TREATMENT 2.0

IS THIS THE FUTURE OF TREATMENT?



IMAGINE TREATMENT 2.0
A radically simplified treatment platform that’s good for HIV prevention too!
Imagine an easy to use pill—low in toxicity and doesn’t lead to drug resistance.
Then imagine a drastically reduced need for costly labs —monitoring can be done at home.

Now imagine no stock-outs—a low-cost supply chain and the community ensure that pills
are there when you need them.

Finally imagine that treatment is contributing greatly to the prevention effort.



One third
reduction
of new HIV
iInfections
globally

The latest studies show that a
reduction in new HIV infections

of up to a third could be achieved
globally if there is a radical overhaul
of the way that the world provides
antiretroviral therapy and if global
leaders meet their commitments of
ensuring that all people in need of
treatment are on it.

It’s called treatment as prevention
and it is one of the five pillars of
the new Treatment 2.0 platform. In
an effort to maximize the value of
antiretroviral therapy, a radically
simplified approach is needed. This
includes the development of better
combination treatment regimens,
cheaper and simplified diagnostic
tools, and a low-cost community-led
approach to delivery.

Everyone wants to do things smarter, faster and better

: But the reality is that treatment today is complicated. From starting HIV treatment
i to maintenance, the treatment process works, but each step is cambersome and
i expensive.

Up to 80% of the cost of treatment isn’t for the medication but for the systems to

: get it to a person and to keep him or her on it.

Globally, only one third of people who need treatment are on it. HIV testing

¢ is underutilized—most people still find out that they are HIV-positive when they

i develop clinical symptoms of AIDS. Antiretroviral therapy is not homogenous in

i cost, effectiveness or tolerability. And resistance can build up, making it necessary to
: maintain costly labs to monitor each person on treatment.

To get smarter, to get faster and to save more lives, the world will need to shift
: resources and thinking

Today, an estimated 5 million people living with HIV in low- and middle-income
: countries are receiving treatment, up from about 400 000 in 2003—a more than 12-
: fold increase in six years.

Despite progress, the global coverage of antiretroviral therapy remains low. For

every two people newly on treatment, five more become newly infected. A majority of
: people living with HIV are unaware of their HIV status. And although easily prevent-
: able, rates of mother-to-child transmission of HIV in many countries remain high.

In many settings, HIV prevention and treatment are provided through a sophisti-

: cated delivery system requiring specialist doctors who tend to focus on HIV only. This
: system is often overstretched, due to an increasing number of patients, a shortage of
 trained medical personnel and financial constraints. Many in need of treatment live in
rural settings, far from specialized care.

With competing global priorities and an economic crisis, a longer-term sustainable

: solution is needed to ensure that world leaders can keep their commitments to achieve
¢ the goal of universal access to HIV prevention, treatment, care and support.

The most recent World Health Organization (WHO) guidelines for antiretroviral

: therapy call for earlier initiation of treatment and the use of simpler, better drug regi-
: mens—recommendations that will further decrease morbidity and mortality as well as
¢ vertical and horizontal transmission.! However, there is still a long way to go.

Treatment 2.0 opens a new doot...

Creating a
better pill and
diagnostics

Strengthen Treatment
community as
mobilization prevention
Improve uptake Stop cost
of HIV testing and being an The five pillars of
linkage to care obstacle Treatment 2.0
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PILLAR 1

Creating a better pill
and diagnostics

When treatment for HIV first came around
in 1996, it was a tough pill to swallow —lit-
erally. It meant on average taking 18 pills
a day, of varying shapes and sizes. Some
were taken with food, others on an empty
stomach, and rigorous monitoring of the
time of day the pill was taken was needed
in order to mitigate the risk of the virus
becoming resistant to the drugs.

But it worked. People called it the
Lazarus effect: people near death became
healthy again.

Antiretroviral therapy works by sup-
pressing the virus and stopping it from
reproducing. If the active component of the
drugs is not kept constant in the body, the
virus can mutate, continue to multiply and
become resistant to the drug. By adhering
to a treatment regimen—for most combi-
nations this means taking the medication
at a given time of day, two to three times a
day—drug levels are kept even.

The more different types of pills a per-
son takes, the more substances the body
has to accustom itself to, the higher the risk
of developing side-effects. Many people
living with HIV who have been on treatment
can testify to the side-effects—from depres-
sion and fever to lipoatrophy (the loosing of
fat from certain areas of the body).2

Developing resistance to a regimen
is a well-founded fear—once a regimen is
no longer effective, people living with HIV
may have to move to a second-line
of treatment.

Access to second-line treatment is still
rare in most low- and low-middle income
countries due to the high cost of the pills
and the more complex monitoring systems
and supply-chain management.

Improving effectiveness and ease
of use, and lowering side-effects and
resistance, need to be considered in the
development of new treatment options.
As a result of using such new and simpli-
fied treatment approaches, the number
of HIV-related deaths could be reduced
significantly. Compared with current treat-
ment approaches, Treatment 2.0 would
allow for an accelerated scale-up and has
the potential of averting an additional 10
millions deaths by 2025.3

Some regimens already exist as fixed-
dose combinations, in which multiple
drugs are in one pill, but options that have
fewer side-effects and have less potential
for long-term toxicity (dose optimization,
minimal requirements for laboratory moni-
toring) and that are more resilient and toler-
ant to treatment interruptions (to minimize
the development of drug resistance) are
needed. A one-pill, once-a-day antiretro-
viral therapy has been shown to improve
both adherence and quality of life while
maintaining the same efficacy.* Antiretro-

Figure 1. Expected number of deaths under two hypothetical scenarios: compared

with current antiretroviral therapy approaches an additional 10 million lives could be Current
saved under Treatment 2.0.
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What’s it like being on
treatment

Rodrigo Pascal
Partnerships Officer, UNAIDS

I was diagnosed with HIV in 1996 while
living in Santiago, Chile. At the time, there
was only limited access in the country to low-
quality antiretroviral regimens.

Doctors connected me with a support
group for people living with HIV that met
weekly at a hospital on the outskirts of San-
tiago. I remember at my first session feeling
amazed by the helplessness of others in the
group—they were in a terrible condition,
wasting away, skinny, eyes wide with fear,
waiting to die.

As a middle-class Chilean citizen, I could
access treatment immediately. Most of the
people in my support group were unable to
afford the medications and had been placed
on a hospital waiting list. I was angry and
enraged at these blatant inequalities in access
to health.

When I first started antiretroviral therapy
in 1997, I took 12 to 14 pills a day. Through-
out the years, I have moved from one
regimen to another. In all of my years of treat-
ment, I have never developed resistance to
any one drug, but I've had some very strong
side-effects.

When taking Sustiva, for example, which is
a commonly-used antiretroviral drug, I had
vivid dreams, nightmares and other
psychological issues. At one time, my head
became noticeably swollen and disfigured—
an allergic reaction to the medication. I had
to stop the drug, go back to the hospital and
try a new regimen.

Another antiretroviral drug, a protease
inhibitor, left me with lipodystrophy, which
is a loss of fat in some parts of the body and
an accumulation of fat in other areas. I could
barely look at myself in the mirror; it was very
bad for my self-esteem.

In 2006, after almost ten years of antiret-
roviral therapy, all of my coronaries were
completely blocked. I had to have four bypass
surgeries to survive. Given my underlying

heart condition, I probably would have had
heart problems many years down the road—
but not at the age of 50. I am actually taking
more drugs now for my heart condition than
for HIV.

My current antiretroviral regimen is pretty
simple. I take three pills a day: one in the
morning and two in the evening. I've had a
few minor side-effects, but, on the whole, I
feel good and the treatment is working.

Mrs Lineo Mafatle
(name has been changed)
Mother of two, Lesotho

I first found out I was HIV-positive back in
2001. I didn’t know that my husband had
tested positive for HIV, but I started noticing
changes in his behaviour—he started staying
out late, started drinking a lot. One day he
told me he needed to tell me something that
would hurt me a lot, something that might
even kill me. Then he said: “I'm HIV-positive”

First, I was very upset. I screamed and
shouted at him. After a while, I started pre-
paring my mind that I have to accept my test
result if I get tested, so that I could live longer.
We started talking about it and agreed that we
would be there for each other, and we were
ready to support each other, no matter what
my test result was.

My husband came with me when I went for
a test, and I tested positive. This was in 2001
and back then I didn't even think about treat-
ment. It was so expensive, I didn’t even try to
find out how much it cost, as knew I would
not be able to afford it.

In 2003, when the first antiretroviral
therapy centre opened in Lesotho we went
together to the clinic and my husband was
initiated on treatment. But my CD4 count was
250—that was the first time I had my CD4
count checked—so I did not have to start my
treatment yet.

At the centre they told me I had to go for
check-ups every three months, which I did.

It was not until 2005, when my CD4 count
dropped below 200, that I started taking anti-

retroviral drugs. Even though I did not have
any symptoms, I was what they called stage 1,
I still started taking them.

In 2006, I experienced my first side-effect
of one of the drugs, zidovudine. The fat on
my body started redistributing itself and I got
really thin on my backside, my legs and even
my face. This meant I had to change one of
the components of my treatment.

I take my three pills two times a day, every
12 hours. Apart from the fat distribution, I
have also experienced a pain in my legs. I try
to make sure that I massage them to make
sure I don't feel it so much—TI need to accept
it as part of the treatment. I think at this
point it is better for me to try to live through
whatever minor side-effects, so I don’t have to
start on a second-line drug, which might have
even worse side-effects than I am experienc-
ing now.

The most difficult thing about being on
treatment is adherence. Once you are on
treatment and have been on treatment for
some time, you get used to it, and you don’t
even remember if you have taken them or
not, asking yourself “did I take them today?”
Now I have a pill-minder where I put the pills
for every day so I can check if I have taken
them or not.

I think adherence is very challenging. But
treatment has also given me hope. When I
first found out I was HIV-positive I thought
I was going to die, and that was very difficult.
So for us to have antiretroviral drugs here
in Lesotho, until we find a cure, treatment
gives hope.

If T was allowed to dream of the future
of treatment, for something like HIV where
you have to take treatment for life, I think the
main thing I would want would be for the
number of doses to be reduced.



viral therapy simplicity favours adherence
and may improve long-term success. In
an ideal scenario, having such a pill could
do away with the current need for second-
and third-line treatments.

At the same time, simpler diagnostic
tools and technologies are in short supply.
Pregnancy tests can be used at home.
People who have diabetes can check
their blood glucose level nearly anywhere.
And if a mother is worried that her child
has a fever she has many choices on how
to check her child’s temperature. All of
these diagnostics are easy to use, usually
with-out the need for a doctor or a lab.
But we do not at present have such tools
for checking HIV status or CD4 and viral
load testing. While robust rapid tests are
more and more used for the first HIV test,
monitoring CD4 counts and viral load
requires expensive and time-consuming
lab-based tests. We need tests that are
inexpensive, that do not require laboratory
expertise and that are heat stable, and the
results should be available within a few
hours (or at the time of a clinic visit). Hope-
fully, promising prototypes will reach the
field in the next few years.®

Current WHO definitions of immu-
nological failures show less than optimal
diagnostic performance in resource-limited
settings, leading to unnecessary switches

to second-line treatment.® Recent publica-
tions also show that good quality clinical
monitoring could replace more complex
and expensive lab monitoring, reducing
costs and allowing a more decentralized
delivery.” CD4 count monitoring has been
shown to be cost-effective as a targeted,
rather than a routine, strategy.®

Treatment monitoring that is closer to
the patient can lead to better treatment
results. It can facilitate early detection and
treatment of HIV and can ensure appropri-
ate and rapid response to drug resistance,
improving outcomes for people on treat-
ment and reducing the development and

spread of drug-resistant strains of the virus.

Innovation is needed to develop inex-
pensive point-of-care diagnostic tools like
simple dip-stick tests to measure CD4 cell
counts, viral load or tuberculosis infection.

PILLAR 2

Treatment as
prevention

Since 1991, the world has known that
effective antiretroviral therapy can help to
prevent HIV transmission. This has been
the case for vertical transmission, for ex-
ample ensuring that pregnant women living

with HIV don’t pass on the virus during
pregnancy or childbirth. Although easily
preventable at low cost, vertical transmis-
sion remains high. Better coverage of
antiretroviral therapy at an earlier stage
for women of child-bearing age could
contribute to preventing mother-to-child
transmission. Findings demonstrate that
maternal triple drug antiretroviral therapy
used throughout pregnancy and breast-
feeding reduce vertical transmission to 1%
(and lower the risk of prematurity, stillbirth
and abortion).®

Recently, however, the dramatic
impact of treatment on other forms of HIV
transmission has become better under-
stood. Evidence clearly shows that
successful viral suppression through
treatment can substantially reduce the risk
of vertical, sexual and blood-borne HIV
transmission, 0 11 1213, 14

A recent study supervised by the Uni-
versity of Washington and largely funded
by the Bill & Melinda Gates Foundation
looked at 3400 heterosexual couples—
each with one HIV-positive and one HIV-
negative person—from seven countries in
sub-Saharan Africa. When the HIV-positive
partner was on treatment, the research-
ers found the HIV transmission rate was
92% lower than among couples where
the person living with HIV did not receive

Figure 2. Sketch of the evolution of viral load since seroconversion and associated cumulative risk of HIV
transmission. The area in blue represents the share of infections averted through effective treatment of all
people in need, according to latest treatment guidelines.
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Figure 3. Incidence of new infections in four different scenarios.
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treatment.'® This study also confirmed that
a significant proportion of all HIV trans-
mission happens during the phase when
people living with HIV develop increasing
immune impairment (which is marked with
increasing viral load and decreasing levels
of CD4 counts).

Treatment can become part of a com-
bination prevention strategy. Optimizing
treatment coverage will also result in other
prevention benefits, including lower rates
of tuberculosis. Thus, antiretroviral therapy
confers huge individual and community
benefits. In settings with a large burden of
HIV and tuberculosis, studies show that
antiretroviral therapy may contribute to tu-
berculosis control in both HIV-infected and
HIV-uninfected individuals, suggesting that
the community-wide benefit of antiretroviral
therapy extends even to those without
infection.’® By reducing mortality rates,
ongoing antiretroviral therapy scale-up
may accelerate progress toward the MDG
tuberculosis control target of halving the
1990 mortality rate by 2015. Other studies
show declining malaria incidence after
antiretroviral therapy initiation."”

Also, effective implementation of anti-
retroviral therapy reduces the incidence of
pregnancy/childbirth-related deaths among
women, who are at greater risk when their
immune system is already low. A recent
study estimated that AIDS is responsible
for 61 000 of the 350 000 annual deaths
of women worldwide during childbirth

or pregnancy. The impact is harshest in
Africa, where it is causing a rise in maternal
deaths.™®

Treating everyone in need of treatment
according to the current treatment guide-
lines could result in a one third reduction in
new infections globally. As Figure 3 shows,
Treatment 2.0 would avert a significant
number of new infections as compared
with the current approach or with do-
ing nothing. Further research is urgently
needed in order to better understand
the possibilities and role of antiretroviral
therapy in earlier asymptomatic phases of
HIV infection. 92021

Assuming a more effective treatment,
it is anticipated that Treatment 2.0 could
prevent millions of new infections, as com-
pared with the current strategies, to social
and behavioural factors such as coverage
and retention rates.®

PILLAR 3

Stop cost being
an obstacle

Despite drastic reductions in drug pric-
ing over the past ten years, the costs of
antiretroviral therapy programmes continue
to rise.

In 2008, a vast majority of adults
(98%) and children (97 %) surveyed in
43 high-burden countries were receiving
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first-line antiretroviral therapy regimens. The
reported proportion of adults on second-
line regimens remained low, amounting

to no more than 2% of those on antiretrovi-
ral therapy.??

In low- and middle-income countries
the average annual cost of the most widely
used first-line drug treatments was US$
143 per person in 2008, a price reduction
of 48% since 2004. There was an even
greater price reduction in paediatric formu-
lations, from US$ 436 per person per year
in 2004 to US$ 105 in 2008. This all helped
to contribute to a wider availability of treat-
ment. Second-line regimens continue to be
more expensive.?®

Drugs can be even more affordable—
however, potential gains are highest in
the area of reducing the non-drug-related
costs of providing treatment. Currently
these costs significantly outweigh the cost
of the drugs themselves.?*

Cost savings can be found in every
step of the process. A better, singe-dose
pill with decreased toxicity and that was
resistant-proof would have fewer needs
for treatment monitoring. This would lead
to a reduced number of interactions with
health-care providers—less health-care
time spent on monitoring people enrolled
on antiretroviral therapy programmes frees
up resources to be devoted to other press-
ing health issues. A decreased frequency
of interaction with health-care providers
also lowers out-of-pocket costs, such as
transport fees, for the care-seeker.

Although antiretroviral therapy costs
could be considerably higher for a regi-
men that has better tolerability, safety and
efficacy, if the monitoring and service
delivery costs are less the total costs per
patient would not be higher. For example,
by using a simplified treatment requiring
fewer visits to the doctor, we can pay for a
more effective regimen costing double the
current price without increasing the overall
treatment delivery cost (Figure 4).

Antiretroviral therapy costs are ex-
pected to keep growing under the current
approach, especially as the proportion of
people on second-line treatment rises; in
contrast, under Treatment 2.0 after a brief
transition period and rise in costs the full
cost of treatment will decrease, bringing
down the long-term financial requirements
and making the new approach sustainable
in the long term. The introduction of more
effective antiretroviral therapy would reduce
the proportion of people requiring expen-
sive second-line treatment by half.

Under the old approach, patients look
for treatment when they are weak, very
sick and their defences are low (with CD4
counts under 100 cells)—they present
life-threatening infections and doctors
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treat them for days or weeks, exhausting
hospital capacity. Under the new treatment
approach, healthier patients start treatment
when they are able to keep compliant with
their treatment and incur less health-care
utilization and costs. Figure 5 shows the av-
erage costs for a patient requiring multiple
ambulatory visits, hospital days, diagnostic
tests and expensive antibiotics during the
advanced stage of the disease.?® 2627

As compared with early treatment, late
health-care utilization is so expensive that
the hospital cost to treat severe opportunis-
tic infections would pay for three years of
antiretroviral therapy. Early therapy not only
saves money but reduces hospital utiliza-
tion and has social benefits in addition to
individual benefits.

Treatment 2.0 is cost-effective and
saves money in the mid and longer term.®
With higher coverage, lower morbidity and
mortality, and the additional secondary
benefit of prevention, Treatment 2.0 is a
smart investment.

Figure 4. On average, the largest share of treatment costs
in low- and middle-income countries is not drug-related.
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Figure 5. Comparison of antiretroviral
therapy costs per person-year for
early and late treatment initiation.
Late treatment initiation for patients
with often severe clinical conditions
requires significant levels of clinical
care. This is avoidable through treat-
ment initiation prior to the develop-
ment of severe HIV-related disease.
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Decentralizing HIV treatment
in Malawi

According to government sources,
nearly 200 000 people living with HIV
in Malawi were accessing antiretrovi-
ral therapy in 2009, up from about 10
000 in 2004. Between 2003 and 2009,
the number of sites in Malawi provid-
ing antiretroviral therapy increased
from nine to 377. A decentralized
approach to HIV treatment and care
was critical to this national success
in antiretroviral therapy scale-up.

Under Malawi’s first national anti-
retroviral therapy guidelines of 2003,
only doctors and clinical officers—
based primarily at larger health facili-
ties in urban settings—were empow-
ered to start patients on antiretroviral
therapy. Medical assistants and
nurses could monitor and follow up
on a patient’s progress, but were not
able to prescribe treatment.

With about 85% of the population in
Malawi living in rural areas, treatment
access became an important issue.
“Some people had to travel 100 kilo-
metres to be assessed if they were
eligible for antiretroviral therapy,”
says Professor Anthony Harries, an
adviser to the Malawian government’s
HIV programme from 2003 to 2008.
“Though this was a free service, it
meant time away from work. Those
who did manage to access antiret-
roviral therapy had great difficulty
continuing treatment because of the
cost of transport.”

Malawi’s new antiretroviral therapy
scale-up plan (2006-2010) included

a number of strategies to bring HIV
treatment closer to the primary

point of care, where the majority of
the population lives. Under the new
guidelines, medical assistants and
nurses were empowered to initiate
antiretroviral therapy —from 2006 and
2008, respectively.

In partnership with the Ministry of
Health and district-level medical
facilities, many community-based
health centres were accredited as
antiretroviral therapy delivery clinics.
About 88 000 people started antiret-
roviral therapy in 2009 alone. Of the
377 sites in Malawi in which antiret-
roviral therapy is now offered, more
than 50% are simple health centres.

“Through this decentralized ap-
proach, we were able to reach out
into the communities, where people
otherwise could not access treat-
ment,” says Dr Frank Chimbwandira,
Director of the HIV/AIDS Department
in Malawi’s Ministry of Health. “We
were also able to improve treatment
follow-up, as more people could
come back and forth from the health
centres to access their medication.”

unaids.org | OUTLOOK | 7



Figure 6. Annual cost of Treatment 2.0 as compared with the current anti-
retroviral therapy delivery approach. The cost differential between the two
approaches reflects the savings achieved in health care delivery for Treatment
2.0. This analysis does not include the full benefits derived through indirect
cost savings as a result of healthy life years gained.
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PILLAR 4

Improve uptake of HIV
testing and linkage to care

The uptake of HIV testing and counsel-
ling and linkage to care will need to be
improved drastically if the promise of treat-
ment and treatment-centred HIV preven-
tion approaches are to be realized.

Globally only about 40% of people
living with HIV know their HIV status—
the large majority of whom find out they
have HIV by developing clinical AIDS,
with their immune system already seri-
ously weakened.

Stigma and discrimination remain as
the foremost impediment to HIV testing
utilization. For many people even seeking
out HIV testing can lead to serious, even
life-threatening, exposure to violence, legal
action and loss of family, employment and
property. And where care, treatment and
support services are unavailable, there is
little incentive to take an HIV test.

However, progress is being made.
South Africa is scheduled to reach 15
million people in two years. In the United
Republic of Tanzania, three million people
received HIV tests in six months; in Ma-
lawi 200 000 people took HIV tests in
one week.
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Community-based organizations, of-
ten led by people living with HIV, provide
an important and effective bridge into
HIV testing and a link to treatment and
prevention services. Peer-based services
are often more trusted than government-
led services, especially by populations
at higher risk, which can be fearful of
government-run health-care approaches.
The results of programmes from coun-
tries as diverse as Bolivia, Botswana,
China, India, the Russian Federation,
Rwanda and Uganda all show the posi-
tive impact that individual engagement
with community-based services has on
increased HIV testing rates and increased
use of HIV prevention and treatment
services, as well as improved treatment
adherence and prevention practices and
a reduction in stigma.

We need to learn from and scale up
successful models of partnership between
health service providers and community-
based service providers in order to assist
in stigma reduction and increased utiliza-
tion of services by populations at higher
risk. Many examples exist in countries,
including programmes that receive sup-
port from the United States President’s
Emergency Plan for AIDS Relief and the
Global Fund to Fight AIDS, Tuberculosis
and Malaria (Global Fund).

PILLAR 5

Strengthen community
mobilization

Drug users, men who have sex with men,
sex workers and poor women often have
little reason to trust government-provided
health services. Fear of exposure of their
HIV status keeps many people from seek-
ing HIV testing and health services.

Community-based approaches to
build trust, protect human rights and pro-
vide opportunities for socialization directly
improve the ability of people to use HIV
services and to benefit from antiretroviral
therapy and prevent new infections. In
fact, much of the success to date in
the AIDS response is due to the
unprecedented engagement of affected
communities as advocates, educators
and service providers.

In the late 1980s, TASO (the AIDS
Support Organization) developed models
for community-based support services in
Uganda that were duplicated all over the
world.

Grupo Pela Veda in Brazil successfully
helped to advocate for full antiretroviral
therapy coverage in the country, which led
to a 50% drop in AIDS-related deaths in
one year.

Work by AIDS activists in the United
States of America helped to cut the time
its takes to approve new drugs for life-
threatening illnesses in half, leading to the
early approval and availability of highly
active antiretroviral therapy in 1996,
saving millions of lives.

The All-Ukrainian Network of People
Living with HIV managed a Global Fund
grant to provide treatment access and
prevention services in response to one of
the world’s fastest growing HIV epidemics.

The Treatment Action Campaign in
South Africa successfully confronted a
government that failed to address the
most destructive HIV epidemic in the
world, leading to the development of
treatment access programmes throughout
the country and an increased commitment
to HIV testing and prevention.

Simplified approaches to treatment
offer unique opportunities to increase
community-based delivery of outreach
and support services, with direct
positive effects for prevention and for
lower-cost treatment.

For example, in Nepal the National
Association of People Living with HIV has
been supporting eight community-based
organizations by providing counselling for
discordant couples, condom promotion
and referral for treatment, care and sup-
port services.



In China, an independent evaluation
of 26 community-based organizations,
all run by people living with HIV and
supported by the International Treat-
ment Preparedness Coalition (ITPC) HIV
Collaborative Fund, showed that partici-
pation in support services provided by
these organizations increased treatment
adherence rates, brought more people
into HIV testing and health services and

increased CD4 cell responses to antiretro- :
: until now, treatment and prevention
: programmes have been relatively

: siloed. We used to think about treat-
: ment primarily as a way to reduce

viral therapy.

Integration of HIV with other health
services and using a variety of service
delivery approaches (including deploying

trained community or lay workers) can ex- :
ponentially expand health system capacity :
. infections provides us with new op-

: portunities to better integrate

: prevention and care efforts. It requires
: that we recalculate the cost-

i effectiveness of providing treatment.

without compromising standards of care
or treatment outcome. Experience from
Malawi shows that a variety of measures,
including task shifting, decentralization
of care to health centres and community
involvement can help countries meet
universal access targets while control-
ling the cost of the antiretroviral therapy
programme due to economies of scale.?®
A home-based HIV-care strategy, which
has been shown to be as effective as a
clinic-based strategy, could also enable
improved and equitable access to HIV
treatment, especially in areas with poor
infrastructure and access to clinic care.?®

A WHO evaluation of 186 community-

based mobilization and service delivery
projects in eastern Europe, South-East
Asia and Latin America found that local-
level community-based organizations led
by people living with HIV are often best
able to reach populations at higher risk
of HIV and to get people to utilize health
services effectively.®

Community organizations can lead
and manage access to HIV prevention,

treatment, care and support, especially for

populations at higher risk.

Strengthening community mobiliza-
tion efforts can increase demand for HIV
prevention, treatment and testing,
ensure protection of human rights,
advocate for equitable care, and provide
community-based prevention and care
support services. ®

Community buy-in

: David Barr
¢ Director of Development and Special Projects, International Treatment
i Preparedness Coalition and UNAIDS consultant

What is different?

This is a major shift in thinking. Up

morbidity and mortality. Recognizing
that treatment also prevents new

i Young people need access to
: information about HIV.

Why is community engagement criti-
cal to the success of a decentralized
approach to HIV treatment and care?

Without the engagement of affected
communities, it’s impossible to get the
people who are most at risk into care,
and to get them to utilize care effec-
tively. Global utilization of HIV testing
and counselling is dismal. Without a
greater investment in community mo-
bilization, it will be impossible to
improve uptake of HIV testing and
prevention and care services. This is
true across the board and most poi-
gnantly true for populations at higher
risk, who experience severe discrimi-
nation when they seek out health
services —the rural poor, men who
have sex with men, drug users, sex
workers. These groups have a very
good reason not to trust public health
officials and public health services
that their governments run.

What are some of the risks of such an
approach (human rights, quality of
care, etc.)?

All HIV testing and care has to be
provided within a framework of human
rights protection. There’s nothing in
the Treatment 2.0 approach that
changes that. The only way people
can engage in these services is if
they’re not at risk of having their
human rights violated. The Treatment
2.0 initiative will improve quality of
care by bringing more people into
the realm of care providers and
making treatment and diagnostics
easier to use.
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