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A
s Elton John’s band played
on during the latest Interna-
tional Aids Society confer-
ence in July in Washington,
President Barack Obama

kept his distance, hosting a select
political gathering a short distance
away in the White House.

It was perhaps not surprising, since
HIV remains a touchy topic that could
have erupted unpredictably during
the febrile US election campaign. His
cautious approach highlighted the
continuing sensitivity about one of
the globe’s most lethal infectious dis-
eases, even in the capital of the
world’s richest nation.

Despite growing rhetoric about
“the end of Aids” and “an Aids-free
generation”, the disease continues to
impose a heavy toll more than 30
years since it was first identified by
US researchers. Human behaviour,
including political sensitivities and

rising complacency, remain among
the greatest obstacles to further
progress.

The latest calculations from UNAids
released this month estimate that 34m
people are living with HIV and 1.7m
died from its complications in 2011. A
further 2.5m were newly infected dur-
ing the year, albeit on a declining
trajectory, while treatment for those
diagnosed has been steadily rising.

For Mitchell Warren, head of Avac,
an HIV prevention advocacy group,
the calculations signal a “tipping
point” at which, unless there are
accelerated efforts to stem the epi-
demic, advances risk being lost. “Cur-
rent models tell us that the next 12 to
24 months are a critical window,” he
says.

Much of the progress to date in sus-
taining life – saving 14m people since
the mid 1990s – has been the result of
remarkable scientific advances in

understanding HIV and unusually
rapid progress in accelerating the
development of new drugs. Backed by
unprecedented funding, a record 8m
people now receive treatment. At the
same time, that is only half of those
around the world who need it.

Most of the billions of dollars
invested in new “tools” – notably for
the prevention of infection – have
failed to deliver.

A vaccine still appears to be many
years away at best. More promising
results with experimental vaginal

and anal microbicide gels to kill
the virus have yielded mixed results.

Instead, making better use of cheap
technologies that already exist offers
greater short-term promise. That
starts with intensified distribution of
condoms and clean syringes for inject-
ing drug users; drugs for pregnant
mothers with HIV to prevent transmis-
sion to their children; rapid diagnos-
tics; and simple devices for adult male
circumcision – a technique long anec-
dotally shown to reduce infection.

The reality is that there is a lack of
better targeting of stretched funds to
programmes in groups at the greatest
risk. Conservative politicians have
proved reluctant to support evidence-
based programmes to reduce infection
among drug users, gay and transsex-
ual people and even young people
where the programmes may be seen
to be promoting sex.

That helps explain why HIV contin-

ues to rise in eastern Europe, Russia
and Central Asia, notably the result of
drug abuse, and in the Middle East
and north Africa, where homosexual-
ity is taboo. Elsewhere, the “mature
epidemics” of North America and
western Europe, let alone Uganda,
point to the need for more imagina-
tive behaviour change campaigns.

UNAids has highlighted a signifi-
cant mismatch of resources, with
much money still wasted on general
HIV programmes while far better
returns would come from focusing
particular proven interventions on
those groups at greatest risk. “We
need to put resources where we have
the maximum benefit,” says Michel
Sidibé, head of the agency.

The decriminalisation of homosexu-
ality, and policies to remove economic
and social barriers exposing women
to infection, are also important.

Continued on Page 2
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Yet Alvaro Bermejo, direc-
tor of the International
HIV/Aids Alliance, a non-
profit umbrella group,
argues that, despite the UK
Department for Interna-
tional Development’s strong
financial support for Aids
prevention, it has aban-
doned its leadership role on
such issues. “It needs to put
its mouth where its money
is,” he says.

Much – perhaps too much
– scientific excitement has
focused on clinical trials
and mathematical models
pointing to enhanced value
through new uses of exist-
ing antiretroviral medi-
cines. One is “treatment as
prevention”, with use of
drugs earlier after HIV is
detected while the body’s
immunity remains higher.

Continued from Page 1 That has demonstrated
both improved patient
health and reduced risk of
infecting others, with poten-
tial for long-term savings in
lives and costs. The down-
side, particularly in devel-
oping countries, is the
greater up-front investment
required in both drug deliv-
ery and diagnosis.

The second new use of
existing approaches which
has sparked much excite-
ment is “pre-exposure
prophylaxis”, or giving
drugs currently used for
treatment to those without
HIV, but at high risk of
infection. The US Food &
Drug Administration this
year extended approval of
Gilead’s combination treat-
ment Truvada for use in the
US in this way.

Doctors will need to study

how this works in practice.
If it proves highly effective,
there is a danger of “dis-
inhibition”, with individu-
als taking greater risks of
infection in their lifestyles
in the belief that they are
protected.

Giving medicines with
side effects to healthy indi-
viduals also creates a differ-
ent balance of risk against
benefit. Poor compliance
could spark resistance,
increasing the difficulties in
tackling treatment in the
future. In poorer countries
with limited access to
drugs, it could create ten-
sions between those with
and those without HIV.

As the latest UNAids
report indicates, five years
into treatment, retention
rates have fallen as low as
50 per cent in Malawi. That

highlights broader concerns
over the difficulties of
patients receiving, taking
and having support while
on medication.

Brian Brink, chief medi-
cal officer at AngloAmeri-
can, the mining group
active in South Africa, says:
“It’s now down to imple-
mentation. We can have
drugs, but if the health sys-
tems are not functioning
well, the response will be
compromised.”

A remaining issue is
funding. As Mark Dybul,
the newly appointed head of
the Global Fund to fight
HIV, TB and Malaria, the
multilateral financing
agency, argues: “We have
the tools within our grasp.
If we don’t act now, infec-
tion rates will go back up
and the costs may not be

affordable. Not to use them
right now is unconsciona-
ble.”

He is bracing for a new
round of fundraising next
year from donors of $15bn
or more over three years.
He points to middle income
countries such as China,
Nigeria and South Africa
taking more responsibility
for funding programmes
themselves. He sees poten-
tial for innovative financing
such as matching funds
from regional development
banks, companies and even
social impact bonds to
tackle HIV.

Mr Sidibé warns of the
need to integrate HIV pro-
grammes with TB and
chronic diseases to sustain
momentum as leaders mull
over replacements to the
Millennium Development

Goals in 2015, which have
helped mobilise support.

The mere fact that this
year’s Aids conference
could be held in the
US reflected President
Obama’s first-term achieve-
ments, including removal
of a travel ban on those
with HIV and sustained
commitment to foreign
funding, despite financial
pressures.

Much more work lies
ahead. Getting the right
prevention and treatment
programmes along that
“last mile” to the remaining
8m people with HIV, espe-
cially in developing coun-
tries – and the many mil-
lions more who are at risk –
will yet prove the hardest
obstacle to overcome. The
Aids-free generation has yet
to be born.

Biggest obstacle is human behaviour

While access to antiretrovi-
ral medicines across the
world has transformed life
for millions of infected indi-
viduals, attention is focus-
ing on the potential of
improved diagnostic tech-
nologies to slow the spread
of the disease.

There is plenty of catch-
ing up to do. “Diagnostics
is the most undervalued
intervention,” says Renuka
Gadde, senior director of
global health at Becton
Dickinson, the medical
devices company. “Funding
is typically a fraction of
healthcare spending even
though the results of
diagnostics tests influence
60 to 70 per cent of patient
management decisions.”

However, given the dra-
matic shifts in the disease
and its treatment over the
past decade, the issue of
testing is attracting increas-
ing attention.

“In the past eight years,
diagnostics has moved up
the agenda massively and is
seen as one of the key
interventions,” says Yusef
Azad, director of policy and
campaigns at the UK’s
National Aids Trust.

First, new technologies
are making testing cheaper
and easier. And because
treatment of the disease is
now effective, there is less
resistance among individu-
als to being tested.

“In the early days, testing
was treated with suspicion
because there was no gain,”
says Mr Azad. “Now, it’s
become immensely impor-
tant.”

This is because the earlier
an individual who is HIV
positive can be diagnosed
and started on treatment,
the better are his or her
chances of living longer and
more healthily.

“If you’re diagnosed late,
you’re 10 times more likely
to die in the first year and if
not, your immune system is
permanently impaired,”
says Mr Azad.

However, the importance
of HIV goes beyond helping
infected individuals to get
treatment early. Increased
testing offers a broader
public benefit because, once
on therapy, individuals are
far less likely to transmit
their infection.

The technology has
moved ahead rapidly. Tests
are now able to identify
infection far earlier, with
the time during which HIV
cannot be detected falling
from three months from
infection to a month.

At the same time, rapid
point-of-care testing means
individuals no longer have
to wait for blood samples to
be sent to a lab before
getting the results but can
get them in as little as 20
minutes.

A further step has been
taken in the US, where
home testing kits – which
operate in a similar way to
home pregnancy tests –
have been approved for use.

Concerns have been
raised about home testing.
Some have questioned their
accuracy and the increased
room for error when testing
is no longer in the hands of
healthcare professionals.

Others worry about the

potential for individuals to
coerce their partners into
taking the test – or even
test them surreptitiously –
as well as the risk of suicide
among individuals who find
they are HIV positive but
have no psychological sup-
port at hand.

Mr Azad believes that
such risks are outweighed
by the benefits of home
testing. He would like to see
the kits approved for use in
the UK.

“This technology is out
there and is being accessed.
We can’t pretend it doesn’t
exist,” he says. “It would be
better to regulate it and
explain it – rather than
letting people go online and
take up kits with no regula-
tory approach.”

Mr Azad stresses, how-
ever, that home testing kits
– as do pregnancy tests –
should come with a clear
message that the home test
is only a first step.

“I don’t want to dismiss
the concerns about accu-
racy,” he says. “And there
are challenges. But none of
these reasons, from a statis-
tical point of view alone,
are enough for us not to
provide people with an
effective technology to
reduce the harms of HIV.”

Efforts to offer rapid and
accessible testing more
widely are not limited to
developed countries. Sev-
eral companies are develop-
ing affordable point-of-care
testing for the developing
world.

Next year, for example,
Becton Dickinson is launch-
ing a technology it calls
FACSPresto, designed for
use in places with limited
healthcare resources.

With a touch screen inter-

face that is very easy for a
technician to use, the solar
powered device comes with
an integrated micro-printer
and has data transfer capa-
bilities. It uses dried rea-
gents that, unlike liquid
versions, have a longer
shelf life and do not require
refrigeration.

The global public sector is
directing more investment
into promoting affordable
point-of-care-testing and
decentralised diagnostic
products for the developing
world.

In July, $140m in funding
for the development of
such technologies was
announced by Unitaid, a
multi-government health
initiative that directs funds
towards initiatives combat-
ing HIV/Aids, malaria and
tuberculosis.

The idea is to create
incentives to develop new
products and to speed up
market entry for manufac-
turers with tests that are in
late-stage development.

Ms Gadde believes such
initiatives are critical when
it comes to tackling the
spread of HIV-Aids in low-
income countries.

“In the developing world,
everyone is talking about
point of care technologies,”
says Ms Gadde. “Because
this is the only way to
increase access in semi-
urban and rural settings.”

Technology
offers hope for
rich and poor
Diagnostics

Speeding up market
entry will help save
thousands of lives,
says Sarah Murray

‘If you’re diagnosed
late, you’re 10 times
more likely to die in
the first year’

Yusef Azad,
National Aids Trust

When it comes to tracking
down people infected with
one of the world’s most
lethal diseases, it is starting
to seem as though the law-
yers are doing a better job
than the doctors.

With decades of tubercu-
losis infections in miners
sparking intensifying court
actions for compensation –
notably in southern Africa –
legal experts are eager to
find plaintiffs to recruit for
lawsuits.

Companies and govern-
ments are only belatedly
starting to respond.

Miners with TB,
frequently also struck with
HIV and lung-crippling sili-
cosis, return to their fami-
lies rather than being diag-
nosed and treated close to
their employers.

Many fall through the
holes in fragile health

systems and struggle to
obtain compensation, espe-
cially if they work for sub-
contractors. Meanwhile,
they spread the disease.

Infection in mines is at
the centre of the epidemic
of TB in sub-Saharan
Africa, which is itself at the
core of problems linked to
HIV. Mine-related TB infec-
tions account for an esti-
mated third of all TB in
South Africa.

Yet compared with
malaria and above all HIV,
TB seems the most
neglected and orphaned of
the “big three” diseases and
puts other people at greater
risk than the rest.

Brian Brink, chief medi-
cal officer at AngloAmeri-
can, will not talk directly
about the mining litigation,
but has no qualms about
expressing his concerns
over TB in South Africa.

“It’s the face of the Aids
epidemic,” says Mr Brink.
“It is difficult to diagnose
and treat and if you get
multi-drug resistant TB, it’s
a nightmare. With 16 people
often sharing a taxi, you
only need one person to
cough and everyone is

exposed to a resistant bug.
It’s scary.”

UNAids estimates that
430,000 deaths of people
with HIV last year were
linked to TB, as their fail-
ing immune systems made
them more vulnerable to
other infections. Of the
8.7m new cases of TB world-
wide in 2011, 1.1m had HIV.

Only 48 per cent of people
globally – and 46 per cent in
sub-Saharan Africa – who
have HIV and TB are
receiving antiretroviral
therapy, even though the

medicines cut the risk of TB
by two-thirds. Many go
undiagnosed until it is too
late for treatment or the
prevention of infection.

Lucica Ditiu, head of the
Stop TB Partnership, which
brings together a range of
multilateral agencies, non-
profit groups and business,
says: “The tools are there,
we have the guidelines at
the global level but we lack
the implementation. There
is very slow uptake.”

A starting point is poor
quality data to track
progress. The World Health
Organisation’s latest
annual report on TB gave
global figures on the
disease but did not break
down the co-infection of TB
and HIV by individual
country in Africa, which
is at the epicentre of the
crisis.

Funding is insufficient.
Many donors, including the
US bilateral agency Pepfar,
focus on HIV.

While Pepfar and others
increasingly pay lip
service to integration with
TB, critics argue that
most of those agencies
giving money – or their

implementing partners –
remain too targeted on
“vertical” HIV programmes.

Even the UN-backed
Global Fund to Fight Aids,
TB and Malaria has ear-
marked just 16 per cent of
its nearly $3bn in annual
disbursements for TB in the
months ahead, significantly
punching beneath the
weight of support for the
other two infections.

Ms Ditiu says this reflects
poor advocacy, with TB
patients’ organisations –
often the most marginalised
groups in society and the
most difficult for whom to
garner external support and
sympathy – less vocal and
more ineffective in lobbying
for more aid.

“It’s very time consuming
but we must negotiate to
bring HIV and TB together
like a forced marriage,” she
says, even while expressing
fears that new funding
structures just agreed for
the Global Fund risk
moving in the opposition
direction.

A number of important
things could be done. One
would be mandatory TB
testing of people with HIV.

A second would be to pro-
vide preventive treatment
with the drug isoniazid for
those without active TB, to
reduce the risk of the infec-
tion developing. A third
would be to ensure those
with both infections receive
antiretroviral therapy
immediately, even if they
still have a relatively strong
immune system.

There are signs of change.
In August, heads of state
and governments of the
South African Development
Community signed a decla-
ration on TB within the
mining community.

The International Council
on Mines and Metal is con-
vening its member compa-
nies to take stronger steps.

More broadly, a dozen
heads of state recently
pledged to meet a target of
“zero deaths” from TB.

With vaccines ancient
and inefficient, and drug
treatment painful, lengthy
and cumbersome, more
research is required.

That said, more aggres-
sive prevention, diagnosis
and treatment could do
more even with the crude
instruments available.

Death toll could be reduced by going after TB
Tuberculosis

Health experts see
co-ordinating
treatment as crucial,
reports Andrew Jack

Brian Brink, AngloAmerican

R
arely have international pol-
itics, big money and global
health been so closely linked
– and with such conse-
quences for human life – as

in the recent growing pains of the
Global Fund to Fight Aids, Tuberculo-
sis and Malaria.

A year ago, as the UN-backed organ-
isation moved into its second decade
of existence, there was scant sign of
celebration. Instead, the mood among
the feuding members of the governing
board of the world’s largest conduit of
multilateral aid for health resembled
that of a wake. The conflict really did
end in tears, as well as the departure
of Michel Kazatchkine, its executive
director, not long after.

But now, fresh from the selection
this month of Mark Dybul as his
replacement, many participants see
grounds for renewed optimism.
“There was truly a crisis at the Global
Fund but now donor confidence is
high,” says Alvaro Bermejo, director
of the International HIV/Aids Alli-
ance, a non-profit umbrella group.

More than 10 years since its crea-
tion, the Global Fund has made its
mark. It was a new entity: a multilat-
eral agency outside the heavy stric-
tures and bureaucracy of the UN,
committed to transparency and oper-
ating under the supervision not only
of donors, but also of recipient coun-
tries and non-profit and business rep-
resentatives. Yet those strengths pro-
vided ammunition for its critics.

It raised nearly $23bn, primarily
from the governments of richer coun-
tries, but also with some corporate
and philanthropic support. It provided
an unprecedented boost to tackling
the world’s three leading fatal infec-
tious diseases, funding prevention and
treatment programmes that it esti-

mates saved 1m lives in 2011 alone
through grants of nearly $3bn.

Yet the fund’s fast growth created
managerial strains, while the historic
surge in funding had overextended
expectations at a time when donors,
squeezed by domestic austerity, were
looking for excuses to cut back their
aid. Staff numbers grew rapidly, but
employees were not always best
deployed to scrutinise grants.

Over-optimistic objectives for fund-
raising were dashed and the organisa-
tion’s board, with its competing inter-
ests, proved dysfunctional and unable
to delegate or to agree where reduc-
tions in funding should be made.
There were sharp anomalies in dis-
bursements to richer middle-income
countries and to disease programmes
that did not offer the best returns for
the money available.

Meanwhile, in the absence of more
aggressive scrutiny by the fund’s
auditors in each recipient country, an
overenthusiastic inspector-general at
its Geneva headquarters gained free
rein. He launched and made public
aggressive inspections that gave an
exaggerated impression of misman-
agement and corruption.

Furthermore, miscommunication –
if not misjudgment – in fees paid to a
friend of the fund’s high-profile
ambassador, Carla Bruni – wife of
then French president Nicolas
Sarkozy – provided grist to the mill
for domestic and international politi-
cal feuds alike.

Bernard Rivers, ex-head of Global
Fund Observer, a newsletter pub-
lished by Aidspan, a watchdog for the
fund, says: “It had a terrible 2011 and
if 2012 were as bad it probably would
have been the end of the fund. But
that did not happen. It is in a stronger
position than a year ago because of its

very committed acceptance of the
need for reform. It is time for version
2.0.”

With the fund’s interim appoint-
ment as general manager of Gabriel
Jaramillo, a Colombian banker who
took part in a commission that
reviewed the fund in 2011, internal
reforms were launched to strengthen
management and refocus staff on the
organisation’s priorities.

The board itself has adopted a new
governance approach and delegates
more decision-making on grant man-
agement. Renewed emphasis is on tar-
geting the poorer countries most in
need and the programmes most likely
to make a difference.

As important was that the fund
agreed the appointment of a new exec-
utive director from a shortlist of four,
in far less acrimonious circumstances
than in the past. Mr Dybul brings
experience as a doctor, scientist and
manager, notably as a previous head
of Pepfar, former US president George
W. Bush’s bilateral Aids programme
focused primarily on Africa.

“I am very excited,” Mr Dybul says.
“If we use the tools we have today in
a very strategic way, focus on high-
risk populations and in hotspots of
the epidemic geographies, we can
make a difference.”

His challenges are far from over. Mr
Dybul triggered opposition from some
activists, notably for having to imple-
ment US policy at Pepfar that under-
mined organisations best equipped to
tackle some aspects of HIV by requir-
ing them to condemn prostitution.

He needs to prepare for a fresh
round of fundraising – set for autumn
2013 after two delays – of $10bn-$15bn,
while global austerity continues and
governments with shallow pockets and
short attention spans look elsewhere
in the faddish world of development.

He inherits a new grant system that
relies on external partners to help pre-
pare and scrutinise applications and
will have to make unpopular deci-
sions over how best to spread limited
resources. The task will not be easy,
but at least the fund has bought Mr
Dybul a little time to deliver.

Reforms offer
chance of more
support for
regions in need
Global Fund New leaderMarkDybul will
oversee fresh grant system after board feud and
anomalies in awards, writesAndrew Jack

Innovative aid Tracing a path to recovery in rural South Africa

Sisa Dyantyi, right, is a ‘tracer’ who looks in rural areas for patients who fail to continue taking
medication that could save their lives – people such as Ntombencinci Duma, left, a young mother
who stops her treatment when she feels better. Tracing is an important part of the work of the
Donald Woods Foundation (www.DonaldWoodsFoundation.org) and has ensured that
93.6 per cent who start treatment continue with it. Susan Winters Cook

Dybul has
to prepare
for a fresh
round of
fundraising
while global
austerity
continues
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Taken daily, Truvada is
among the treatment
options available to those
with HIV-Aids. However,
following its approval in the
US to pre-emptively reduce
the risk of infection, the
question is how to maxim-
ise the drug’s potential to
fight the disease and mini-
mise the risk of increasing
infection rates.

The US Food and Drug
Administration’s approval
of Truvada – made by
Gilead Sciences – for pre-
exposure prophylaxis
(PrEP) has not come with-
out controversy.

Some, such as the Aids
Healthcare Foundation,
have questioned whether
healthy individuals should
be given a drug whose side
effects include liver and
bone problems, and have
suggested that pre-emptive
use of the drug would
increase risky behaviour.

Anthony Fauci, director
of the National Institute of
Allergy and Infectious Dis-
eases, admits that risks do
exist. “To think that there’s
no risk when you have an
intervention for something
as serious as this is not
being realistic,” he says.

Dr Fauci points out that
during trials of the drug as
a prophylactic, participants
were closely monitored for
changes in sexual behav-
iour. “You could assume
that it could happen and
you’ve got to be alert for
it,” he says. “But we did not
see it in the studies.”

It remains to be seen
whether the results of the
trials, in which sexual acts
were self-reported, are mir-
rored in the real world.

“We know that self-
reporting isn’t great,” says
Howard Jaffe, president of
the Gilead Foundation. “So
that’s still something that

needs to be monitored.”
Moreover, for the drug to
play a role in combating
HIV transmission, it needs
to be deployed in combina-
tion with other methods.
“It’s not a substitute for
other modalities, such as
the proper use of condoms,”
says Dr Fauci.

He stresses that individu-
als need to be regularly
tested for HIV. “If you’re
already infected, you could
have the unintended effect
of selecting for a resistant
virus that you already
have,” explains Dr Fauci.

And because effective pro-
tection depends on main-
taining levels of medicine
in the body, it must be
taken consistently.

This is easier said than
done. Certainly, Truvada is
a relatively simple drug to
take. A once-daily pill, it
comes with no restrictions

as to the time of the day or
circumstances under which
it should be taken.

However, taking PrEP is
not motivated by the desire
to reduce pain or discom-
fort, as with treatment med-
ications.

“You’re asking people to
take medications for some-
thing they can’t feel – and
they might even feel a little
worse – for some future
benefit,” says Dawn Smith,
a medical officer in the divi-
sion of HIV-Aids prevention
at the US’s Centers for Dis-
ease Control and Preven-
tion (CDC). “That’s more of
a challenge.”

Despite the obstacles,
some argue that the PrEP
approach could have a sig-
nificant impact in slowing
the spread of the disease.

“If properly used, and
people are educated to

make it clear that it’s not a
substitute for other preven-
tion modalities, the poten-
tial for this approach to
have a beneficial effect in
selected groups far out-
weighs the risks,” says Dr
Fauci.

And protecting high-risk
individuals against infec-
tion has a knock-on effect –
while they are not infected
there is no risk of their
passing on the disease.

Two major groups are
seen as appropriate candi-
dates for the drug – men
who have sex with men and
practise high-risk behav-
iour, and people in hetero-
sexual relationships in
which one partner is HIV
positive and will not or can-
not take medication for the
condition – including those
trying to start a pregnancy.

Healthcare providers will
play a crucial role in select-
ing candidates for PrEP,
testing them for HIV and
encouraging them to take
their pills regularly. And
since the PrEP approach is
designed for people who
are not HIV positive, gen-
eral healthcare practition-
ers need to be educated to
help them.

“Uninfected people don’t
go to the HIV clinic – they
go to a general care pro-
vider,” says Dr Smith. “So
we’re in the very early days
in figuring this out.”

Guidelines produced by
the CDC explain how
healthcare professionals
should go about determin-
ing patients’ eligibility, and
ensuring that they keep
taking the drugs and sub-
mit to regular testing.

But, since healthcare pro-
viders can only advise peo-
ple who come to them, the
question for policymakers
is how to encourage high-
risk individuals to enter the
healthcare system and take
the medication.

“That’s very difficult,”
says Mr Jaffe. “In the US
there’s access to local com-
munity clinics, but whether
you go or not is a personal
decision. How you change
that is going to be impor-
tant in moving the needle.”

Pre-emptive strike to
help stave off infection
Prevention

Truvada has caused
controversy but it
has many benefits,
says Sarah Murray

‘You’re asking
people to take
medications for
something they
can’t feel’

H
opes of finding a cure for
HIV were raised two years
ago, when it was revealed
that a patient being treated
in Germany had been

cleared of the virus after receiving a
bone-marrow transplant in 2007. This
raised the possibility that defeating
Aids was a step closer.

Known as the “Berlin patient”, Tim-
othy Brown, who had leukaemia and
HIV, received the transplant from a
donor who had a rare genetic muta-
tion that made him resistant to HIV.

Mr Brown remains free of HIV, and
his case has opened the possibility of
replicating that success through gene
therapy in other infected patients
without the risks of bone-marrow
transplants.

“It is extremely expensive and risky
and not easy to get that resistant
bone marrow, but it is a proof of the
principle that it is possible to cure
somebody,” says Ned Landau, a
microbiologist at the New York Uni-
versity School of Medicine.

HIV has been among the most chal-
lenging diseases to control because it
can be transmitted sexually, during
birth, through blood transfusions or
through the sharing of needles. How-
ever, better drugs and improved
access to treatment helped to reduce
Aids-related deaths globally by 25 per
cent between 2005 and 2011, according
to the UN.

In Mr Brown’s case, the donor was a
rare person who lacked a protein
known as CCR5, which sits on
immune cells and acts as a gateway
for HIV. “Gene therapy means intro-
ducing DNA into the cells of a person
to instruct the cells to make different
proteins they need,” Dr Landau says.
“Proteins can target a gene in the
genome and destroy it.”

Other potential avenues for curing
HIV include attacking “latent reser-
voirs” of the virus that hide when a
patient is being treated with antiretro-
viral drugs.

Such drugs have been very success-
ful at turning HIV, which was once a
death sentence, into a chronic illness.

However, when a patient stops taking
the costly cocktail of drugs, latent
pools of T-cells infected with HIV re-
emerge. Researchers are looking for
ways to coax these infected cells out
of hiding so that the immune system
can fully attack the virus.

Scientists in Australia are

investigating the ability of a drug –
disulfiram – used to treat alcoholism
to flush out latent HIV-infected cells.
“This study will increase our knowl-
edge of the potential for this strategy
– reversing HIV latency and targeting
resulting virus outgrowth with
antiretroviral therapy – to cure HIV,”

says the Foundation for Aids
Research, amfAR.

Progress is also being made in
antiretroviral therapies. ViiV Health-
care, which is owned by GlaxoSmith-
Kline and Pfizer, recently reported
encouraging phase-three trial results
for dolutegravir, which is designed to

block viral DNA from integrating
with T-cells, a key step in the HIV
replication cycle.

In August, the US Food and Drug
Administration approved a drug from
Gilead Sciences to be sold under the
brand name Stribild. It is a cocktail of
four components, reducing the need
for patients to take multiple doses of
the individual ingredients.

Despite such signs of break-
throughs, a 2011 report by the Treat-
ment Action Group, an Aids research
policy organisation, said drug trials
were a difficult proposition for
infected patients: “If treatment inter-
ruptions are necessary, how can they
be conducted safely in research partic-
ipants when prevailing data suggest
even relatively short treatment inter-
ruptions can be harmful for some?”

Dr Landau suggests a cure for HIV
is still many years away. Due to the
risks associated with drug discovery
and the virus’s continued elusiveness,
Aids advocates continue to suggest
prevention is the best policy.

An advisory group to the FDA rec-
ommended in November that all
Americans between 15 and 65 should
be tested for HIV. Because earlier
treatment with antiretrovirals reduces
the chances of the virus spreading
between sexual partners, testing for a
broader swath of the population could
be in the interest of public health.

“Targeted screening misses a sub-
stantial proportion of cases, and treat-
ments are effective in patients with
advanced immunodeficiency,” accord-
ing to a new study in the Annals of
Internal Medicine. “New evidence
indicates ART [antiretroviral therapy]
reduces risk for Aids-defining events
and death in persons with less
advanced immunodeficiency and
reduces sexual transmission of HIV.”

Researchers explore avenues to flush out HIV
Treatment Stunning discoveries have revolutionised outcomes for patients but doctors say prevention is still best strategy, writesAlanRappeport

Survivor: Timothy Brown, the ‘Berlin patient’, with German oncologist Gero Hütter, right, answering questions at a symposium in Marseille this summer Getty
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FT Health Combating Aids

In the global battle against
HIV and Aids, India is an
unlikely success story.

After years of denial
and squabbling with the
world over the magnitude
of its Aids epidemic, India
launched a pragmatic
campaign targeting
high-risk groups with
information and services to
stop the spread of the virus.

Despite its deep social
conservatism, India reached
out aggressively to spread
the message about Aids,
and encourage condom use
among sex workers and
their clients, injecting drug
users, and men having
sex with men. These
programmes – mostly
internationally funded and
many implemented by
members of the affected
communities – paid off.

India is one of just 25
countries that has turned
the tide of its Aids
epidemic, reducing its
annual rate of new
infections by more than
50 per cent over the past
decade – from some 270,000
in 2001 to 120,000 now.

Aids prevalence has
dropped to about 0.3 per
cent, and the epidemic has
remained concentrated
largely in high-risk groups.
In the past few years, India
has also scaled up its
treatment programme and
now has about 400,000
patients receiving free
antiretroviral drugs at
special clinics.

Yet India’s battle against
Aids is far from won. With
an estimated 2.1m people
still living with HIV – one
of the biggest Aids burdens
of any country – India
faces a threat from the
virus for years to come.
But, as international funds
for its Aids programme
taper off, the country is
now shouldering most of
the cost itself.

This dramatic shift in
funding – combined with
an apparent new aloofness,
and change in priorities,
by the National Aids
Control Organisation
(NACO) – has raised
anxiety among many
public health professionals,
who fear India’s impressive
gains against the virus are
in danger of being lost.

“The danger with HIV is
that if you stop investing
heavily in prevention, it
will rebound – and it
could rebound very
badly,” says Charles
Gilks, UNAids country
co-ordinator for India.

Over the past five years,
international donors and
the government together
have spent about $2bn on
prevention and treatment
of Aids. New Delhi plans to
allocate an equal amount,
from its own coffers, for its
Aids programme over the
next five years.

But treatment costs are
rising sharply, as more
people who have been
living with the virus for
years fall sick and require
life-saving drugs. India is
also changing treatment
protocols so HIV patients
receive antiretrovirals at
an earlier stage of the
illness.

That means up to 1m
people could be on
treatment within the next
few years. But, with the
budget designated for Aids
being flat, health
professionals worry that a
much-needed expansion of
treatment will inevitably be
at the expense of
prevention efforts.

“I am worried about
complacency and losing
political drive,” says
Dr Gilks. “As soon as
politicians think Aids is
beaten, they will cut back.”

K Sujatha Rao, former
head of NACO, is upset
authorities are reducing
their once intense strategic
focus on high-risk groups –
where the epidemic
remains concentrated – and
appear more interested
in mounting public
awareness campaigns for
the wider population.

“There is a change in
direction, emphasising
general information rather
than focusing hard on the
vulnerable groups, and
pushing them hard for
behavioural change,” Ms
Rao says.

Yet, she says, such a loss
of strategic focus is likely
to backfire badly. “We did
general information
campaigns for 10 years and
failed to have an impact.”

New Delhi is also
planning to shift some of
the burden for its fight
against Aids to other parts
of its public health system,

including the National
Rural Health Mission, an
initiative to strengthen its
crumbling public health
system in rural areas.

But activists are
concerned that volunteer
rural health workers,
trained in basic issues such
as sanitation, hygiene and
promoting immunisation,
are ill-prepared to deal
with marginalised high-risk
groups or people living
with Aids.

“I don’t think there has
been enough sensitisation,”
says Anjali Gopalan,
founder of the Naz
Foundation, a New Delhi-
based Aids campaign group
that works with men who
have sex with men, and
other sexual minorities.
“There is still huge stigma
around HIV,” she says.

Meanwhile, civil society
groups, once considered
crucial partners in fighting
Aids, complain of being
excluded from preparing
India’s new national Aids
control strategy for the
next five years.

All told, Ms Rao fears
the government is losing
its sense of urgency
and momentum in the
battle against Aids, as
international interest and
funds wane.

“The passion is lacking,
as is the commitment to
see the end of the road of
HIV and Aids,” she says.
“Globally there is a
reduction of interest in
HIV, but we have a huge
burden of 2m people living
with the virus. We cannot
let down our guard.”

Budget shifts
raise fear of lost
momentum
India

Focus switches to
general campaigns,
says Amy Kazmin

There is concern
rural volunteers are
ill-prepared to deal
with marginalised
high-risk groups

UNAids figures released
last week on the global
HIV/Aids epidemic confirm
the very encouraging trend
of the past five years:
fewer new infections, fewer
deaths and increasing
coverage (55 per cent
globally) of those in need
receiving antiretrovirals.

In many parts of the
world we are “getting to
zero” HIV and Aids (the
slogan for World Aids
Day), but the UN figures
offer unsettling evidence
that achieving this target
will require the world’s
fastest growing epidemic, in
eastern Europe and central
Asia, to be overcome.

Only a decade ago some

150,000 people in this
region were living with
HIV. Today, that figure is
1.4m, with Russia and
Ukraine accounting for 90
per cent of infections.
Aids-related deaths have
almost quadrupled in the
past 10 years and the
number of people receiving
treatment is a lowly
23 per cent.

If urgent and measured
action, based on scientific
evidence is not taken here,
we will be heading for a
major human tragedy.

The epidemic is
characterised by escalating
HIV infection and startling
hepatitis C, tuberculosis
and multi-drug-resistant TB
prevalence.

The region has the
highest rate of injecting
drug use in the world,
accounting for two-thirds of

new HIV infections there.
It is mainly heroin-based,
but increasingly involves
the use of cocaine,
amphetamine-type
stimulants, psychotropic
substances and home-made
cocktails such as krokodil
(desomorphine), a mixture
of codeine-based painkillers
and other cheap household
ingredients.

Drug users in the region
are often stigmatised and
criminalised. Fear of arrest
drives people away from
testing and services.
There are almost no needle
exchange programmes and
opioid substitution therapy
(OST) with methadone or
buprenorphine is illegal in
several countries.

There is a high HIV
prevalence among
prisoners, particularly
those with a history of

injecting drug use, and
women who, in the main,
are the sexual partners of
injecting drug users.

The scenario is bleak –
but not hopeless. We have
known that, over the past
three decades, four major
factors have determined
our success in the fight
against Aids worldwide:
political commitment,
adequate resourcing, strong
involvement of civil
society and affected
communities; and the
implementation of policies
and practice based on
evidence and science as
opposed to prejudice and
criminalisation.

We have known since
the 1980s that the simple
and cost-effective provision
of clean needles and
methadone prevents HIV
and Aids from spiralling

out of control among drug-
using communities.

Encouragingly, several
countries, including
Ukraine, Kyrgyzstan,
Moldova, Kazakhstan and
Tajikistan, have engaged in
harm-reduction programmes
around clean needles and
OST, leading to a decrease
in new HIV infections.

In the past five years,
the Global Fund to Fight
Aids, Tuberculosis and
Malaria has played a key
role in the region, funding
needle exchange
programmes, OST and
access to Aids treatment.

These programmes may
be at risk soon if countries
in the region, particularly
those that are middle
income, faced restrictions
in access to international
funding. Funding cuts
would also reduce civil

society’s important role in
promoting advocacy,
legislative changes, and
programme implementation.

On the whole, however,
leaderships in eastern
Europe and central
Asia remain silent on
the epidemic. Civil

society organisations and
communities face increasing
logistical, political and legal
challenges. And resources
from the international
community are decreasing
as many countries move to
being middle income and
therefore ineligible for
programmes from
organisations such as the
Global Fund to Fight Aids,
Tuberculosis and Malaria.

National governments
have failed to pick up the
financial slack and, too
often, the investments that
do happen, particularly in
prevention, fail to reach
communities at greatest
risk of infection. The result
is woefully inadequate
coverage of the most
vulnerable in terms of
treatment and prevention,
accompanied by an equally
low return on investment.

The treatment of HIV
and Aids in eastern Europe
and central Asia is at a
tipping point. We are
barely three years from
fulfilling the UN Millennium
Development Goals of
getting 15m people on
treatment globally and
reducing new infections
among injecting drug users
by 50 per cent. Eastern
European and central
Asian countries
recommitted to these
targets at the UN in 2011.

Only a change in mindset
among the region’s political
classes towards a public
health policy approach will
save the region from a
human tragedy.

Michel Kazatchkine is the
UN special envoy for
HIV/Aids in eastern Europe
and central Asia.

Change in attitude is needed to prevent unnecessary human tragedy
Opinion
Michel Kazatchkine

Drug use spreads HIV

“Getting to zero” – meaning
no new infections or deaths
from HIV – is the slogan for
World Aids Day. Until
recently such a target would
have seemed absurdly ambi-
tious. Even now, with 1.7m
people dying of Aids and
2.5m newly infected with HIV
in 2011, we are years from
being close to achieving it.

But researchers are more
optimistic about the pros-
pects for preventing infec-
tion of people who are HIV-
free and eventually eradicat-
ing the virus from those who
are infected – “curing” them.

Drug combinations known
as highly active antiretro-
viral therapy, or HAART,
are keeping millions of peo-
ple with HIV in reasonable
health and free of serious
Aids symptoms. Such treat-

ment, which for most people
must continue for life to
keep the disease at bay,
comes at a cost – not just
the financial cost of the
drugs, but also their side-
effects. For example, a
recent study by Johns Hop-
kins University suggests an
important component of
HAART – efavirenz (sold by
Bristol-Myers Squibb, the
pharmaceutical company, as
Sustiva) – may contribute to
cognitive impairment by
damaging brain cells.
Almost half of people with
HIV will eventually develop
mild neural damage.

It had been assumed that
the infection itself was
causing the trouble, but
Norman Haughey, the
study leader, says the drug
may play a key role.

“Some people seem to
have the attitude that HIV
is no longer a death sen-
tence,” he says. “But even
with antiretroviral treat-
ments people infected with
HIV have a shorter lifespan
and the chance of cognitive
decline is high.”

Such research highlights
the importance in the long
run of moving beyond life-
long drug treatment to pre-
vention and cure.

While traditional non-
pharmaceutical methods to
prevent infection, such as
safe sex, remain important,
HIV vaccine development is
still agonisingly slow. Even
though $845m was spent on
HIV vaccine research and
development in 2011,
according to UNAids, only
one vaccine is undergoing a
clinical trial beyond early-
stage safety testing.

The largest HIV vaccine
trial to date, the RV144
trial, which tested a combi-
nation of two vaccines in
Thailand, reported a modest
31 per cent efficacy in 2009.
Subsequent analysis of the
results is teasing out clues
about what worked, and
what didn’t, but follow-up
trials with an improved ver-
sion of RV144 are unlikely
to start before 2014.

Participants in the Aids
Vaccine 2012 conference in
Boston, Massachusetts, in

September agreed large-
scale production of a pro-
phylactic HIV vaccine was
well over a decade away
under best assumptions.

There is, therefore,
renewed scientific emphasis
on pharmaceutical preven-
tion, either through treat-
ing people with HIV to stop

them passing on the virus or
by treating uninfected peo-
ple. Here, the news is better.

The journal Science
named “HIV treatment as
prevention” as its “break-
through of the year” for
2011 in all fields of research.
A $73m clinical trial by the
HIV Prevention Trials Net-
work demonstrated that
early initiation of antiretro-

viral therapy in people
infected with HIV reduces
transmission of the virus to
their partners by 96 per
cent – a far larger impact
than virologists had
expected.

Then, in July 2012, the US
Food and Drug Administra-
tion approved the first HIV-
prevention pill. The FDA
said Truvada, produced by
Gilead Sciences and used
for years to treat HIV-posi-
tive patients, could be pre-
scribed for uninfected peo-
ple at high risk of acquiring
HIV from infected partners.

There had been concern
that Truvada would be less
effective in the real world
than in clinical trials at
preventing transmission,
because people would not
stick to a regimen of one
pill a day. But further
research published in Sep-
tember showed rigid adher-
ence was not necessary.

“Even in patients who
didn’t adhere perfectly, their
risk of contracting HIV still
dropped by more than
90 per cent, offering a high

level of prevention,” says
Robert Grant, professor of
medicine at the University
of California San Francisco.

Meanwhile, scientists con-
tinue their quest for a cure
that would eradicate HIV or
at least ensure the virus
remains so deeply buried in
a patient’s genome that it
does not reappear when he
or she stops taking antiviral
medication.

The famous “Berlin
patient” Timothy Ray
Brown demonstrated the
possibility of a cure by
undergoing a bone-marrow
transplant from a donor
with a rare genetic muta-
tion that made him immune
to HIV infection; Mr Brown
has been HIV-free for five
years off drugs.

Such transplants are too
complex and costly to
become a routine cure, so
scientists are seeking to
achieve the same effect
pharmaceutically, perhaps
with one drug to dislodge
dormant HIV hidden in the
immune system and the
other to kill the virus.

Scientists turn attention to prevention and cure
Research

Focus is on vaccines
over antiretrovirals,
writes Clive Cookson

W
ashington may be the
US capital, but when it
comes to the prevalence
of HIV, the city’s prob-
lem has been compared

with a developing country.
Nearly 3 per cent of Washington res-

idents are living with HIV and the
city has a higher Aids diagnosis rate
than any state in the country. The
rate of infection exceeds those in
some African nations, casting a blem-
ish on the ability of the world’s rich-
est country to deal with its own pub-
lic health epidemic.

“Washington is one of the areas
hardest hit by HIV in the US, with an
epidemic on par with some developing
nations,” the Henry J Kaiser Family
Foundation, the health policy analysis
organisation, said in a recent report.

While HIV prevalence in the US has
improved in recent years, it remains a
stubborn problem. The Centers for
Disease Control and Prevention, the
US federal agency, estimates 1.2m peo-
ple are living with the disease and
20 per cent of those are unaware they
are infected. The number of new
infections each year has stabilised,
according to the CDC, but still hovers
around 50,000 cases a year.

The HIV problem in Washington is
usually attributed to the city’s high
poverty rate, a relatively small popu-
lation, a growing gay population and
widespread drug use. These factors
have been coupled with inadequate
infrastructure for HIV testing and pre-
vention services in high-risk areas.
Aids activists also blame weak data
about the severity of the problem,
combined with poorly directed fund-
ing, for exacerbating the epidemic.

“The local public health and policy
response has not controlled the HIV
epidemic in the District of Columbia,”
according to a 2009 study in the jour-

nal Health Affairs.
At the time, Washington’s Aids

problem was on a scale similar to that
faced by San Francisco in the 1990s.
The virus was most prevalent among
African-Americans, who had an
infection rate of 7 per cent. Homo-
sexual transmission between men,
followed by intravenous drug users
sharing needles, was the most com-
mon way in which HIV spread.

The picture has improved in recent
years, as HIV has became a priority
for the city’s past two mayors and
public spending on testing and pre-
vention has increased. Washington
has implemented automatic HIV test-
ing in hospital emergency depart-
ments and prisons, and has launched
an aggressive campaign with the
slogan “DC takes on HIV”.

Beyond awareness, Washington has
ramped up distribution of condoms in
the highest-risk parts of the city. It
became the second city to launch a
major condom distribution pro-
gramme, giving out millions of
condoms at places such as liquor
stores, malls and hair salons. Wash-
ington has also started using public
funding to promote needle exchange
programmes, which aim to give drug
users access to clean needles.

Drugs companies have also pitched
in, raising awareness of the HIV
problem with local physicians. Medi-
cal schools, such as the one at George
Washington University, have made

HIV prevention a more central part of
the curriculum. A report last summer
from the District of Columbia Depart-
ment of Health showed signs of im-
provement. From 2006 to 2010, the
number of new Aids cases fell 32 per
cent to 477 and the number of deaths
among people with HIV halved to 207.

“We are getting people diagnosed
with HIV infection earlier and directly
into care with our treatment-on-
demand policy,” Vincent Gray, Wash-
ington’s mayor, said in June.
“Through uniting government agen-
cies with private-sector health experts
and community organisations – via
vehicles like the Mayor’s Commission
on HIV/Aids – we are creating solu-
tions to curb the HIV infection rate in
our city.”

Despite that progress, health
experts warn many HIV patients are
still not getting proper treatment and
hundreds of residents are still con-
tracting the virus each year.

“Seven in 10 DC residents diagnosed
with HIV have a high level of HIV in
their blood, often due to not being on
HIV medications, which means they
can more easily infect other people,”
says Raymond Martins, chief medical
officer at Whitman-Walker Health, the

healthcare provider. “We have a long
way to go to reach the ultimate goal
of having every HIV-positive resident
on medications to maintain their
health and prevent transmission.”

The US National Institutes of
Health, the research centre, is work-
ing with the DC health department to
extend the city’s recent gains. NIH
has spent more than $11m on the
programme so far, which aims to
ascertain why HIV is so prevalent in
black communities. The investment is
also being used to collect information
electronically about HIV monitoring
at clinics throughout the city and to
understand better which prevention
measures are working.

“The District of Columbia still has
one of the highest HIV prevalence
rates in the country, with roughly
2.7 per cent of adults and adolescents
infected,” says Anthony Fauci, direc-
tor of the National Institute of Allergy
and Infectious Diseases.

“Our ongoing research collaboration
with the District is a commitment to
find and improve the methods that
work on a community level by funding
studies designed to ease the HIV/Aids
burden for the residents of this city –
and potentially other communities.”

US capital goes
on campaign
trail to tackle
its epidemic
Washington DCBy raisingHIV awareness,
the city aims to lose its tag of being on a parwith
a developing country, reportsAlanRappeport

Antiretrovirals come
at a cost – not just
the financial cost of
the drugs but also
their side-effects

View from the top:
Barack Obama, US
president, speaks
at George
Washington
University on
World Aids Day,
2011 Getty

Health experts warn that
many HIV patients are
still not getting
proper treatment
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