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33.4 M people living with HIV globally
i-l __

Hmmmm
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ZERO NEW HIV INFECTIONS.

ZERO DISCRIMINATION.

ZERO AIDS-RELATED DEATHS.



Sub Saharan Africa

900 Million people

INn 49 countries
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. Slightly more than half
of all people living with HIV

are women and girls.
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Estimated HIV incidence rates
IN South Africa in 2008
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HIV prevalence in
preghant women in
rural Vulindlela,
South Africa (2005-2008)

Age Group HIV Prevalence
(Years) (N=1237)

<16 10.6%

17-18 21.3%
19-20 33.0%

21-22 44.3%




HIV prevalence among young people in

sub-Saharan Africa

' 1% of females

HIV prevalence among people 1524 years old by

sex in selected countries in sub-Saharan Africa.

' 1% of males

20-24 vears

15-19 years
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Treatment coverage in low- and middle-income
countries

Population-adjusted averages for treatment coverage in low- and
middle-income countries by geographical region in 2009 based on
2010 WHO guidelines: Millennium Development Goal target 6.B
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sub-5aharan Africa

Latin America

Caribbean

East, South and South-east Asia

Eurcpe and Central Asia
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Treatment vs need in South Africa

) Ectimated number Ectimated number in
on treatment” nead of treatmant

2006 2007 2008

2009



Causes of death in South Africa

AlDS-related deaths [} Registerad deaths (all causes)
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Deaths {in thousanda)®




Antiretroviral therapy and meortality,

MNorthwest Province, South Africa
Mumber of people ever receiving antiretroviral

therapy and annual number of deaths by age group,
Morthwest Province, South Africa, 1997-2007.
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Antiretroviral therapy and TB incidence

in Botswana

Source: Ministry of Health, Botswana.

Reported incidence of TB and number of people
receiving antiretroviral therapy in Botswana,

1990-200/.
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Treatment 2.0 could
avert an additional 10 million

deaths by 2025.

1% 1B




¢CKS 2FN 2y | L=
A 7400 new infections daily PHANS |
A (600 in SA women daily) e
A 15 Million in MLIC need -9

A5.2 Million on ART by 2010 jiz e i

A For every 2 on ART anothe :'  |
4 infected. <



Antiretroviral therapy
- an entitlement program?

"As a result, taxpayers are
accumulating an indefinite
—and indefinitely growing—
Solhety's examole e th lure of s heie responsibility for keeping people alive.
Somehow, somebody has to work out
5

Economist

how to stop the disease spreading”.

The Economist, 9 August, 2008
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Highly active HIV prevention.

Aterm coined by Prof K Holmes, University of Washington School of
Medicine, Seattle, WA, USA.5

Laadership andscaling up of
traatment/prevent ion efforts
AU oAl AU UL

From Coates T et al 2008.
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Commentary

Abstract: Efforts to prevent heterosexual transmission of HIV
(human immunodeficiency virus) infection have thus far focused on
modifying sexual behaviors and the use of condoms. While the
experience of family planners, particularly in those countries most
threatened by heterosexual HIV transmission, has shown that the
most effective measures of pregnancy prevention have relied on
women, little attention has been given to barriers to HIV transmis-

HIV Prevention: The Need for Methods Women Can Use
ZenA A. Stein, MA, MB, BCH

sion that depend on the woman and are under her control. Tactics
which interrupt transmission of the virus should be considered in
their own right and separated from those that interrupt pregnancy,
for insurance, the diaphragm. Greater emphasis is urged for research
on preventive methods women could use, including the possibility of
a topical virucide that might block transmission through the vaginal
route. (Am J Public Health 1990; 80:460-462.)

Introduction

At present, the sole physical barrier promoted for the
prevention of sexual transmission of human immunodefi-
ciency virus (HIV) infection from men to women is the
condom. With condoms, active male cooperation is crucial.
The proposition of this paper is that the empowerment of
women is crucial for the prevention of HIV transmission to
women. It follows that prophylaxis must include procedures
that rely on the woman and are under her control. A wider

acondom is used in the prescribed manner. Efficacy is not easy
to establish.!'> One working estimate suggests that condoms
reduce risk by a factor of 10.?” Combined with spermicidal
lubricants, they may be considered more efficacious. ¢

The effectiveness of a program based on condom use
must be measured against the public health objective, which
is to prevent the spread of the AIDS (acquired immunodefi-
ciency syndrome) epidemic in the population by blocking
transmission of virus in individual sexual encounters. Effec-
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Targeted Prevention Packages
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PromotingCHOICE

CAN A PILL A DAY
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Post Exposure Prophylaxis

New York State
Department of Health
AIDS Institute

PEP-LINE

HIV Post-Exposure
Prophylaxis

Provider Resource for
Current Regimens, Medication
Dosing, Timing of PEP
and all other questions

1-888-448-4911
24 Hours/

Thex service o providod by the NYS DO ALDS Institutels cm
HIV Clinical Fducation hnitistive




CAN A PILL A DAY

7

FOR INFORMATION ON THIS NEW AND
EXCITING

SMS "Info" at no cost to 30060 or
e-mail MCMHP@hiv-research.org.za

All participants will be compensated for their time and transport.

MOTHER CITY MEN'S HEALTH PROJECT ?‘
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Attributes of an antiviral prophylactic

A Effective

A Safe

A Well tolerated
A Cost effective

A Low risk for resistance
A Affordable




Is 1%Tenofovirgel effective?



CENTRE FOR THE AIDS PROGRAMME OF RESEARCH IN SOUTH AFRICA

CAPRISA 004

Effectiveness & safety of vaginal
microbicide 1% tenofovir gel for
prevention of HIV infection in women

Quarraisha & Salim S Abdool Karim
on behalf of the
CAPRISA 004 Trial Group
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Effectiveness and Safety of Tenofovir Gel, an Antiretroviral Microbicide, for the
Prevention of HIV Infection in Women

Quarraisha Abdool Karim,'**7 Salim S. Abdool Karim,"*** Janet A. Frohlich,' Anneke C. Grobler," Cheryl
Baxter,' Leila E. Mansoor,' Ayesha B.M. Kharsany,' Sengeziwe Sibeko,' Koleka P. Mlisana,' Zaheen
Omar,' Tanuja N Gengiah,' Silvia Maarschalk,' Natasha Arulappan,’ Mukelisiwe Mlotshwa.! Lynn Morris.*
Douglas Taylor.” on behalf of the CAPRISA 004 Trial Groupi

!Centre for the AIDS Program of Research in South Africa (CAPRISA), Durban, South Africa. “Department of Epidemiology,
Mailman School of Public Health, Columbia University, New York, USA. “University of KwaZulu-Natal, Durban, South Africa.
*National Institute for Communicable Diseases, Johannesburg, South Africa. FHI, North Carolina, USA.

*These authors contributed equally to this work.
1To whom correspondence should be addressed. E-mail: caprisa@ukzn.ac.za

{The members of the CAPRISA 004 Trial Group appear at the end of this paper.

The CAPRISA 004 trial assessed effectiveness and safety region which accounts for 70% of global burden of Human
of a 1% vaginal gel formulation of tenofovir, a nucleotide Immunodeficiency Virus (HIV) infection (7). Current HIV
reverse transcriptase inhibitor, for the prevention of HIV prevention behavioral messages on abstinence, faithfulness
acquisition in women. A double-blind, randomized and condom promotion have had limited impact on HIV

Available for downfoad from: hitp./iwww. sciencemag.org/sciencexpress/recent.dt!
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Effectiveness of tenofovir gel in
preventing HIV infection

Tenofovir Placebo
# HIV infections 38 60
Women-years (# women) 680.6 (445) 660.7 (444)
HIV incidence
(per 100 women-years) °.6 9.1

Incidence rate ratio: 0.61 (Cl: 0.4 to 0.94); p =0.017

39% lower HIV incidence in tenofovir gel group |
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HIV infection rates in the tenofovir and placebo
gel groups: Kaplan-Meier survival probability
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Probabllity of HIV Infection

Tenofovir

Months offollow-up

12

24 30

Cumulative HIV endpoints

65

97 98

Cumulative women-years

833

1143

1305 1341

HIVncidencerates
{Tenofovirvs Placebo)

6.0vs 11.2

5.2vs105

5.3vs 10.2

56vs94 56vs 9.1

Efiectiveness
{p-value)

47%
{0.069)

50%
{0.007)

47%
{0.004)

40% 39%
{0.013) (0.017)







