anti-AIDS activities in developing countries. In 2003,
President George W. Bush announced the President’s Emergency Plan for AIDS




HIV and example for appropriate response
to other health threats

« Demand for services

« Access to services

* Trained health care workers
« Support for adherence

* Infrastructure and equipment
 Program management
 Drug and laboratory supplies
* Linkage to care

« Community involvement
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How AIDS Invented Global Health

Allan M. Brandt, Ph.D.

especially responses to epidemics,
offers fundamental insights into
scientific and medical practices, as
well as social and cultural values.
As historian Charles Rosenberg
wrote, “disease necessarily reflects
and lays bare every aspect of the
culture in which it occurs.™
Many historians would consid-
er it premature to write the his-
tory of the HIV epidemic. After
all, more than 34 million people
are currently infected with HIV.
Even today, with long-standing
public health campaigns and
highly active antiretroviral ther-
apy (HAART), HIV remains a
major contributor to the burden
of disease in many countries. As
Piot and Quinn indicate in this
issue of the Journal (pages 2210—

2218), combating the epidemic
remains a test of our expanding
knowledge and vigilance.
Nonetheless, the progress made
in addressing this pandemic and
its effects on science, medicine,
and public health have been far-
reaching (see timeline). The chang-
es wrought by HIV have not only
affected the course of the epi-
demic: they have had powerful
effects on research and science,
clinical practices, and broader
policy. AIDS has reshaped conven-
tional wisdoms in public health,
research practice, cultural atti-
tudes, and social behaviors. Most
notably, the AIDS epidemic has
provided the foundation for a
revolution that upended tradition-
al approaches to “international

Related article, p. 2210

health,” replacing them with in-
novative global approaches to dis-
ease. Indeed, the HIV epidemic
and the responses it generated
have been crucial forces in “in-
venting” the new “global health.”

This epidemic disrupted the
traditional boundaries between
public health and clinical medi-
cine, especially the divide be-
tween disease prevention and
treatment. In the 1980s, before
the advent of antiretroviral thera-
pies, public health officials fo-
cused on controlling social and
behavioral risk factors; preven-
tion was seen as the only hope.
But new treatments have eroded
this distinction and the histori-
cal divide between public health
and clinical care.? Clinical trials
have shown that early treatment
benefits infected patients not
only by dramatically extending
life expectancy, but by signifi-
cantly reducing the risk of trans-
mission to their uninfected sexu-




Global Health

Global health is the health of populations in a global context

It transcends the perspectives and concerns of individual
nations

Global health is an extensive multisectorial domain that links
health with the areas of development, humanitarian aid, and
research

It deals with:
— worldwide improvement of health
— reduction of disparities

— protection against global threats that disregard national
borders



Outbreaks of Ebola and Marburg Virus Disease —
(Before 2013)

Ebola 2,387 cases Marburg 571 cases
24 outbreaks 10 outbreaks




HIV AS A MODEL FOR GLOBAL HEALTH

. It draws together scientists, clinicians, public health
officials, researchers, politicians, economists, and
patients, while relying on new sources of funding,
expertise, and advocacy.

. It recognizes the essential supranational character
of problems of disease and their amelioration, and the
fact that no individual country can adequately address
diseases in the face of the movement of people, trade,
microbes, and risks.

. It mobilizes innovative drug production, pricing and
procurement, both from generic and proprietary
manufacturers



HIV AS A MODEL FOR GLOBAL HEALTH

4. it focuses on deeper knowledge of the burden of
disease to identify key health disparities and
develop strategies for their reduction.

5. It recognizes that people affected by disease have a
crucial role in the discovery and advocacy of new
modes of treatment and prevention and their
equitable access

6. It is based on ethical and moral values that recognize
that equity and rights are central to the larger goals of
preventing and treating diseases worldwide.



HIV / AIDS

The success story The “unfinished” job

1. The impact of ART 1. Insufficient ART

2. Treatment as Prevention coveraqe
3. The battle towards 2. Late presentation and

universal access to ART low retention in care

4. HIV/AIDS as amodel for 3 Neglected regions
Global Health 4. Neglected

populations



From HIV ...to Global Health ..... to HIV



Without putting health in its global perspective
and without addressing the inequalities in social determinants
( including poverty, hunger, human rights, punitive laws,
stigma and discrimination)
we we will never get rid of AIDS

(in the South and in the North of the world)



ART coverage

Disparities in ART coverage between
regions and populations

Adults

o

57%

Rk

28%
Sub- Latin Asia Eastern Middle-East All All Eastern
Saharan  America & Europe & & North Europe &
Africa Caribbean Central Asia  Africa Central Asia

* 2010 HIV case reporting (18 countries)



Key populations and vulnerable groups
in almost all settings are disproportionately affected
by HIV

people who inject drugs

men who have sex with men

people in prisons and other closed settings
sex workers

transgender people

Without addressing the needs of key populations,
a sustainable response to HIV
will never be achieved.



HIV prevalence (%)

HIV prevalence among people who injectdrugs n eastern Europe and centrl Asa
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Prevalence of HCV Co-infection in persons living with HIV
in EuroSIDA cohort
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Konopnicki D et al.; AIDS. 2005.
Rockstroh J et al.; JID 2005



Table L HIV burden and fsk factors among key aff ected popul ations

Prospeuil i oy Presalence Incidence OR Major risk factors Existing interventions

MSM 153 (M. America, ﬁmmwlﬂmw 193" Unprotected receptive anal Behaviowral: reduce slcohol and drug use;
5. and SE Agia) and South Africa)  [14]  intercourse; high number of male reduce number of partners; incnease

113] par trver frequendy; high number of  condom use and adherence to ART

18% (sub-Sakaran  7.7% |Thailand) lifetime male partners; injection drug  Biomedcal: ART, oral Pref
i) |15 ude; high wiral load in indes partner;  Structural : decr minali 2t ion of
25% | Carilbabsean) 1ime (Chira ) | 16) non-injection drug ude Btimulants); | homodexuality and sodanmny; aobessble
|14 metwork-level effects |5 and acoeptable health servios |9

oW 171 8% (50 36,100 py 135° High-risk sevual exposures; high Behavioural: aondorm use; HIW besting
oountries) {Cambssiia) | 17] 18] number of partners; high Biomedcal: 5T diagnosis and trestment;
36.9% |2ub- 13,9 L By presvalence of 5T poverty; pender ART: HEV immwnization
Eahaaran Africa) \Tanzania) |19] inequity; 2eual vielenoe |10] Structural: decr minali @t ion of e work;
|18 anti-diserimination laws,; acoessble and

scteptable health services; addnressng
violenoe; empowenrment and oormim wnity
miadbilization |.L0|

PNID 18.8% wordwide 4.5/100 py N Reusing injecting equipment; Behavioural: HIV testing: oondam
{Russia) |20 data detention and incaroeration [21) promotion for PWID and their parbners;
Q-2% in 6 B0 U Py tailorad aducation and oormim i Hon
highest urden {Inia) | 23] Biomedcal: opioid sulstitution therapy;
oowntries |22 ART; 5T trestment; prevention and

treatment of TB, prevention, vacsination,
and trestrment of viral hepatitis
Structural: needle and fyrings

prosgramimes |11]
Trandgender 27.7% (U5) |24] My ks Ir Unprotected receplive anal S Behaviowral: intresse avndom and
WL 27.3% TG e [25] network-leve offects |sexual lubricant use: HIV testing
witrkers, 13 networks overlap with M5M Biomedal: PrEP; early ART. microbicides
oountries) populstions ) |12] Structuwral: decr minali @tion of " orods-
14.7% (13 dresging™ and “sodamy ; anti-
oountries) [25] discrimination laws; legal redagnition o
19.1% (15 gender identity; pender-affirming health
oowntries) |12) sefvices; oommunity engagement and

T pofsees ment; peer outreach | 26)

*OR compared to general male population, low- and middle-income countries; “OR comparned to general female population, low- and middle
imom e Ohunhes: “Lm:.gun-:h:r S workerd versud Temale ey workers.




Guiding principles for an effective response

e human rights
e access to quality health care
® access to justice
e acceptability of services
e health literacy
e integrated service provision
—>prevention & care



HIV PREVENTION

VACCINES

HARM
REDUCTION

DRUG/
ALCOHOL
TREATMENT

HIGHLY ACTIVE
COMBINATION
OF HIV
PREVENTION
TOOLS

COUNSELING

& TESTING HIV CURE

STI MICRO-
TREATMENT BICIDES

EDUCATION
/
BEEHAVIOUR
CHANGE

CONDOMS



HIV PREVENTION:
FOUR PREVENTION OPPORTUNITIES

EXPOSED EXPOSED

UNEXPOSED

INFECTED

Treatment of HIV to

reduce Infectivity
e.g. PMTCT, TasP

Behavioral, ART PreP
Structural ART PEP
HCT
Circumcision
Condoms & Safe Sex

Ref: Modified from Cohen et al, JCI, 2008, Cohen IAS 2008

82



Titanic

e April 1912: 2223 passengers — lifeboat capacity of 1178 — 32% survivors

www. hermstitanic.wikia.com
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www.titanic.com, 2002
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DIALOGUE:

How can the European Union support the
development of sustainable responses to HIV
in neighboring countries ?



HIV in Eastern Europe and Central Asia

An expanding HIV epidemic, largely driven by unsafe injection drug use

Access to antiretroviral treatment remains very low, particularly for key
affected populations

HIV prevention is not accessible at sufficient scale, access to harm
reduction remains very limited

Health systems are vertical and provider-centered

High levels of stigma and discrimination, numerous structural, cultural,
societal and political obstacles to the AIDS response

Low levels of co-operation between government and the non-
governmental sector

Significant issues around financial sustainability

Michel Kazatchkine



