Chapter 7. Treatment
Antiretroviral therapy has transformed HIV to a chronic - though still incurable - virus
requiring ongoing therapy and strict adherence to treatment. For the most part, virally
suppressed people living with HIV today have no difference in life expectancy than
demographically similar HIV-negative individuals (Sabin, 2013 cited in Justice and Falutz,
2014; Maman et al. 2012a).
While no documented cases of a true cure exist
(Dieffenbach and Fauci, 2011), “investigators This section does not provide clinical
and scientists seek to completely eradicate HIV guidance, which is available from
infections (called by some a sterilizing cure) or WHO, but rather a public health
allow patients to interrupt antiretroviral therapy perspective on what works for
(ART) without the risk of viral rebound (known women to access treatment, adhere
as a functional cure)” (Margolis, 2014: 1069). to antiretroviral therapy and to
Unfortunately, an HIV cure that is broadly reduce transmission and stay
applicable has yet to be found (Colasanti et al., healthy.
2014). While progress has been achieved, “the
global response will clearly have to be sustained
for at least several decades” (Piot and Quinn, 2013: 2216).
Treatment Programming Must Continue to be Scaled Up
Access to ART has been steadily increasing. By the end of 2013, more than 11.7 million
people were on ART in low and middle-income countries, representing about one-third of
those living with HIV (Stover et al., 2014). However, 22 million people who need it are still
not accessing ART (UNAIDS, 2014a). Reductions in HIV funding threaten to interrupt
treatment provision. Interrupted or episodic treatment increases individuals’ risk for drug
resistance, disease progression and death (SMART Study Group, 2006; Kaufmann et al.,
2011).
The benefits of ART are widely known to increase life expectancy, quality of life and the
ability to work and perform daily activities for people living with HIV (Antiretroviral Therapy
Cohort Collaboration, 2008). Accelerating treatment access for adults with young children can
reduce the numbers of orphans, and improve pediatric survival and social wellbeing. [See also
Care and Support: Orphans and Vulnerable Children] Furthermore, many studies have
shown that providing ART is cost-effective (Bor et al., 2012; Koenig et al., 2011; Walensky et
al., 2011; Iwuji et al., 2011). Conversely, “failure to scale up ART…would mean a sizable
reduction in national economic activity, many fewer healthcare workers and teachers and
worse educational outcomes for today’s generation of children, in addition to the humanitarian
impact of increased mortality” (Holmes et al., 2010a: 177). A recent analysis by the Global
Fund found that economic returns on AIDS treatment, through improved worker productivity
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and by averting future costs to care for children orphaned by the epidemic may equal or
outweigh the costs of treatment (GFTAM, 2010 cited in AIDS2031 Consortium, 2010).
WHO’s 2013 ART guidelines were designed to increase the potential number of people
eligible for ART to 28.6 million by calling for treatment initiation when a patient’s CD4 count
falls below 500 cells/µl rather than the earlier standard of 350 (WHO, 2014a). WHO modeling
shows that the incremental cost of moving ART initiation criterion from CD4 counts of under
350 to under 500 is “relatively small,” (WHO, 2013: 97) but people needing treatment could
increase by 25% (WHO, 2013: 97). Scaling up access to ARVs as per WHO 2013 guidelines
would cost US$350 per quality life year gained, “well below the cost-effectiveness threshold
recommended by the Commission on Macroeconomics and Health” (Stover et al., 2014:
S228).
Several modeling studies have been carried out estimating the cost-effectiveness of expanding
ART initiation and found that doing so could result in highly cost-effective interventions with
improved survival rates and reduced transmission. A study in South Africa found with
estimates at 5 and 40 years (for the year 2050), expanding ART initiation guidelines to those
with CD4 counts less than 350 cells/µl, those with counts of less than 500 cells/µl and all CD4
levels result in cost savings in the long run as compared to the current regimen (at the time of
the study) of ART initiation at 200 cells/µl. With each increasing level of CD4 initiation, there
is a corresponding decrease in mortality and in transmission rates (Granich et al., 2012).
Mathematical models used to evaluate the health outcomes, cost, and cost-effectiveness of
different adult ART eligibility criteria in South Africa, Zambia, India, and Vietnam found that
expanding treatment coverage to adults with CD4 counts at or below 500 cells/µl in a
generalized epidemic was cost-effective and that expanding treatment to key affected
populations with CD4 counts at or below 500 cells/µl in concentrated epidemics was costeffective (Eaton et al., 2014; Eaton et al., 2013). A modeling study in Mozambique
demonstrated that point-of-care CD4 testing could improve treatment outcomes through
nearly one year of additional life expectancy, and be cost-effective compared to lab-based
CD4 testing, provided linkages to care were improved (Hyle et al., 2014).
Yet, some question how much effort should focus on increasing access to treatment for people
whose CD4 counts are over 350 when access to treatment for individuals under 350 is still not
universal (Anglemyer et al., 2013). In fact, a review of 379,865 patients from seventeen lowand middle-income countries found that median CD4 counts increased in lower income
countries between 2000 and 2009 but still remained under 200 (Avila et al., 2014). If
guidelines reduce the opportunities for people with low CD4 counts to initiate treatment, this
could increase inequities and mortality at a population level (Cohen et al., 2013). Experts have
argued that finding, treating and retaining people with high viral loads or low CD4 counts
should be the priority rather than treating healthy people (Bassett and Brudney, 2013). Given
the results of the START study that showed that early initiation of ART (above CD4 counts of
500) had beneficial health effects, as well as the study results of HPTN 052 that showed that
early treatment reduced HIV transmission, how to scale up universal access to testing and
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treatment in a way that respects human rights, choice, and the ability of people living with
HIV to decide when they are ready to adhere to treatment for life remains a global challenge.
Women Have Particular Treatment Needs and Risks
Women constitute a higher proportion of those
receiving ART than men; likely due to greater While many treatment strategies have
interactions with the health care system for been evaluated as a whole, very little
pregnancy and child-related care. For all low- sex-disaggregated data or analyses have
and middle-income countries, women make up been published in 30 years of the
51% of those eligible for care but make up 59% epidemic to evaluate what works in
of those receiving ART (WHO et al., 2013). treatment for women, especially when
However, while more women than men have separating out data for pregnant women.
accessed treatment globally, structural factors
and traditional gender norms can jeopardize women’s adherence, retention in care and their
ability to prevent acquisition (if HIV-negative) or reduce transmission (if HIV-positive). [See
Strengthening the Enabling Environment]
Other issues such as cardiovascular disease, osteoporosis and drug resistance have important
implications for women living with HIV. For example, HIV, even for those on ART and
virally suppressed, is an independent risk factor for cardiovascular disease (Freiberg et al.,
2013; Islam et al., 2012 cited in So-Armah and Freiberg, 2014) and young African women
living with HIV seem to be at particular risk. In an analysis of a group of 741 women under
age 35 with advanced HIV disease from seven countries in Sub-Saharan Africa, nearly all
women had no signs of cardiovascular disease when they initiated ART. However, after 144
weeks of follow up after ART initiation, increases in all cardiovascular risk factors were seen
(Shaffer et al., 2014). A cross-sectional study in Malawi showed that cardiovascular risk
factors – including insufficient fruit and vegetable diet, high blood pressure, weight gain,
increased cholesterol levels, and low physical activity – were all common among long-term
ART patients (Muronya et al., 2011). Some studies have shown that women are also at higher
risk of osteoporosis, which is more common among those living with HIV (Mallon, 2014).
Even though women have higher CD4 cell counts than men following HIV seroconversion,
when men and women have the same level of viral loads, progression to AIDS is faster in
women (Addo and Altfeld, 2014). Little is known about long-term outcomes among people
living with HIV in lower- and middle-income countries with regard to how ART affects
cardiovascular and pulmonary diseases (Bloomfield et al., 2014).
Following ART initiation, some studies have found different side effects for women than for
men suggesting the need for “sex specific approaches to ART” (Addo and Altfeld, 2014:
S91). Though the 2013 WHO guidelines do not include monitoring recommendations for
disaggregation of data by sex, only distinguishing between pregnant and breastfeeding women
and other adults (WHO, 2013), UNAIDS now recommends core indicators that include
disaggregation by sex and age for percentage of adults currently receiving ART and
percentage of adults with HIV known to be on treatment 12 months after initiation of ART
(UNAIDS, 2014a). The Global Fund to Fight AIDS, Tuberculosis and Malaria also now

4	
  
	
  

requires sex- and age-disaggregated data. Such disaggregation can illuminate potential
discrepancies in ART outcomes for women and men.
Drug resistance is a risk for everyone. However, in a review of outcomes comparing
nevirapine and efavirenz among 114,391 patients, nevirapine-based ARVs were significantly
more likely to lead to resistance and virologic failure. Yet, overall, more women have been
placed on nevirapine, as until recently efavirenz was contraindicated during pregnancy. “This
analysis found that the [treatment] benefit of efavirenz over nevirapine was especially
highlighted in resource-limited settings when compared to resource-rich settings” (Pillay et
al., 2013: para 34). Single dose nevirapine was used for many years as the mainstay of
antiretroviral therapy for pregnant women to reduce vertical transmission without assessing
the impact of single dose nevirapine on the mother’s future treatment options. [See Safe
Motherhood and Prevention of Vertical Transmission: Antenatal Care – Treatment]
Women may be at greater risk for becoming drug
resistant themselves or transmitting drug “…We are more than mothers...”
resistant strains due to the temporary use of (Dilmitis, 2014: 5)
antiretrovirals to reduce perinatal transmission.
Further evaluation is needed to understand these
risks. While it is clear that those who go on ARV therapy for their own treatment needs
should not interrupt treatment (Fauci, 2009a; SMART Study Group, 2006), treatment
interruption for women who are on HAART simply to prevent perinatal transmission rather
than for their own health needs is currently being evaluated under the PROMISE study. “The
risk for maternal health of stopping…maternal triple ARV prophylaxis after breastfeeding
cessation is unknown” (WHO, 2010i: 47) – especially if a woman living with HIV has
multiple pregnancies. WHO recommendations for Option B+, i.e., lifelong treatment for
pregnant women, may reduce stopping and re-starting ART which can carry increased risk for
women’s mortality and morbidity. [See Safe Motherhood and Prevention of Vertical
Transmission: Antenatal Care – Treatment] Women living with HIV globally have had mixed
opinions around Option B+, and have raised concerned about possible human rights violations
and the lack of choice in when to start treatment (for their own health), lack of communitybased support, and health system challenges that need to be addressed for Option B+ to work
effectively (Hsieh et al., 2014).
Successful and promising strategies for treatment can be further broken down into the
following sections: provision and access; adherence and support; and staying healthy and
reducing transmission. Many of these strategies can be applied to both men and women in
gender–responsive ways.
A. Provision and Access
B. Adherence and Support
C. Staying Healthy and Reducing Transmission
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What Works in Treatment
Treatment: Provision and Access
Antiretroviral therapy has been successfully
administered in a range of situations with
adherence, retention, and clinical outcomes similar
to those achieved in resource-rich countries.
Increasing provision and access, grounded in
human rights based approaches, across all
populations is critical to continuing that success.

“I cook scones for my children and do
not get tired. I do chores, pounding.
When the sun rises…I go to the garden
or farm. People say, ‘You have tilled
that garden on your own’?”
—Woman on antiretroviral treatment,
Malawi (Mkandawire-Valhmu and
Stevens, 2010: 690).

Treatment Must Be Equitably Available to All in
Medical Need
At the end of 2013, there were 12.9 million people
receiving ART globally and the percentage of people living with HIV who are not receiving
ART has been reduced from 90% in 2006 to 63% in 2013 (UNAIDS, 2014a). However,
further efforts are needed to ensure that treatment is equitably available to all who can benefit
from ART. There are substantial treatment gaps within regions and among groups. In 2013,
37% of adults living with HIV worldwide received ART, but only 24% of children living with
HIV did (UNAIDS, 2014b).
Treatment access is based on WHO’s 2013 guidelines which call for a seamless continuum of
care between HIV testing and counseling, linkage to care, enrollment in care, retention in care,
preparing for ART plus ART initiation, with retention and adherence, and monitoring
response and toxicity (WHO, 2013: 56-57).
Increased Access Must Also Include Respect for Human Rights
Expanding access to ART along with considerations of equity and human rights is urgently
needed (ITPC, 2014). A recent review of data from over 50 countries found that one in eight
people living with HIV is denied health care (UNAIDS, 2015). WHO’s 2013 guidelines also
note “human rights and ethical principles should guide…national treatment policies to ensure
that they are equitable and meet the specific needs of all beneficiaries” (WHO, 2013: 202).
Requiring people living with HIV to disclose their serostatus to sexual partners and/or
community members in order to receive treatment, care or support is a human rights violation.
Similarly, coercing women to accept contraception in order to access treatment violates
women’s rights to make their own fertility choices. [See Meeting the Sexual and Reproductive
Health Needs of Women Living With HIV] While “treatment buddies” can be supportive,
requiring a treatment buddy or medical companion to access ARV therapy may place undue
burdens on women and their children: a study of 1,453 patients in Uganda (71% female) on
the impact of requiring people to disclose their HIV status and have a “treatment buddy” or
“medical companion” to access ARV therapy found that of the women, 41% chose a child as
their medical companion versus 14% of the men. Women feared disclosing their serostatus to
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their husbands: only 31% of married women chose their husband as their medical companion,
compared with 66% of married men who chose their wife (Foster et al., 2010b). In addition,
individuals with limited networks may delay enrolling in or may drop out of care when
treatment support “buddies” are required (Lahuerta et al., 2013). [See also Adherence and
Support] Furthermore, in settings where the epidemic is concentrated among marginalized
and stigmatized populations, such as sex workers, people who inject drugs and MSM,
treatment access is also low (Hirnschall et al., 2013: para 2). [See Prevention for Key Affected
Populations] Treatment programming could benefit from a conceptual framework similar to
that developed for family planning, to ensure that public health programs that aim to increase
treatment access and adherence “respect, protect and fulfill human rights in the way they are
designed, implemented and evaluated” (Hardee et al., 2013: v).
Women and Men’s Access to Treatment Differs
To date, more women than men have accessed
treatment. The majority of women benefit from “Men will only come to us when they
health system access through dedicated reproductive are bedridden and brought to us in a
and child health clinics (Braitstein et al., 2008b) but wheelbarrow.”
it is unclear whether the majority of women
accessing ART are doing so only as part of safe —Nurse for HIV-positive men on
motherhood and prevention of vertical transmission. treatment, Zimbabwe (Skovdal et al.,
Global attention has often focused on prevention of 2011d)
vertical transmission (UNAIDS, 2011b), putting
men simply in the role of supporting their HIV-positive female partners to access services,
rather than caring for their own needs. Men tend to initiate treatment later, are more likely to
be lost to follow up, and have higher mortality rates (Siu et al., 2012).
The Institute of Medicine notes that for PEPFAR data, each year around two-thirds of those
who enroll in ART are women; the proportion has remained steady over time (IOM, 2013).
Patient data from 307,110 adults from Kenya, Mozambique, Rwanda and Tanzania between
2006 and 2011 found that risk of late enrollment (CD4 counts under 350) was significantly
higher for men and nonpregnant women as compared to pregnant women (Hoffman et al.,
2014).
A global review based on 36 studies in resource-rich and resource-limited settings found that
being a heterosexual male was a consistent risk factor for presenting with low CD4 counts,
resulting in less favorable outcomes for men once enrolled in treatment (Mukolo et al., 2013).
An analysis of 23 cohort studies from Africa, including 216,008 participants found that only
35% of those accessing ART were men, despite an HIV prevalence of 40%, representing “a
significant underrepresentation of men in ART programs” (Druyts et al., 2013: 419). In
addition, the risk of death for men was 1.37 higher than for women. However, men are seldom
targeted for treatment as they are not often classified as vulnerable or marginalized (Kanters et
al., 2013). While this inequitable access for men to ART may be due, in part, to a focus on
maternal health, equitable access to ART for men “should be conducted without …threatening
HIV…treatment for women” (Druyts et al., 2013: 424).

7	
  
	
  

Gender Norms Affect Treatment Access for Women and Men
Gender norms affect treatment access. A study of gender differentials in uptake to ART in
Zambia found that men were more likely to refuse ART even though men’s self-rated health
was lower than women’s, with norms of masculinity presenting the biggest barrier for male
uptake of ART (Gari et al., 2014). Focus group discussions with men in Uganda found that
men found it difficult to seek treatment, which contradicted their assumed masculine
autonomy and superiority (Siu et al., 2013). A study of programmatic data on 334,557 adults
enrolling in HIV care at 132 facilities in Kenya, Mozambique, Rwanda and Tanzania found
that men were more than 1.6 times more likely to initiate ART with advanced HIV disease
(CD4 count under 100) compared with women and that “this disparity seems to be widening
with time” (Lahuerta et al., 2014: 435). A recent study found that men used their economic
and decision-making power to informally access ART in order not to be seen at clinics, which
are seen as a woman’s space. Out of shame, men suffered silently and attempted to cope by
stealing their wives’ ARVs. The practice of men stealing ARVs from their wives endangered
both partners and jeopardized women’s adherence (Nyamhanga et al., 2013).
Gender norms may also be critical for the higher
uptake of ARVs by women, as explained by one
Vietnamese woman living with HIV: “Women
have no choice but to take the drugs. Meanwhile,
men are the ones who consider whether or not to
take the drugs because they don’t need to think of
anything else except themselves” (Nguyen et al.,
2012: 343). Greater attention needs to be paid to
ensuring that men living with HIV know their
serostatus, have equitable access to treatment, are
condoms.

HIV is seen as a threat not just to a
man’s health, but to his masculinity,
requiring him to seek care,
challenging
his
notions
of
fearlessness, and fueling fears of
humiliation and that his wife will
desert him. (Nyamhanga et al., 2013)
virally suppressed and have access to

Sex Differences May Also Play a Role in Clinical Outcomes and Must Be Further Explored
Access to treatment by sex has been disaggregated in a number of studies. However, few
studies have analyzed sex differences. “Although data are limited, there is also evidence that
women may metabolize and respond to specific medications, including ARV drugs,
differently than men” (Gandhi et al., 2004, Floridia et al., 2008, Ofotokun et al., 2007 cited in
DHHS, 2011: 104). Studies to date have not shown differences in virologic efficacy of ART
by sex (Collazos et al., 2007; Fardet et al., 2006; Currier et al., 2010 cited in DHHS, 2011),
although “this conclusion is drawn from a limited evidence base” (d’Arminio Monforte et al.,
2013: 30). ARVs are administered at fixed dosages that do not take into account the different
body weight, etc. of each sex (d’Arminio Monforte et al., 2013). A study in Tanzania – in
which 70% of the 234 patients were women – found that after one year of standard ART, a
higher proportion of females had an undetectable viral load but with a lower CD4 cell increase
than men. Women started treatment at a less advanced disease stage but lost their
immunological advantage over men despite a better virological treatment response. In
addition, men were better informed about the use of ART (Mosha et al., 2013). Other studies
have found that men are disadvantaged in ART due to differences in body weight compared to
dose (Tayler-Smith et al., 2010 cited in IOM, 2013).
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A number of studies have suggested that gender or sex may influence the frequency,
presentation, and severity of selected ARV-related adverse events (Clark et al., 2005 cited in
DHHS, 2011; Hawkins et al., 2011 cited in Johannessen, 2011). One study found differences
in virologic failure by sex, with women having an advantage over men (Firnhaber et al.,
2012b). Another study also found that women were more likely to have viral suppression and
better ART outcomes (Kipp et al., 2010) and another study found that women were in better
clinical condition than men (Nunes et al., 2010). In some studies, however, women experience
more adverse drug reactions than men (Hasan et al., 2011).
The research community recognizes the need to better understand the potential role of sex
differences in HIV disease progression and treatment response (Heidari et al., 2010), with
women under-represented in clinical trials (d’Arminio Monteforte et al., 2010). A review of
forty randomized controlled trials for 18 new drug applications for antiretroviral therapy
submitted to the US Food & Drug Administration (FDA) between 2000 and 2008 found that
only 20% of trial participants were women (Soon et al., 2012). Even when women are
included, sex-specific analysis of the data is rarely undertaken (Anderson, 2012). No studies
have addressed the possible interactions between ART and hormones in both men and
women, including pre, peri or post-menopause (d’Arminio Monforte et al., 2013).
Pregnancy represents an additional sex-related factor in treatment. In a study of 4,531 women
from numerous treatment sites in Sub-Saharan Africa, one-third experienced a pregnancy
within four years of ART initiation (Myer et al., 2010). Yet few treatment programs are
designed with the likelihood of pregnancy in mind (Myer et al., 2010). Most of the world’s
women living with HIV are of reproductive age and will need either contraception,
discussions on how best to safely become pregnant and/or have a safe motherhood and reduce
the risk of vertical transmission. [See Meeting the Sexual and Reproductive Health Needs of
Women Living with HIV and Safe Motherhood and Prevention of Vertical Transmission]
Inequitable Treatment Access Affects Both Young and Old
Some studies have found that equity in access differs by age group with inadequate treatment
access for adolescent women. Key affected populations, such as sex workers and those who
use drugs, may face many barriers in accessing treatment as well (Ford et al., 2013b).
In 2013, there were 4.2 million people living with HIV over age 50 (UNAIDS, 2014a), and
every year, almost 120,000 people in this age group acquire HIV (Nakagawa et al., 2013;
Mahy, 2014). Modeling estimates that the numbers of people living with HIV over age 50 will
rise to 9.1 million in 2040 in Sub-Saharan Africa (Hontelez et al., 2012). Older people living
with HIV are more likely to have other chronic noncommunicable diseases, such as diabetes,
cancer, and hypertension (Rabkin et al., 2012; Newman et al., 2012). Combining ART with
other medications needed to treat the co-morbidities that come with aging can be challenging,
with guidelines needed for this growing population (Cardoso et al., 2013). For women,
menopause may increase the risk of HIV transmission and acquisition due to the thinning of
the vaginal wall, with increased lesions and tears (UNAIDS, 2013). Yet little research has
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been conducted on the sexual behaviors of people over age 50 (UNAIDS, 2013) and most
surveys, such as DHS, do not include data for those over age 50 (Bendavid et al., 2012b).
The Cost of Treatment and Service Delivery Varies Widely and Can Affect Access
Cost is another factor in treatment access. Treatment provided at no cost can substantially
increase both women and men’s access to ART (Musoko et al., 2011). For women especially,
who may have additional barriers in accessing resources for transportation fees, childcare and
more, providing treatment at no cost may substantially increase women’s access.
Treatment costs vary widely between sites but per-patient costs drop rapidly as care is scaled
up. Calculated costs include medication and other costs associated with providing treatment
and follow-up. Across 43 PEPFAR-supported ART clinics in Botswana, Ethiopia, Nigeria,
Uganda, and Vietnam, costs for providing treatment and care for a newly initiated adult on
ARVs ranged from US$61 at one site to US$3,301 at another (Menzies et al., 2011). Even
within the same country – Kenya – studies found a wide range of costs per patient per year,
ranging from US$77 in one site to US$1,160 in another site (Harding et al., 2010).
The use of generic drugs can result in substantial cost savings. Annual surveys from 2005 to
2008 of ARVs purchased in 16 countries by PEPFAR implementing and procurement partners
found that availability of generic ARVs was associated with increased ARV procurement and
cost savings of more than US$323 million over the four year period, with generics accounting
for almost 90% of the 22 million ARV packs purchased with PEPFAR funds in 2008 (Holmes
et al., 2010b). South Africa’s scale up of treatment resulted in a 53% reduction in the cost of
ART, with projected two-year savings of $640 million (UNAIDS Treatment, 2015 cited in
Dilmitis, 2014).
The Optimal Timing of Initiating ART Is As Soon As Someone Is Diagnosed with HIV and
Chooses to Start Treatment
In May, 2015 the U.S. National Institutes for
Health (NIH) announced that the Strategic Timing “Despite potential individual and
of Antiretroviral Treatment (START) trial was public health benefits for women
releasing results early. With more than 4,000 living with HIV, the decision to begin
individuals from more than 23 countries, the treatment for HIV is a deeply
randomized clinical trial found that the risk of personal decision that reflects a
AIDS, other serious illnesses, or death was variety of private, contextual and
reduced by 53% among those who started ART structural factors” (ICW, 2015).
immediately, compared to those who were
randomized to only start ART after their CD4 count dropped to 350. The benefits of early
treatment were similar for the 2,350 participants from low- and middle-income countries and
the 2,155 participants from high-income countries (NIH, 2015). Given these trial results, some
have argued that it is duty of all states to provide early access to treatment (Kavanagh et al.,
2015). While there are clear individual and public health benefits to early treatment, efforts to
promote immediate treatment access must not lose the individual within the larger public
health effort and must also take into consideration the issue of autonomy that women living
with HIV have consistently raised with respect to healthcare decision-making, including
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whether and when to start treatment. Rights to bodily integrity and privacy require that people
living with HIV control their medical decisions and be provided choice in accessing
treatment, rather than becoming targets of human rights violations to ensure they are adherent
to ART (Kavanagh et al., 2015). People must be given the right to decline ART until they are
ready.
Up until the announcement of the START
results, the optimal time to initiate ART had
been a subject of considerable debate (Cohen et
al., 2011a: 2). Current 2013 WHO treatment
guidelines recommend ART for adults with CD4
counts in the 350 to 500 cells/µl range, with
priority given to individuals with severe disease
or CD4 counts under 350 (WHO, 2013), with
revised guidelines expected in 2015. In the
United States, ART is recommended as soon as a
person tests HIV-positive, regardless of viral
load or CD4 count (Panel on Antiretroviral
Guidelines for Adults and Adolescents, 2013). In
Europe,
ART
is
not
unconditionally
recommended for individuals in the 350 to 500
CD4 count range (Williams et al., 2012 cited in
Phillips et al., 2014).

“We now have clear-cut proof that it
is of significantly greater health
benefit to an HIV-infected person to
start antiretroviral therapy sooner
rather than later…Moreover, early
therapy conveys a double benefit, not
only improving the health of
individuals but at the same time, by
lowering their viral load, reducing
the risk they will transmit HIV to
others. These findings have global
implications for the treatment of
HIV.”
-

Dr. Anthony Fauci, Press
release announcing START
clinical trial results (NIH, 2015)

While the START results demonstrate the optimal time to initiate ART, resources to ensure
immediate treatment may not be available and current WHO guidelines remain in effect.
Clinicians may still have to “balance the risks of delaying antiretroviral treatment against the
possible harms associated with premature exposure to HAART, including side-effects, pill
burden, cost and potential for avoidable antiretroviral resistance” (Nolan and Wood, 2014:
258).
Concerns have been raised about potential adverse effects, emergence of drug resistance,
difficulties in access to second- or third-line ART, and exhausting treatment options if ARVs
are initiated early (Socias et al., 2013). WHO guidance (WHO, 2013) provided on initiation is
by CD4 count rather than by viral load. WHO notes that viral load monitoring, rather than
CD4 counts, is the preferred approach for monitoring once a patient is on ART as this is a
better indicator of treatment failure and helps determine if there is a need to switch to a
second-line drug (WHO, 2014c; Bonner et al., 2013).
However, a lack of access to viral load monitoring in resource-limited settings may prejudice
those who start antiretroviral therapy while asymptomatic and at higher CD4 counts (Gallant
et al., 2013). WHO recommends that CD4 counts be used when viral load is unavailable. For
countries which cannot reliably implement a deferral strategy for those who test HIV-positive
yet have CD4 counts above 500, it “seems prudent to initiate ART almost as soon as a person
is first identified by the care services, to decrease the risks of late re-presentation with
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advanced HIV symptoms” (Phillips et al., 2014: 940). For countries with limited ART
coverage, a priority should be to develop “a deferral strategy though regular CD4+ cell count
monitoring in order to allow prioritization of those in most urgent need…” (Phillips et al.,
2014: 940).
A lack of lab facilities to measure CD4 counts and viral load monitoring is a major barrier and
WHO guidelines must be adapted to country contexts. “Our ongoing scientific and moral
challenge will be to continue to narrow the gulf between north and south and to ensure that we
do not accept the establishment of two standards of care: one for richer countries and the other
for the poorer…” (Granich et al., 2010: para 11). At the same time, “We must not lose sight of
the glaring disparities among nations that stand as obstacles to the ethical implementation of
early ART” (Gallant et al., 2013: 886).
All guidelines agree that patient readiness is key in deciding when to initiate treatment (NIDA
and IAS, 2010). Interviews with people living with HIV in Zambia found that they only
sought treatment when symptomatic, which may lead to delays and may present challenges
for early initiation of treatment with CD4 counts up to 500 where patients are often
asymptomatic (Musheke et al., 2013a).
National governments face dilemmas in how best to increase the numbers of those accessing
treatment, maintain quality of care, avert loss to follow up and drug resistance while changing
national guidelines to WHO’s 2013 guidance to increase those who can qualify for treatment.
Loss to follow up remains a critical problem: a study from South Africa found that rates of
viremia were higher among those lost to follow up than for those who remained on care
(Stinson et al., 2014), meaning that those who were lost to follow up were more likely to
transmit HIV and to suffer mortality and morbidity. Interventions are needed to “overcome
the main health system barriers such as an efficient appointment [and] patient monitoring
systems and providing after-hours and weekend clinics” (Govindasamy et al., 2014b: 2).
Universal Access to Treatment Can Be Achieved
Progress is being made with treatment access: in some settings, patients who were initiated
into treatment in more recent years are initiated at higher CD4 counts than in the earlier years
of scale-up, and the mortality rate of those initiated has been lowered in more recent years
than at the start of scale-up (Mulissa et al., 2010). Universal access to antiretroviral therapy in
low-income countries can be achieved. Rwanda attained the UN threshold for universal
coverage of ART of 80% in 2009, with long-term retention of care in some studies at 90%
(Binagwaho et al., 2014).
However, prevention efforts must continue alongside efforts to expand treatment access (Piot
et al., 2015). Anticipating now how best to deliver ART to “the ever growing cohort,” in the
context of decreasing donor resources, is needed. Better delivery includes enhancing
simplicity, efficacy and cost effectiveness of delivery; designing simpler and cheaper ART
protocols that are less toxic and easier for health services and patients; piloting innovative
service delivery outside of health services, with community or expert patient-based models;
and understanding how to address the gendered dimensions of treatment access and adherence
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(Zachariah et al., 2011b). Remuneration for lay workers in communities is also required
(Decroo et al., 2014). Other structural challenges in resource-limited settings include distances
to clinics, waiting lines, and drug stockouts. In recent years between 30% and 45% of lowand middle-income countries reported annual ART stock outs (WHO, 2014a). Without
adequate infrastructure, the likelihood of developing resistance is increased (Gallant et al.,
2013).
How to integrate HIV care into accessible, nonstigmatizing services within national health
systems – including for people with HIV and TB or Hepatitis C co-infections – remains an
ongoing challenge. [See also Preventing, Detecting and Treating Critical Co-Infections]
Concerns have been raised that HIV efforts may shift scarce resources away from other urgent
health priorities, rather than create a synergistic effect. “It is still common in Africa to see
newly constructed, well-staffed HIV clinics side by side with crumbling primary health care
facilities, with little integration and few linkages between services” (Pfeiffer et al., 2010: 2).
But integration of HIV care services into primary care systems can simultaneously strengthen
both HIV services and the broader system in which these services are embedded. For
example, an analysis of 1,538,612 adults, including 60,303 deaths from 41 surveys in 27
countries found that between 2004 and 2008, all-cause mortality declined more in countries
which were the focus of PEPFAR efforts (Bendavid et al., 2012a), though “ongoing research
is needed to identify best-practice service delivery models” (Filler et al., 2011: e1). [See also
Structuring Health Services to Meet Women’s Needs] All those millions of people who do get
on treatment will need to continue being treated, cared for and supported for many decades to
come (IOM, 2013).
Better systems are needed to reduce attrition (Zachariah et al., 2011a): tracking those who are
alive and on therapy; dead; stopped treatment; transferred to another facility; and those who
were lost to follow up is vital to gauge program success. A study that assessed outcomes for
patients lost to follow up and who were then tracked in 17 studies from sub-Saharan Africa
found that combined mortality was 46% (Brinkhof et al., 2009). Uninterrupted ART drug
supplies are essential. Linking the data system with drug forecasting and procurement is also
needed.
This is a brief overview of key areas in HIV treatment and service delivery and is not meant to
provide treatment guidelines. See WHO, 2013 guidelines are available at WHO, 2013:
http://apps.who.int/iris/bitstream/10665/85321/1/9789241505727_eng.pdf?ua=1). New WHO
guidelines, expected to be released in December 2015, will update the guidance from 2013
and include new areas such as the use of laboratory diagnostics, improving the quality of care,
treatment of other co-morbidities and treatment and delivery of HIV care for adolescents.

7A. What Works—Treatment: Provision and Access
1. Antiretroviral therapy has been successfully administered with good adherence, good
patient retention, and good clinical outcomes in resource-poor settings, including
humanitarian settings, with increased patient survival; results have been similar to those
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achieved in resource-rich countries.
2. Early initiation of antiretroviral therapy results in improved quality of life and reduced
mortality.
3. Antiretroviral therapy initiated at CD4 counts between 350 and 550 can result in fewer
serious HIV-1-related clinical events or death.
4. Integrating CD4 count service with voluntary counseling and testing or primary health
clinics can accelerate initiation of treatment.
5. Use of co-trimoxazole prophylaxis together with initiation of antiretroviral therapy
decreases mortality significantly.
6. Home- and community-based antiretroviral treatment may be effective, but attention
must be paid to the potential effects of stigma and discrimination.
7. Integration of HIV and AIDS services into primary care increases access to testing and
treatment services.

A. Evidence
1. Antiretroviral therapy has been successfully administered with good adherence, good
patient retention, and good clinical outcomes in resource-poor settings, including
humanitarian settings, with increased patient survival; results have been similar to those
achieved in resource-rich countries.
•

A systematic review of 69 peer-reviewed papers and 20 abstracts from 2002 to 2010 found that the
roll-out of ART treatment was successful in numerous sub-Saharan African countries (Angola,
Botswana, Burkina Faso, Cameroon, Côte d’Ivoire, Kenya, Malawi, Mali, Mozambique,
Nigeria, Rwanda, Senegal, South Africa, Tanzania, Uganda, Zimbabwe and Zambia) in terms
of virological suppression during a two year period. Viral load measurement of at least once after
starting ART and minimum follow-up of three months after initiation of ART was required for
inclusion. Virological success was considered in patients in whom HIV-1 RNA level was brought
down to fewer than 400 copies. Virological failure was defined as viral RNA level of above 1000
copies. Drug resistance reports for sub-Saharan Africa were summarized and mutations were
analyzed according to the International AIDS Society 2008 update. Virological data of 63,684
patients from more than 11 sub-Saharan Africa countries’ HIV/AIDS treatment programs were
included. The proportion of women patients in most of the studies was above 50%. Eight percent
(5,021) of the patients participated in clinical trials. The follow-up period ranged from a three
months to 5 years. Most patients started ART at an advanced stage of disease. The HAART
regimen for 58,608 (92%) patients was available. Ninety-nine percent of patients were treated with
a regimen consisting of two NRTIs with either nevirapine or efavirenz. Only 6% of the patients
were on PI based regimen. After six months of ART, virological success was achieved in 10,351
(78%) out of 13,288 patients based on on-treatment analysis. Seventy-six percent (7,413 out of
9,794 patients) had virological success after one year of ART. At 24 months 3,840 (67%) of 5,690
patients had virological success in on-treatment data. Only 5 studies reported virological success
data at three years in which it was achieved in 712 (67%) of 1,062 patients. When a lower cut-off
value for virological success was used (fewer than 50 copies) the proportion of patients with
virological success at 6, 12 and 24 months was 67%, 66% and 67% respectively. These finding
were comparable to the data from developed countries. The overall proportion of virological failure
was 15%. Eighty percent of the programs with on-treatment analysis and 63% with intention-totreat achieved the target of virological suppression rate of above 70% at one year after initiation of

14	
  
	
  
ART. However, data to evaluate the long-term success rates is scarce (Barth et al., 2010). (Gray I)
(treatment, Angola, Botswana, Burkina Faso, Cameroon, Côte d’Ivoire, Kenya, Malawi, Mali,
Mozambique, Nigeria, Rwanda, Senegal, South Africa, Tanzania, Uganda, Zimbabwe and Zambia)
• Data from 5 demographic surveillance sites collecting longitudinal data in Malawi, South Africa,
Tanzania, and Uganda found that excess mortality in people living with HIV decreased by over
50% after the introduction of ART; however, mortality rates in adults living with HIV in these
communities was still 10 times higher than the mortality rate in the HIV-negative population.
Surveillance data was utilized to estimate mortality attributable to HIV before and after ART
implementation. HIV-attributable mortality was 45 to 88 deaths per 1,000 person-years before ART
introduction, and 14 to 46 deaths per 1,000 person-years after ART introduction. A total of 244,269
adults, of which 127,585 knew their HIV status, contributed 1,149,484 person-years of follow-up.
The data was divided between pre-ART introduction (5 years preceding ART introduction), rollout
of ART (where ART was assumed to not be fully available), and widespread ART availability.
Declines in mortality were seen in all HIV-positive mortality rates, except for men at one site. The
HIV-negative mortality changed little over the study period. The greatest reduction in mortality
rates was seen in older age groups; in some 15-19 year old cohorts the mortality attributed to HIV
increased slightly after ART implementation. However, in the rollout period, the mortality
reduction was greatest at younger ages (less than 35 years). After ART was implemented, women
below age 30 had higher rates of mortality than men, whereas after age 30, men had higher
mortality rates than women. Women over 40 have a mortality risk that was 60% or less of the
mortality risk of men. The significant reduction in mortality before and after ART initiation was
seen in both men and women. For example, in the cohort in Uganda, the HIV-positive mortality
rate for men decreased from 88.0 deaths per 1,000 person-years pre-ART to 43.6 deaths per 1,000
person-years post-ART implementation. For women, the mortality rate decreased from 91.5 deaths
per 1,000 person-years pre-ART to 30.3 deaths per 1,000 person-years post-ART implementation.
This occurred over a period of time when the HIV-negative mortality rate stayed nearly constant;
however, the HIV-positive mortality rate was still significantly higher than the 3.8 and 2.3 deaths
per 1,000 person-years for HIV-negative men and women, respectively, post-ART implementation
(Slaymaker et al., 2014). (Gray IIIa) (treatment, Malawi, South Africa, Tanzania, Uganda)
• A longitudinal cohort study following 20,000 people in Uganda from 1999 to 2009 found that the
introduction of ART resulted in a decrease of overall mortality in adults by 37% in women and
32% in men. The study evaluated the mortality rates of those living with HIV and those who were
HIV-negative people before and after the introduction of ART. ART was introduced in January
2004. In addition, the analysis showed a 27-fold increased mortality risk in HIV-positive compared
with HIV-negative individuals aged 15-59 before ART, which fell after ART introduction to 21fold in the first year after introducing ART and fell nine-fold in the subsequent 4 years. The ART
period data is divided into the first year after implementation (January 2004 to January 2005), and
the following four years (2005-2009). National guidelines had ART initiated when CD4 count
dropped below 200 cells/µl. The introduction of ART significantly brought down the rates of
mortality among the entire population by lowering mortality rates of those living with HIV. In the
five years prior to 2004, when ART was provided, the probability of dying from any cause between
age 15 and 60 was 51% for men and 44% for women. In the entire post-ART period, those rates
decreased to 38% for men and 32% for women. The pre-ART mortality rate for HIV-negative
individuals was 4.0 deaths per 1,000 person-years, while the mortality rate for individuals living
with HIV was 116.4 deaths per 1,000 person-years. The mortality rate for individuals living with
HIV fell dramatically in the first year after ART was introduced to 87.4 deaths per 1,000 personyears, and the rates decreased further in the following four years to 39.9 deaths per 1,000 personyears. During this time, the mortality rate among the HIV-negative population did not change
significantly, and there was no difference in mortality trends between men and women. The impact
was greatest among the individuals aged 30-44 years. Further, the drop seen in mortality among this
population is associated with the drop in mortality rates among individuals living with HIV once
they have access to ART (Kasamba et al., 2012). (Gray IIIa) (treatment, Uganda)
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• Serological, behavioral, and demographic surveillance data from 2000 to 2009 study of 30,000
people in Tanzania found that the overall fall in female mortality rates was from 8.8 deaths per
1,000 person years before 2005 (pre-ART) to 6.5 deaths per 1,000 person-years after 2005 (postART), nearly a 30% decrease in mortality. The study assessed the impact of free ART on adult
mortality rates. Free HIV care including ART has been available in the area since 2005. Analysis
of the population before and after the introduction of ART show that for women, the crude death
rate fell for both women living with HIV and HIV-negative women. Although the death rate among
women living with HIV was much higher than their HIV-negative counterparts, the mortality rate
among both groups declined with the introduction of free ART. From 2000 to 2009, the adjusted
mortality rate was 10.4 times higher for women living with HIV than for HIV-negative women.
The mortality rate among men did not change significantly over the two time periods – at 9.1 deaths
per 1,000 person-years in the pre-ART period and 8.5 deaths per 1,000 person-years in the postART period. ART uptake among the study population increased steadily after 2005, with the
number of women on treatment quadrupling and the number of men on treatment doubling
(Marston et al., 2012). (Gray IIIa) (treatment, Tanzania)
• A cohort study conducted with data from six ART programs in South Africa found that patients on
ART had life expectancies that were 62-75% of HIV-negative adults, and 70-86% of HIV-negative
adults when they started treatment before their CD4 count dropped below 200 cells/µl. Life
expectancy was also 15-20% higher in patients who survived 24 months after initiation of ART as
compared to patients just starting treatment. The study estimated the life expectancy of patients on
ART. The data from 37,740 adults who started ART between 2001 and 2010 was analyzed. ART
was initiated when the patient’s CD4 count dropped below 200 cells/µl or when the disease had
progressed to the clinical stage IV. Individuals were grouped into CD4 count categories at
initiation: less than 50 cells/µl, 50-99 cells/µl, 100-199 cells/µl, and more than 200 cells/µl. A total
of 2,066 deaths were recorded in the patient record system, and 16,250 patients were lost to followup. Of the 16,250 patients lost to follow-up, 13,968 were in the national population register and
2,947 deaths were recorded through this method. In total, there were 5,782 deaths in 69,514 personyears of follow-up. A recorded 13.2% of patients had initial CD4 counts above 200 cells/µl, and
61.5% of the patients were women. The mortality rate was 99.8 per 1,000 person-years for men and
72.6 per 1,000 person-years for women. Mortality rates were highest in the first year of treatment.
The most significant factor determining life expectancy of treated patients was age at ART
initiation. A man starting treatment at age 20 had an average of 27.6 additional years while a man
starting treatment at age 60 had an average of 10.1 additional years. A woman starting treatment at
age 20 had an average of 36.8 additional years while a woman starting treatment at age 60 had an
average of 14.4 additional years. Patients who had initial CD4 counts of below 50 cells/µl had life
expectancies that were 48-61% of those of HIV-negative adults, a significant reduction as
compared to patients who initiated treatment at higher CD4 counts. Patients who started treatment
after 2006 also had higher life expectancies than patients who started ART in 2006 or before
(Johnson et al., 2013). (Gray IIIb) (treatment, life expectancy, South Africa)
• A cohort study to determine the effects of the provision of ART on adult life expectancy was
conducted from 2000 to 2011 in South Africa and found that adult life expectancy increased from
49.2 years in 2003 (the year before ART was introduced) to 60.5 years in 2011. This 11.3-year gain
can mostly be attributed to the introduction of ART as data collected on non-HIV-related (HIVcause-deleted) adult life expectancy remained almost constant over the entire study period. Based
on the standard monetary valuation of life, the provision of ART was found to be very costeffective. The study included a total of 101,286 people, of whom about 60,000 were 15 years old
or older at any given time and therefore included in the biannual household survey. During this
study period, 29% of adults were living with HIV in the geographic area. Over half of women ages
25-29 and over 40% of women and men 30-34 were living with HIV. Before the introduction of
ART, over half of all deaths were attributed to HIV. From 2000 to 2003, the adult life expectancy
decreased from 55.4 to 51.3 years for women and from 49.0 to 46.9 years for men. In 2004, South
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Africa began to provide ART to adults with a CD4 count below 200 cells/µl. In 2010, eligibility for
ART was extended to HIV-positive pregnant women and patients with active TB with CD4 counts
below 350 cells/µl, and in 2011 these eligibility requirements were extended to all HIV-positive
patients. From 2004 to 2011, the adult life expectancy increased to 64.5 for women and 55.9 for
men. Verbal autopsy data was also collected to estimate HIV-cause-deleted adult life expectancy.
This measure, when compared to the standard adult life expectancy, showed the effects of a
particular condition (in this case, HIV/AIDS) on life expectancy as a whole. The HIV-cause-deleted
adult life expectancy did not change significantly from 2000 to 2011, which shows that the changes
in the overall life expectancy could be largely attributed to HIV and the implementation of ART.
The cost-effectiveness ratio was $1,593 per life year saved, less than a quarter of South Africa’s
2011 per-capita gross national income, making this intervention very cost-effective (Bor et al.,
2013). (Gray IIIb) (treatment, life expectancy, South Africa)
• A review of 14 studies found that providing ART in humanitarian settings, while challenging, is
feasible, with a pooled mortality of 7.6% at six months and 9% at we months. Loss to follow up at
six months was 6.3% at 12 months was 8.1%. Mortality, loss to follow up and adherence was
comparable to stable setttings. Six studies were carried out in armed conflict settings; five studies
reported outcomes from a setting of post-election violence and three studies from natural disaster
settings. Studies took place in Burkina Faso, Democratic Republic of Congo, Ghana, Kenya,
Thailand, Côte d’Ivoire, Uganda, India, Sudan, and Haiti. No studies reported virological
suppression as an outcome (Griffiths and Ford, 2013). (Gray IIIb) (treatment, displaced persons,
conflict, Burkina Faso, Democratic Republic of Congo, Ghana, Kenya, Thailand, Côte d’Ivoire,
Uganda, India, Sudan, Haiti)
• A cohort study was conducted in Myanmar (Burma) from 2003 to 2009 in an ART program
headed by Médecins Sans Frontières (MSF) and found that 72% of patients were retained in care at
5 years following initiation; 13.8% of the patients died and 6.5% were lost to follow-up over the
study period. Attrition (death and loss to follow-up combined) was nearly 4 times higher in the first
6 months than in the following period of 7-36 months. Older age, being a man, WHO stage IV
disease at initiation of ART, and body mass index (BMI) of less than 16 kg/m2 were all predictive
of attrition. The study followed all adult patient who initiated ART in the program between 2003
and 2007, a total of 5,963 adults with 17,581 person-years of follow-up. The median age of
patients at baseline was 33 years, 61% were men, and 45% were in WHO stage IV. For those with
a CD4 count available, the median CD4 count was 71 cells/µl. Medical professionals as well as lay
counselors and support workers provided services. Adherence support was provided at the clinic
and in the community by outreach workers. Local food support was provided for the first 6 months
of treatment and exceptional cases (patients with disabilities) were provided financial support for
transportation. CD4 testing was limited throughout the study period; therefore ART was initiated
based on WHO clinical staging criteria alone. The strongest predictor of attrition was BMI of less
than 16 kg/m2; these patients were lost from the program at more than 4 times the rate of those with
a normal BMI (Sabapathy et al., 2012). (Gray IIIb) (treatment, Myanmar)
• A study in Uganda conducted with HIV-positive adults who were lost to follow-up to determine
the rates of mortality, loss to follow-up, and transfer of care among all those classified as lost to
follow-up after being enrolled in care at a CD4 count higher than 350 cells/µl and being unable to
initiate ART found that more than half of the patients who were tracked down were retained in care
at another facility, whereas slightly less than half were not retained in care. There were 6,473
patients who made a visit to one of two clinics in the study between 2008 and 2011 who were
enrolled in care at CD4 counts of more than 350 cells/µl. One thousand ninety-four patients (20%)
were lost to follow-up. In this sample, 71% were female, the median age was 29 years old, and the
median CD4 count was 550 cells/µl. A random sample of the patients lost to follow-up was sought
in the community by peer educators. They were to measure the patients’ vital statistics and current
care status. Patients were considered to be retained in care if they had seen a doctor or nurse for
HIV care in the last 6 months. Two hundred and seven (16% of those lost to follow-up) were
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randomly selected to be sought in the community. Of those patients who were interviewed directly,
51% were seeing a provider at a new clinic and 49% were no longer seeing an HIV provider. For
those patients no longer in care, the most commonly reported reasons was that work responsibility
kept from them seeking care or that they had moved to an area not serviced by an HIV clinic. For
those that had transferred care, the most commonly reported reasons were that the new clinic was
closer to their home or work, that they preferred the new clinic, or that they had a conflict with the
staff at the clinics under study. Of those lost to follow-up with updated information, 11% had died.
Among the patients lost to follow-up, 35.4% had initiated ART after 2.5 years. The rate of death
increased over time for patients enrolled in care with CD4 counts of more than 350 cells/µl, from
0.6% at 1 year, to 1.6% at 2 years, and 2.5% at 2.5 years. The recorded retention in care for these
clinics was 69.5% in the 2.5 years measured. However, when the proportion of patients who were
retained in care through other clinics is added, the retention in care measure rises to 88.2%. These
numbers demonstrate that reported numbers of lost to follow-up for those with CD4 counts above
initiation levels may be misleading and that transfers in care may be a significant proportion of
patients who are classified as lost to follow-up (Namusobya et al., 2013). (Gray IIIb) (treatment,
Uganda)
•

A study in South Africa of 3,162 patients initiated on ART found that patients had a one year
mortality rate of 7.9% despite many having advanced immunodeficiency, with CD4 counts at
initiation at 87 in the period 2002-2004 and 121 in the period from 2007 to 2008. The cumulative
probability of death after six years was 15.2%. In addition, over 93% of patients had excellent
virological suppression of under 400 copies per milliliter at 16 weeks but the probability of
virological failure in the whole cohort of all patients at six years was 23.1% (Nglazi et al., 2011).
(Gray IIIb) (treatment, CD4 counts, South Africa)

•

A retrospective longitudinal study in Ethiopia of 37,466 patients from 30 hospitals and 25 health
centers which provided ART for more than 200 patients by 2008 found that the median CD4 count
was 125 when patients were initiated on ART and increased to CD4 counts of 242 at six months,
269 at 12 months and 316 after 24 months on ART. The number of patients on ART increased
from 900 in 2005 to 180,000 by the end of 2008. However, after 24 months on ART, health
facilities retained only 68% of their patients (Assefa et al., 2011b) (Gray IIIb) (treatment, CD4
counts, Ethiopia)

•

An observational study done in Chile found that expanded access to ART improved survival of
patients in the long term. A total of 5,115 ART naïve patients (26% women) were followed
between 2002 and 2007. At 12 months, 72% of the patients were alive and maintained on the first
line-regimen. Virologic suppression at last visit was 73.4% for the 94.8% of patients who had viral
load results available. Survival rate was 88.4% at the end of the six-year follow-up period. The
mortality rate was 2.55 per 100 patient-years. Inferior survival rates were noted in patients who
started ART at a lower CD4 cell counts or at advanced clinical disease (Wolff et al., 2010). (Gray
IIIb) (treatment, CD4 counts, Chile)

•

A study using routinely collected program data from 2004 to 2005 of 972 patients at three
government clinics in India found that of the 927 patients for whom treatment outcomes were
available, 71% were alive after two years of treatment. The majority of deaths occurred within the
first six months of treatment (Bachani et al., 2010). (Gray IIIb) (treatment, India)

•

Data from the Ministry of Health, Jamaica found that public access to antiretroviral therapy (ART)
in 2004 coupled with improved lab capacity and support services resulted in a 40% decreased in
AIDS deaths between 2004 and 2008 (Duncan et al., 2010a). (Gray IIIb) (treatment, Jamaica)

•

A systematic comparison of antiretroviral therapy on mortality of HIV-positive patients in both
low-income and high-income countries found that antiretroviral therapy is feasible and effective in
low-income settings. Mortality was higher in the first few months of treatment for patients in low-
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income settings. Those in low-income settings started treatment with considerably more advanced
immunodeficiency than those from industrialized countries, but virological and immunological
response to HAART were similar in both settings. The study compared 4,810 treatment-naïve adult
patients (51% female) from 18 HAART programs in Africa, Asia and South America (lowincome settings) with 22,217 treatment-naïve adults (25% female) in 12 HIV cohort studies from
Europe and North America (high-income settings) and compared baseline characteristics and
outcomes during the first year of HAART (Braitstein et al., 2006). (Gray IIIb) (treatment, HAART,
Africa, Asia, South America, Europe, North America)

2. Early initiation of antiretroviral therapy results in improved quality of life and reduced
mortality.
•

A review by WHO of one randomized controlled trial and 13 observational studies from the USA
and other developed countries found a decreased risk of death in persons who initiated ART at CD4
counts of at least 350 (Anglemyer et al., 2014). (Gray I) (treatment, CD4 counts)

•

A Cochrane review that analyzed data from two randomized clinical trials found that initiation of
ART at CD4 levels above 200 or 250 reduced mortality. A combined total of 1,065 ART naïve,
asymptomatic adults above 15 years of age were included in the analysis. Risk of death was
reduced by 74% in patients who initiated ART at CD4 counts at 350 (SMART 2008) or between
200 and 350 (CIPRAHT001-Haiti). Risk of TB was reduced by half in the group of patients starting
ART at levels above 200 or 250 and at 350. In the SMART study sub-group (249 patients), starting
ART when patients had CD4 counts of 350 rather than waiting until the CD4 count decreased to
250 reduced the risk of disease progression by 70% (Siegfried et al., 2010). (Gray I) (treatment,
CD4 counts, TB)

•

A randomized clinical trial with 4,685 men (half MSM) and women (27% women) above age 18
found that over an average of three years, the risk of AIDS, other serious illnesses or death was
reduced by 53% among those who started ART immediately (41 events of AIDS, other serious
illnesses or death) compared to those who were randomized to only start ART after their CD4 count
dropped to 350, (86 events). The benefits of early treatment were similar for the 2,350 participants
from low- and middle-income countries and the 2,155 participants from high-income countries:
(USA, Europe, Australia, Argentina, Brazil, Chile, Czech Republic, Estonia, India, Malaysia,
Mali, Mexico, Morocco, Nigeria, Peru, Poland, South Africa, Thailand and Uganda). The risk
of developing serious non-AIDS related events, such as hospitalizations, quality of life, etc., was
also lower in the early treatment group compared to those patients who started ART at CD4 counts
below 350. Participants with a CD4 cell count of over 500 were randomized to one of two equal
sized groups, where one group initiates ART immediately and the other initiates ART once the CD4
count has decreased to under 350. The original sample size was increased to 4,600 because the
baseline CD4 count was much greater than originally assumed (median CD4 cell count about 650
compared with 566 cells as originally assumed) (The INSIGHT Strategic Timing of Antiretroviral
Treatment (START) Study Group, 2015). (Gray II) (treatment, CD4 counts, USA, Europe,
Australia, Argentina, Brazil, Chile, Czech Republic, Estonia, India, Malaysia, Mali, Mexico,
Morocco, Nigeria, Peru, Poland, South Africa, Thailand and Uganda)

•

A follow-up study on the HPTN 052 randomized control trial (Cohen et al., 2011a) and found that
early initiation of ART delayed the time to, and significantly reduced the incidence of, AIDSdefining events, tuberculosis, and WHO stage 2 and 3 events. A group of 1,763 HIV-positive
people with a serodiscordant partner from sites in Botswana, Brazil, India, Kenya, Malawi,
South Africa, Thailand, and Zimbabwe were randomly assigned to early ART treatment or to
delayed treatment. Eight hundred eighty-six were assigned to the early treatment group (initiation
of ART at enrollment) and 877 were assigned to the delayed treatment group (initiation when CD4
dropped below 250 cells/µl or with the development of an AIDS-related illness). The median age
of the participants was 33 years, half the study population were women, and the median baseline
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CD4 count was 436 cells/µl. The median CD4 count at initiation of ART for the delayed treatment
group was 230 cells/µl. The cumulative probability for developing a primary outcome event over 2
years was 4.8% in the early treatment group and 7.9% in the delayed treatment group. Primary
outcomes included death, onset of WHO stage 4 disease, development of tuberculosis, bacterial
infections, serious cardiovascular events, liver and renal disease, development of diabetes, and nonAIDS defining malignant diseases. There was no difference in development of a primary outcomes
between the early and delayed treatment groups when the data was stratified by age, geography,
sex, and baseline CD4 count. The cumulative probably of having an AIDS event over 2 years was
3.3% in the early treatment group and 6.0% in the delayed treatment group. The cumulative
probably of developing tuberculosis over 2 years was 1.2% in the early treatment group and 3.7%
in the delayed treatment group. The study, however, “did not record an effect on all cause
mortality,” (Grinsztejn et al., 2014: 9). Secondary outcomes were also measured, which included
stage 2 and 3 events and other conditions including malaria, chronic renal insufficiency, and
hypertension (among others). In total, 34% of patients in the early treatment group and 36% of
patients in the delayed treatment group experienced secondary outcomes. Primary and secondary
outcomes were not concentrated among participants with low CD4 counts; most events were
recorded when the most recent CD4 count was higher than 350 cells/µl. Overall, 24% of patients in
the delayed treatment group ultimately began ART. The median change over 2 years in CD4 count
for the early treatment group was an increase of 225 cells/µl, while the median for the late
treatment group was a decrease of 37 cells/µl. After treatment was initiated, the median change
over 2 years in the late treatment group was an increase of 246 cells/µl. Although the increase was
similar in both groups, the initially lower CD4 cell counts for patients in the delayed treatment
group did not reach the same levels as the early treatment group reported, which may suggest that
delayed treatment can impede or curtail restoration of immunity (Grinsztejn et al., 2014). (Gray II)
Note: Others argue that HPTN 052 cited here was not powered to examine mortality (De Cock
and El-Sadr, 2013a). (treatment, Botswana, Brazil, India, Kenya, Malawi, South Africa, Thailand,
and Zimbabwe)
•

A randomized controlled trial conducted in Haiti showed that earlier initiation of antiretroviral
therapy improved the rate of survival and quality of life of patients. A total of 816 patients (58%
women) with CD4 counts between 200 and 350 were recruited between 2005 and 2008 and
followed for a total of nearly two years. Patients were randomized to 1) a treatment group in which
ART was initiated within two weeks of enrollment to the study, referred to as the early treatment
group; or 2) deferred in accessing ART until their CD4 count fell at or below 200 or until an AIDS
defining illness developed according to the national guideline at the time (standard treatment
group), referred to as the standard treatment group. Only 1% in the early treatment group died
compared to 6% in the standard group in the median 21-month follow-up. At 36 months 98% of the
participants in the early treatment group were alive versus 93% in the standard treatment group.
The risk of dying for a patient in the standard treatment group was four times greater than those in
the early treatment group. There was only one death from infectious cause in the early treatment
group compared to 17 in the standard treatment group. A fifty percent reduction in the incidence of
tuberculosis was also noted in the early treatment group (Severe et al, 2010). (Gray II) (treatment,
CD4 counts, TB, Haiti)	
  

•

Data from the CAPRISA 002 cohort study following women living with HIV in South Africa
found an improvement in overall quality of life, and in the sub categories of physical well-being,
emotional well-being, and social well-being with the initiation of ART. No negative impact was
found on the other two quality of life measurements recorded in the study (functional and global
well-being and cognitive functioning). This study included a group of 160 women living with HIV
recruited in 2004 and followed for up to nine years. Participants completed a baseline assessment
when enrolled in the study, which included the Functional Assessment of HIV Infection. The
assessment measured self-reported quality of life under five subcategories: physical well-being,
emotional well-being, function and global well-being, social well-being, and cognitive functioning.
For all participants, this assessment was done at baseline, at three months, and then biannually.
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Through the period of follow-up, 51 of the 160 participants initiated ART following South African
guidelines. Of the ART cohort, the mean age was 25.9 years old, 75% were married or had a stable
partner, and 13.7% reported being involved in sex work. The mean CD4 count was 488 cells/µl at
enrollment. Comparisons between the ART and the non-ART group showed that the self-reported
quality of life was higher in the group of women on ART. About one-third of women in the ART
group had long-term gains in quality of life after they initiated ART. Stable partnership was also
strongly associated with high self-reported quality of life (Tomita et al., 2014a). (Gray IIIa)
(treatment, quality of life, South Africa)	
  
•

A retrospective cohort study from 2001 to 2010 in four HIV programs in Malawi, Uganda, and
Kenya supported by Médecins Sans Frontières (MSF) found that patients with a CD4 count falling
below 500 cells/µl experienced higher mortality than patients with a CD4 count consistently above
500 cells/µl. A total of 24,037 patients were followed for 69,516.2 person-years of follow-up. Of
these patients, 68% were women, 2.4% died, and 10.3% were lost to follow-up. CD4 counts were
measured upon initiation of ART and were routinely monitored every 6-12 months. CD4 counts
were classified in five categories: less than 50, 50-199, 200-349, 350-499, and 500 cells/µl or more.
The study found higher survival rates of patients at each higher increment of immune response.
The mortality rates were 0.36 deaths per 100 person-years for a CD4 count of at least 500 cells/µl,
0.58 deaths per 100 person-years for 350-499 cells/µl, 0.88 deaths per 100 person-years for 200349 cells/µl, 1.91 deaths per 100 person-years for 50-199 cells/µl, and 7.43 deaths per 100 personyears for less than 50 cells/µl. The study also found that women had better survival rates than men.
Without the extra support of MSF, “the survival benefit achieved by reaching 500 CD4 cell counts
would be even higher,” among other sub-Saharan public health programs (Maman et al., 2012a:
1397). (Gray IIIa) (treatment, mortality rates, Malawi, Uganda, Kenya)

•

An observational study in Sub-Saharan Africa, with 22,315 patients (69.4% women) who started
antiretroviral therapy between January 2000 and 2010 in Uganda found that likelihood of survival
increased in patients with higher CD4 counts on initiation of treatment. Baseline CD4 counts were
categorized into seven groups, with the lowest CD4 count of less than 50 and the highest CD4
count of at least 300. The Ugandan cut-off for initiation of antiretroviral therapy was a CD4 count
under 250). The study showed the highest mortality among patients whose CD4 count was less than
50 at initiation of therapy (risk of dying was 75% likely compared to 41% for those with at least
250 cells). The highest death occurred in the first year of initiation of antiretroviral therapy in all
categories. Survival generally decreased with CD4 count and the difference was significant
between categories over time (Mills, et al., 2011b). (Gray IIIa) (treatment, CD4 counts, Uganda,
Sub-Saharan Africa)

•

A study conducted in Brazil found that timely entry to HIV care and treatment reduced mortality.
Between 2003 and 2006, 115,369 adults living with HIV were included in the study. A total of
32,602 (28.3%) had CD4 counts under 200 among whom 9,870 (30.3%) had an AIDS defining
illness and 12.5% died soon after entry in to HIV care. Late entry to care (i.e. CD4 counts under
350 or an AIDS-defining illness even if CD4 count was above 350) was observed in 43.6% of the
patients. A total of 18,002 (15.6%) patients died in the first 12 months of HIV care, which is a
16.5% probability of death from AIDS in the first 12 months of HIV care. Ninety-six percent of the
deaths occurred in the first 6 months of treatment. With increased duration of treatment death rates
were observed to decrease. Nearly all the deaths (97.5%) occurred among patients who entered into
HIV care late. The probability of death in the first 12 months was 36.3% for patients who entered
into care late compared to 1% for patients who gained timely access to HIV care. Of the total
18,002 deaths that occurred in the first year, 17,189 could have been avoided had the patients
entered into HIV care while still in the early stages of HIV infection (an attributable risk of 95.5%).
The estimated number of avoidable deaths corresponded to 39.5% of the total number of deaths
(43,523) recorded in the 4 year period. Annual decrease in late entry to care was observed
subsequently decreasing the risk of death in the first 12 months from 20.3% in 2003 to 12.5% in
2006. When asymptomatic individuals with CD4 counts 200 to 350 were included, the number of
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deaths increased by 249 but the probability of death from AIDS in the first 12 months of care
decreased to 27.6% for individuals who entered care late and to 0.6% for those who had timely
access to HIV care. The risk of death attributable to late entry into HIV care increased to 97.2%.
The results showed that death from AIDS in the first 12 months was strongly associated to late
entry into HIV care. Late entry to HIV care increased AIDS mortality rates by more than one-third
(Grangeiro et al., 2011). (Gray IIIa) (treatment, CD4 count, Brazil)
•

A study conducted between 2006 and 2010 in Lesotho with 1,177 patients (67% women) found
that initiating antiretroviral therapy at CD4 counts above 200 decreased the number of deaths,
hospitalization and loss to follow-up. Outcomes were assessed based on baseline CD4 count at
initiation of antiretroviral therapy. Five hundred and thirty eight patients were initiated when their
CD4 count was 200 or less and 639 were initiated on antiretroviral therapy when their CD4 count
was greater than 200. Patients who were started on antiretroviral therapy at when their CD4 counts
were above 200 were 68% less likely to die and 39% less likely to be lost to follow-up compared to
those started who initiated treatment when their CD4 counts were below 200. The study also found
that early initiation of antiretroviral therapy was associated with a 27% risk reduction of morbidity
from diseases such as TB, cryptococcal meningitis and diarrhea. Patients who initiated
antiretroviral therapy at CD4 counts above 200 had a 63% decreased risk of hospitalization by 63%
(Ford et al., 2010b). (Gray IIIa) (treatment, CD4 counts, Lesotho)

•

A study of adults on ART in South Africa, initiated between 2004 and 2012, found a 46% decrease
in early mortality (defined as within 91 days of ART initiation) or those who initiated ART between
2011 to 2012, when CD4 counts rose to 199 cells, as compared to earlier years, when median CD4
counts were 110 until 2010, then 145 cells in 2011 and 317 by 2012, once ART eligibility criteria
changed to CD4 counts of 350 in 2011. Almost half of the adults who enrolled into care between
2011 and 2012 had a CD4 count above 350. Patients enrolled in more recent years also had lower
rates of CD4 cell counts under 50. Patients with CD4 cell counts under 50 had a four fold increased
risk of early mortality compared with CD4 cell counts of 201-350. Men had higher early mortality.
The study was based on a review of 19,080 patients, 67.6% female. Of those who die within the
first year of ART initiation, 60% die within the first three months (Lessells et al., 2014). (Gray IIIb)
(treatment, mortality rates, South Africa)

•

The Temprano randomized trial was done in Côte d’Ivoire on 2,076 people from 2008 to 2015.
The study was evaluating the effects of immediate ART initiation as compared to initiation
according to WHO criteria, as well as the use of Isoniazid preventive therapy (IPT). The study
found that early initiation of ART reduced the risk of severe morbidity by 44% and that IPT
reduced the risk of severe morbidity by 35%. The WHO recommends that people living with HIV
who do not have active TB receive IPT to reduce the incidence of TB. The participants were
randomized into four groups: ART initiation with WHO criteria, 6-month course of IPT and ART
initiation with WHO criteria, immediate initiation of ART, and 6-month course of IPT with
immediate initiation of ART. The participants were 78% women, had a median age of 35 years,
and a median CD4 nadir of 465 cells/µl. Upon entering the study, no participants were eligible for
ART according to WHO guidelines. Only 2.2% were lost to follow-up. In this study, immediate
initiation of ART and IPT significantly decreased severe mortality for those living with HIV (Danel
et al., 2015). (Abstract) (treatment, preventive therapy, tuberculosis, Côte d'Ivoire)

3. Antiretroviral therapy initiated at CD4 counts between 350 and 550 can result in fewer
serious HIV-1-related clinical events or death.
•

A randomized trial of 1,763 couples in nine countries – Botswana, Kenya, Malawi, South Africa,
Zimbabwe, Brazil, India, Thailand and the US - in which one partner was HIV-1-positive and
the other was HIV-negative, with 50% of infected partners men, found that early initiation of
antiretroviral therapy at CD4 counts between 350 and 550 in 886 couples was associated with a
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relative reduction of 41% in the number of HIV related clinical events, which “suggests a clinical
benefit for the initiation of antiretroviral therapy when a person has a CD4 count of 350 to 550 cells
per cubic millimeter, as compared with therapy that is delayed until the CD4 count falls into the
rage of 200 to 250 cells per cubic millimeter (Cohen et al., 2011a). (Gray II) (treatment, CD4
counts, Botswana, Kenya, Malawi, South Africa, Zimbabwe, Brazil, India, Thailand, United States)
•

A review of 860 patients on ART from 1996 to 2006 in Côte d’Ivoire for a total of 2,789 person
years found that rates of death or AIDS in patients with CD4 counts of 350-499 resulted in a
decreased rate of mortality, with 10.4 deaths per 100 person-years at CD4 counts between 200 to
349 and 1.6 deaths per 100 person years at CD4 counts of 350-499. However, the rates of death or
AIDS in patients with CD4 counts remained substantial and were higher than those reported from
Western Europe (Anglaret et al., 2012). (Gray IIIa) (treatment, CD4 counts, Côte d’Ivoire)

•

An analysis of 17,517 asymptomatic patients with HIV infection in the United States and Canada
who received medical care from 1996 to 2005 that compared HAART initiation when CD4 count
was between 351 to 500 cells/mm3 as compared to greater than 500 cells/mm3 found that among
patients who waiting to initiate treatment until their CD4 counts were between 351 to 500
cells/mm3, there was an increase in the risk of death. In the first analysis with 8,362 patients, among
patients in the deferred therapy group there was an increase in the risk of death of 69% as compared
with that in the early therapy group, after adjustment for calendar year, cohort of patients and
demographic and clinical characteristics. In the second analysis involving 9,155 patients, there was
an increase in the risk of death of 94%. Female sex was associated with an increased risk of death,
but the risk was not significant after adjustment for RNA level, a history of injecting drug use or
presence of HCV. The benefits of initiating antiretroviral therapy earlier after HIV infection will
need to be weighed against adverse effects of treatment (Kitahata et al., 2009) (*Note that study
authors receive consulting fees from many of the companies who manufacture and market
antiretroviral therapy drugs. The funding for the study, however, came from NIH and other US
government agencies.) (Gray IIIa) (treatment, CD4 counts, HAART, United States, Canada)

•

An analysis of multiple cohort studies from Europe and North America showed that patients who
initiated ART at CD4 counts of 350 or above had improved survival rates. A total of 45,691
patients of whom 26% were women were followed for those prior to access to ART and those who
had access to ART. CD4 counts of patients ranged between zero and 550. Among the 24,444
patients who started ART, 37% started ART when their CD4 counts were between 201 and 350
cells and 21% started ART when their CD4 counts were above 350. Patients who were started on
ART when their CD4 counts were between 351 and 450 had improved survival rates compared to
patients who initiated ART when their CD4 counts were between 251 and 350. Patients who started
antiretroviral treatment when their CD4 counts were between 51 and 150 were 5.67 times more
likely to die or progress to AIDS than patients who initiated on ART when their CD4 counts were
between 351 and 450 (When To Start Consortium, 2009). (Gray IIIa) (treatment, CD4 counts,
Europe, North America)

•

An observational cohort study done in Europe, Australia and Canada found that initiation of
HAART for individuals at CD4 counts of 350 to 500 was associated with slower disease
progression. A total of 9,455 (22.1% women), ART naïve, AIDS-free individuals with CD4 under
800 cells were followed between 1996 and 2009. A cohort study was imagined in which subsequent
disease progression of individuals who initiated HAART during a specific month was compared
with that of patients who did not initiate HAART during this month. The survival times of patients
who deferred HAART in the index month were used to represent the average population prognosis
of individuals who were AIDS free and HAART naïve with a CD4 cell count in a specified stratum
(0-49 cells, 50-199 cells, 200-349 cells, 350-499 cells or 500-799 cells). During the follow-up
period 812(8.6%) patients developed AIDS and 544(5.8%) patients died. Initiating HAART at a
given month when CD4 drops under 350 was protective compared to deferring HAART. The study
found that at CD4 counts 350 to 499 there was a 25% reduction in the risk of death or progression
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to AIDS and a 49% reduction in mortality from all causes. There was no observed benefit of
initiating HAART at CD4 counts 500 to 799 cells. The estimated number of patients who needed to
be treated to prevent 1 death or AIDS decreased from 79 to 16 at 5 years. Risk reduction was one
third as large for patients with CD4 counts of 350 to 499 (Writing Committee for the CASCADE
Collaboration, 2011). (Gray IIIb) (treatment, CD4 counts, HAART, Europe, Australia, Canada)
•

A retrospective observational cohort study done in the United States found that the optimal time
for ART initiation to maximize patient health measured in terms of quality of life was to initiate
ART at CD4 counts under 554. A total of 1,034 patients of whom 27% were women were followed
between 1998 and 2007. At entry of the study patient’s CD4 counts ranged between 200 and 700.
Sixty percent of patients started ART during follow-up. Outcome was measured either based on
CD4 count or quality of life measured in terms of AIDS events, death, non-AIDS events and CD4
counts if asymptomatic. The study estimated that one year after a patient entered the study, patient
health was maximized by starting ART within 3 months of first CD4 measurement below 554 for
those patients for whom outcome was measured based only on CD4 counts. For whom quality of
life was the patient outcome, patient health was maximized by initiating ART at CD4 counts of
354. The study also showed that those with pre-ART CD4 counts above 500 generally preferred
initiating ART at slightly lower CD4 counts (Shepherd et al., 2010). (Gray IIIb) (treatment, CD4
counts, United States)

4. Integrating CD4 count service with voluntary counseling and testing or primary health
clinics can accelerate initiation of treatment.
• A review was done on 15 studies published from 2011 to 2013 in South Africa, Mozambique,
Cameroon, Uganda, Tanzania, and Zimbabwe on point-of-care CD4 testing. Compared with
lab-based testing, point-of-care CD4 testing increased the probably of a patient having their CD4
count measured and of receiving the results of that test. Time to being tested, as well as time
between testing and receipt of result, was significantly reduced. When considering all the data,
ART initiation rates were higher when point-of-care CD4 testing was utilized; however, when
limited to studies reporting ART initiation by eligible individuals, a statistically significant
relationship was not demonstrated. The review included studies on adults, adolescents, children,
and pregnant women. There was one randomized controlled trial, one non-randomized trial, 11
observational cohort studies, one retrospective cohort, and one cross-sectional study. The review
focused on the proportion of patients in care at each step of the care pathway, and the time it took to
reach different levels of the pathway. The steps evaluated included: (1) HIV diagnosis to CD4
testing; (2) CD4 testing to delivery of CD4 results; and (3) eligibility assessment to ART initiation
for eligible individuals. The CD4 count cutoff for ART initiation ranged from 200 to 350 cells/µl
(except notably in a study including children under 3, where the initiation cutoff was 750 cells/µl).
Among the studies reporting on time between HIV testing and eligibility assessment, the
probability of CD4 testing occurring was four times higher when point-of-care CD4 testing
occurred, as compared to lab-based testing. The probability of patients receiving their CD4 result
also increased by nearly a factor of 3. Six studies reported on the proportion of people who initiated
treatment after CD4 testing. In the randomized trial, patients receiving point-of-care testing were 3
times more likely to initiate ART than those who received lab-based CD4 testing. A cohort study
found that patients were 6 times more likely to initiate ART after point-of-care CD4 testing was
introduced, as compared to before introduction when lab-based testing was standard of care. In all
studies reporting on initiation of care after CD4 testing, there was either improved rates of
initiation, or no statistically significant difference between point-of-care and lab-based CD4 testing.
When considering all of the data, ART initiation was more likely among the patients tested with
point-of-care CD4 testing; however, when limiting the data to only those studies that reported
eligibility of all individuals, there was no statistically significant relationship between initiation of
ART and point-of-care CD4 testing. The reduction in time to ART initiation with point-of-care
CD4 testing was statistically significant in one of the two studies reporting data on it. This review
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also notes that simplicity of point-of-care CD4 testing, which was successfully used in five studies
in rural locations and in at least one study by non-physician clinicians (Wynberg et al., 2014).
(Gray I) (treament, CD4 count, health facilities, South Africa, Mozambique, Cameroon, Uganda,
Tanzania, and Zimbabwe)
• A study in South Africa which randomized 344 patients, 64.5% female, to three arms found that
receipt of CD4 result at the time of HIV diagnosis were 2.6 times more likely to report for ART
initiation and 2.1 times more likely to enroll for ART. Other patients received standard of care, i.e.
receipt of CD4 results one week after HIV counseling and testing; or CD4 results one week after
HIV testing and counseling plus an informational leaflet. ART initiation was measured by arrival at
pre-ART care site within one month of HIV testing or for ART initiation within three months if
CD4 counts were over 215. Of the patients that received their CD4 counts immediately following
HIV testing and counseling, 47.6% reported for further care (pre-ART and ART), where as to those
who received their CD4 counts one week later, 33.6% reported for further care. However, for
patients not yet eligible for ART, knowledge of a CD4 count immediately after diagnosis did not
increase the numbers who enrolled in pre-ART care (Faal et al., 2011). (Gray II) (treatment, CD4
count, health facilities, South Africa)

• Data analysis of 19,525 Thai clients who had HIV testing at a VCT center in Thailand from 2006

to 2009 found that of the 13.2% clients who tested HIV-positive for the first time, CD4
measurements were performed in 73.3% of clients living with HIV at the same center where they
had their HIV test and 91.4% occurred within the first month of HIV diagnosis. CD4 count
measurement was available to clients at the same VCT center where they had their HIV test. Of
the Thai clients, 31.8% were women, and 13.2% of these women tested HIV-positive. “The much
shorter duration between CD4 count measurement and HIV diagnosis shown in our study might be
the results of our routine posttest counseling which always includes the recommendation of
immediate CD4 count measurement in the same clinic” (Phanuphak et al., 2011: 250). Treatment
prior to CD4 counts of below 300 increases the risk for mortality (Kitahata et al., 2009;
Phanuphak et al., 2011). (Gray IIIb) (treatment, CD4 counts, HIV testing, health facilities,
Thailand)

• In Mozambique, following the introduction of point-of-care CD4 testing, the proportion of
patients lost to follow up before completion of CD4 staging dropped from 57% (278 out of 492
patients) to 21% (92 out of 437 patients). The median time from enrollment to antiretroviral
therapy initiation was reduced from 48 days to 20 days. The study was conducted at four primary
health care clinics. Total losses between enrollment and antiretroviral therapy initiation dropped
from 64% to 33%. After implementation of point of care CD4 testing, the proportion of enrolled
patients who initiated ART increased from 12% to 22%. The median time between enrollment and
completion of CD4 staging dropped from 32 days to 3 days (Jani et al., 2011). (Gray IIIb)
(treatment, CD4 counts, health facilities, Mozambique)

5. Use of co-trimoxazole prophylaxis together with initiation of antiretroviral therapy
decreases mortality significantly.
•

A meta-analysis including studies published from 2007 to 2010 with data from Cambodia,
Ethiopia, Malawi, South Africa, Uganda, and Zimbabwe examined the effect of daily
prophylactic co-trimoxazole on mortality in HIV-positive populations. The analysis found that cotrimoxazole significantly increases the survival rate of HIV-positive individuals on ART.
Individual studies also demonstrated a reduction in the cases of malaria and diarrhea, a reduction in
the cases of new or recurring WHO stage III or IV disease events, and a reduction in all-cause
morbidity. The hazard ratio associated with prophylactic co-trimoxazole was 0.42, as compared to
a group on ART who did not take co-trimoxazole. Co-trimoxazole contains two antibiotics and
provides protection against bacterial and fungal infection. The WHO recommends (citing this
article, among others) that all people living with HIV who have a CD4 count of below 350 cells/µl
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or have been classified as clinical stage III or IV be provided with prophylactic co-trimoxazole. In
settings with high HIV prevalence, high infant mortality, and limited health infrastructure WHO
recommends that all HIV-positive individuals receive co-trimoxazole prophylactic treatment (WHO
et al., 2013). The analysis included 8 cohort studies and 1 randomized trial. The effect cotrimoxazole had on mortality was seen if initiated before ART, with ART, or after the patient was
stable on ART. There was no evidence of change in the benefit of co-trimoxazole after CD4 count
gains following initiation of ART. Providing cotrimoxazole can also, “help increase the retention
rate, provide an opportunity to assess an individual’s adherence to treatment before the start of
ART, and improve survival in those not on ART,” (Suthar et al., 2012: 134). (Gray II) (treatment,
co-trimoxazole, Cambodia, Ethiopia, Malawi, South Africa, Uganda, Zimbabwe)
•

A study in Uganda and Zimbabwe using patients from the DART Trial found that co-trimoxazole
prophylaxis improved survival in patients in the first 72 weeks on ART. A total of 3,179 adult
patients (65% women) were observed between 2003 and 2008. All patients had CD4 counts under
200 cells. Ten percent did not take co-trimoxazole during the follow-up, 62% were taking cotrimoxazole at ART initiation and the remaining 28% started while on ART. Co-trimoxazole use in
patients who started during or before ART initiation halved mortality in the first 12 weeks on ART.
The overall mortality rate was reduced by 35%. Benefit did not vary with increasing time on cotrimoxazole. On the other hand, when time on ART initiation was considered, mortality reduction
was the greatest in the first 12 weeks of treatment. The reduction in mortality was sustained from
12 to 72 weeks, but not evident after 72 weeks of ART initiation. Average 5 years survival
increased by 5% and 2% in patients who started ART at CD4 count 15 or 150 cells, respectively.
Use of co-trimoxazole started before or at initiation of ART reduced risk of deaths potentially
preventable by co-trimoxazole (malaria, toxoplasmosis, cryptococcal meningitis, diarrhea,
septicemia etc.) by 21%. After 72 weeks no difference in co-trimoxazole effect was observed. The
study also found that use of co-trimoxazole was associated with 26% reduction in risk of new
malaria episode (Walker et al., 2010). (Gray II) (treatment, co-trimoxazole, Uganda, Zimbabwe)

•

Services in rural Uganda which provided participants living with regular three month follow up,
including screening for ART eligibility plus provision of co-trimoxazloe prophylaxis found that
between 2007 and 2008, of 322 patients who learned their HIV-positive serostatus any time
between 2004 and 2008, 79.2% had been screened for ART. Of those eligible for ART, 99% had
initiated ART. Prior to ART initiation, patients received three counseling sessions, a medical exam
and identified a treatment supporter. On starting ART, patients were seen at 2 weeks, four weeks
and then at 3-month intervals or more often if needed (Kazooba et al., 2012). (Gray IIIb)
(treatment, counseling, Uganda)

•

A study done in Kenya showed that provision of free co-trimoxazole in antiretroviral therapyineligible clients improved survival. A total of 5,175 clients had baseline CD4 counts among the
5,854 clients enrolled in to a clinic in Nairobi between 2005 and 2007. Fifty three percent (1,024)
of the clients who had WHO stage 1 or 2 disease and CD4 counts above 250 were ineligible for
ART. Sixty percent of clients accessed care before co-trimoxazole was routinely offered for free
and the remaining 40% before free co-trimoxazole made available. Women represented more than
70% of the clients. The one year retention in care was 84% for ART-ineligible clients enrolled
when free co-trimoxazole was available compared to 63% retention for clients who were enrolled in
the period when co-trimoxazole was not routinely offered for free. Clients who were enrolled to
care in the period when co-trimoxazole was not free were more than 2.5 times likely to be lost to
follow-up and die. Results were similar for clients who had CD4 counts between 251 and 350 cells
and above 350 cells (Kohler et al., 2011). (Gray IIIb) (treatment, co-trimoxazole, Kenya)

•

An observational cohort study conducted in South Africa showed that use of co-trimoxazole
preventive therapy at initiation of antiretroviral therapy increased survival among HIV/AIDS
patients. The use of co-trimoxazole prevented Pneumocystis jirovecii infection and toxoplasmosis.
In resource limited countries, use of co-trimoxazole alleviated the burden of life threatening
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infections such as malaria, bacterial pneumonia and diarrhea among HIV positive patients. In South
Africa even though malaria and Pneumocystis jirovecii pneumonia are not as prevalent and cotrimoxazole resistance is high, co-trimoxazole therapy reduced mortality at any CD4 count on
initiation of antiretroviral therapy. A total of 14,097 patients (38% women) were recruited from
231clinics who started antiretroviral therapy between January 2003 and 2008. Co-trimoxazole
preventive therapy was initiated for 53% of the patients and continued for a mean period of 9
months according to international and WHO recommendations. Reduced mortality was associated
with higher CD4 count at initiation of antiretroviral therapy. Co-trimoxazole use was strongly
associated with lower mortality, with a 36% decrease in mortality. On the other hand, cotrimoxazole prophylaxis was not associated with reduction in mortality among patients who had
both higher CD4 count and stage 1 and 2 WHO clinical diseases at antiretroviral therapy initiation
(Hoffmann et al., 2010b). (Gray IIIb) (treatment, co-trimoxazole, South Africa)

6. Home- and community-based antiretroviral treatment may be effective, but attention
must be paid to potential effects of stigma and discrimination. [See also Strengthening the
Enabling Environment]
•

A randomized controlled trial was done in Uganda following patients on ART between 2005 and
2009 in groups that were treated with either a home-based care regimen or a routine clinic-based
care system. Mortality rates were similar in both treatment groups, even among patients starting
ART at CD4 counts of less than 50 cells/µl. In both clinic- and community-based care, those
patients who initiated care at a CD4 count of less than 50 cells/µl had significantly higher mortality
rates, and the rates for all participants were significantly higher in the first 6 months than they were
in the subsequent follow-up period. Overall, 1,453 adult patients initiating ART between 2005 and
2006 were followed until 2009. Clusters were put together by geographic area and then randomized
into either the home-based care group or the clinic-based care group. Patients were started on ART
following Ugandan guidelines of initiation at CD4 counts at or below 200 cells/µl or late stage III
or stage IV disease. About 71% of the patients were women, the median age was 37 years old, and
31% of patients had CD4 counts of less than 50 cells/µl at baseline. Routine clinic-based care
involved patients picking up their medication and receiving adherence support monthly at the
clinic. They also had clinical visits at 2 and 3 months, and then every 3 months thereafter. Homebased care involved patients receiving lay healthcare workers at their homes monthly. These
healthcare workers would travel by motorbike to each home, would assess the patients clinically,
deliver the ARVs, and provide adherence counselling. They had access to a phone so that they
could contact the clinic if they had any questions. The healthcare workers could also refer patients
to the clinic if necessary, and patients would attend the clinic for clinical visits at 2 and 6 months,
and then every 6 months thereafter. Even when the patients attended clinic, they had a home visit
that month to receive their ARVs. There was an overall mortality rate of 6.36 deaths per 100
person-years of follow-up. There was no statistically significant difference between the cohorts at
either CD4 count level, but there was a significant difference between the mortality of those with a
baseline CD4 count of less than 50 cells/µl and a baseline CD4 count of more than 50 cells/µl. In
the first 6 months of treatment, the mortality rate for all participants was 16.5 deaths per 100
person-years, and in the remaining follow-up period the mortality rate was 3.52 deaths per 100
person-years. There was a significantly higher mortality rate in the first 6 months of ART
regardless of treatment group. Among the patients who had a CD4 count of less than 50 cells/µl at
baseline, there was a higher proportion of deaths attributable to tuberculosis in the home-based care
cohort and a higher proportion of deaths attributable to poor nutritional intake in the clinic-based
care cohort (Woodd et al., 2014). (Gray II) (treatment, home-based care, Uganda)

•

A randomized trial done in Uganda found similar survival rates, plasma viral suppression and
reduced cost when patients on ART were followed at home versus at a health facility. A total of
859 patients (73% women) were randomized to home-based care and 594 patients (68% women) to
facility-based care and followed between 2006 and 2009. Counseling and information were
provided for each patient at the initiation of ART and drugs for one month were given with a pill
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box. Trained officers travelled on motorcycles to deliver drugs, monitor with a checklist of signs
and symptoms of disease progression and drug toxicity, and provide adherence support to patients
randomized to home care. They carried mobile phones to facilitate referral when needed. All
patients were invited to the clinic for routine reviews at 2 and 6 months after initiation of ART and
every 6 months thereafter. In the health facility care group, patients were scheduled at 2 and 3
months after initiation of ART and every 3 months thereafter. Rate of mortality or virological
failure (viral RNA above 500 copies) was 26% both in home (11.29 per 100 person-years) and
facility (11.45 per 100 person-years) cared patients. Adherence to therapy in the past 28 days was
94% for home and 91% for facility cared patients. By the end of the study, 566 (66%) in the home
and 377 (63%) patients in the facility group were alive and on follow-up with full viral suppression.
Sixteen percent of patients in home care and 21% in facility care had a drug substitution at 8
months after initiation of ART. The total cost per patient per year was 793 US$ for home care and
838 US$ for facility care (Jaffar et al., 2009). (Gray II) (treatment, home-based care, Uganda)
•

A prospective observational cohort study was conducted in Rwanda from 2007 to 2009 to compare
the standard of care to a community-based program in addition to the standard of care. The study
found that 85% of the community cohort and 79% of the standard of care cohort was retained in
care with viral load suppression at 1 year. The community cohort had lower rates of death and loss
to follow-up, and a higher probability of suppressed viral load at 1 year after multivariate analysis.
A group of 610 patients were initiated according to national program guidelines at CD4 counts of
less than 350 cells/µl and followed for at least a year. Standard of care included ART and
cotrimoxazole provided monthly free of charge at the clinic. CD4 counts were taken every 6
months after initiation of care. Counseling was also provided. The community-based program
included community health workers visiting patients in their homes every day. These health
workers provided social support, monitored the health of their patients, and directly observed
therapy once a day. The health worker also accompanied the patients to health visits for the first 4
monthly visits. A food ration was provided for the first 10 months of ART, and a transportation
stipend was available for clinic visits. There was additional support provided to those in need,
which included payment of school or insurance fees, microfinance loans, employment aid, and
repairs in the household. There were 306 patients in the standard of care cohort and 304 patients in
the community care cohort. Sixty-six percent of the patients in the standard of care were women,
while 58% in the community cohort were women. The mortality rate in the standard of care cohort
was 7.2% and 4.3% in the community cohort. A total of 3.3% of the standard of care cohort and 1%
of the community cohort were lost to follow-up. Patients in community-based care had a 15%
greater probably of being retained in care with suppression of viral load at 1 year. Both programs
had high rates of retention to care, at 92% in the community cohort and 87% in the standard of care
cohort (Franke et al., 2013). (Gray IIIa) (treatment, community-based care, Rwanda)

•

A global review of 90 studies in lower and middle income countries found that community-based
services were most cost-effective compared to facility based programs. The review found that an
integrated continuum of care, with a formally established affiliation between facility based
programs and community-based programs resulted in better HIV treatment patient outcomes with
lower rates of loss to follow up. Facilities can provide ART, with community sites providing
condoms, adherence counseling, psychosocial support and other care (Amanyeiwe et al., 2014).
(Gray IIIb) (treatment, community-based care)

•

A study was conducted from 2011 to 2012 in South Africa to evaluate a home-based counseling
and testing program that included point-of-care CD4 testing and facilitated referrals to HIV care.
The home-based counseling and testing program achieved high rates of testing, linkage to care, and
uptake of ART. Eighty-six percent of participants who were eligible initiated ART by 3 months.
For participants with a CD4 count of less than 200 cells/µl, the proportion with viral suppression
increased from 20% at baseline to 80% at 6 months. A questionnaire about demographics, sexual
behavior, and history of HIV testing was conducted at the initial visit on 671 adults, along with a
HIV testing with pre- and post-test counseling. Thirty percent of the participants were HIV-
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positive; 36% of the HIV-positive individuals were newly identified. An additional questionnaire
was administered to the HIV-positive participants, which included questions on sexual behavior,
HIV testing and knowledge, HIV clinic visits, and ART initiation. These patients also received
point-of-care CD4 testing to see if they were eligible for ART under South Africa’s initiation
guidelines (CD4 below 200 cells/µl until August 2011, when it was changed to CD4 below 350
cells/µl). The counselors encouraged the participants who were eligible for treatment to visit their
local clinic. Follow-up visits for the HIV-positive participants were conducted at 1, 3, and 6
months to assess ART initiation and to provide counseling on HIV care and adherence. The
median age of HIV-positive participants was 34 years, 82% were female, and 30% were employed.
Of the HIV-positive women, 52% did not know their partner’s status, and 22% reported having an
HIV-positive or the probability of HIV-positive partner. Ninety-two percent of those who knew
they were HIV-positive reported that they had a CD4 count previously done, but only 52% reported
receiving their results. Only 57% of HIV-positive participants had visited an HIV clinic at
baseline, while 96% had visited a clinic at 6 months. Reported condom use at last sexual encounter
for HIV-infected participants increased from 44% at baseline to 68% at 6 months. Home-based
counseling and testing with point-of-care CD4 testing and facilitated referrals improved rates of
HIV testing, ART initiation, and viral suppression; however, there was one reported case of social
harm where a participant lost their income and residence. In this case, they returned to live at home
with support within 3 months (van Rooyen et al., 2013). (Gray IIIb) (treatment, home-based care,
South Africa)	
  

7. Integration of HIV and AIDS services into primary care increases access to testing and
treatment services. [See Structuring Services to Meet Women’s Needs]

7A. Gaps in Programming—Treatment: Provision and Access
1. Barriers such as cost of medications, stigma, long clinic waits, lack of food, and childcare responsibilities may discourage women living with HIV from accessing
antiretroviral therapy.
2. Initiatives that provide for early diagnosis and appropriate longitudinal care prior to
treatment eligibility are needed to reduce mortality rates and costs among adults
accessing treatment.
3. Adequate supply planning and secure funding are needed to avoid ARV stock-outs and
use of obsolete medications.
4. Information systems need better data on distribution of services, effectiveness of services,
and how well services are matched to populations and subpopulations in need of HIV
treatment and care.
5. Interventions are needed to counter gender norms that discourage men from attending
health services until they are extremely sick.
6. HIV surveillance systems do not count those over age fifty, particularly women, and
treatment guidelines are missing for this age group.
7. Well-functioning laboratory systems are needed to measure viral load via PCR to assess
effectiveness of treatment.
8. Interventions are needed to ensure that prisoners have ongoing access to HIV treatment
and care.
9. Additional outreach programs are needed for patients who miss ART clinic visits or fail
to initiate treatment.
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10. Scale up of testing is needed with competent staff and labs in order to assess CD4 counts
and link those who test HIV-positive to treatment.
11. Increased links are needed for women who access treatment to receive counseling
concerning desired children and contraception.
12. Treatment programs need strategies to retain patients on treatment for countries affected
by humanitarian emergencies (refugees of war, internally displaced people, etc.).
13. Improvements are needed in health services, such as increased or flexible clinic hours, to
reduce wait times and to encourage ART initiation.
14. Treatment programs that meet the needs of key populations such as sex workers and trans
populations are needed.
15. Improved support systems for lay or basic health workers are needed to facilitate
effective care in areas where lay health care workers provide a significant proportion of
HIV care.
16. Research is needed on treating anemia, malnutrition and other dietary conditions as well
as on optimum micronutrients for patients accessing ART and for patients prior to
accessing treatment.
17. Pregnant women living with HIV need timely access to CD4 count testing and results to
access treatment.
18. Adolescents living with HIV need information and services through adolescent-friendly
HIV and contraception services.

1. Barriers such as cost of medications, stigma, long clinic waits, lack of food, and childcare responsibilities, among others, may discourage women living with HIV from
accessing antiretroviral therapy. A study found that patients who were living with HIV but
did not access antiretroviral therapy were twice as likely as patients on antiretroviral therapy to
report not having enough food to take with treatment as a concern, in addition to concerns
about cost barriers. Another study found that cost of ARVs, with direct out of pocket payment
at point of care delivery decreased access to ARVs. Another study found transport costs and
waiting time a barrier to access to treatment. Increased efforts are needed so that those in preART care understand that HIV can be transmitted prior to ART eligibility.
•

Gap noted, for example in Zambia (Fox et al., 2010a); Burkina Faso (Kouanda et al., 2010b);
India (Thomas et al., 2009); Mozambique (Posse and Baltussen, 2009); Uganda (Geng et al.,
2010b; Tuller et al., 2010; McGrath et al., 2012); Zimbabwe (Skovdal et al., 2011c); Colombia
(Arrivillaga et al., 2009); Tanzania (Wringe et al., 2009 cited in Geng et al., 2010a); Indonesia
(Riyarto et al., 2010); Sub-Saharan Africa (Mills et al., 2006); South Africa (Smith et al., 2013a);
globally (WHO, 2013).

2. Initiatives that provide for early diagnosis and appropriate longitudinal care prior to
treatment eligibility are needed to reduce mortality rates and costs among adults
accessing treatment. A review found that early mortality among adults accessing
antiretroviral therapy can be attributed to late diagnosis of HIV. Despite multiple interactions
with parts of the healthcare system, a study of women in Uganda found that late presentation
for HIV care resulted largely from the, “inability of the medical system to link women to
appropriate care,” (McGrath et al., 2012: 1095). Women entered care only when symptomatic.
Another study found that more than a quarter of HIV patients in care prior to ART initiation
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did not start ART according to national guideline criteria. Another study found that women did
not know where to go to access treatment. A review found that a process is needed to optimize
transfers of care without treatment interruption and with appropriate medical documentation.
Another study found that over half of patients who were not yet known to be eligible for ART
at enrollment but who had tested HIV-positive, including a quarter who had CD4 counts taken,
were lost to follow up. Another review found that asymptomatic patients perceived little need
to initiate ART. Another study found that those with higher CD4 counts who were not yet
eligible for ART lacked social support and social capital, yet needed this support.
•

Gap noted, for example, in Sub-Saharan Africa (Lahuerta et al., 2013; Mugglin et al., 2012b;
Kranzer et al., 2012; Lawn et al., 2008); resource-limited settings (Geng et al., 2010a); Malawi
and Kenya (Zachariah et al., 2011b; MacPherson et al., 2012a); China (Zhou et al., 2011);
Ethiopia (Alemayehu et al., 2009; Mulissa et al., 2010; Assefa et al., 2011); Vietnam (Nam et al.,
2010); Uganda (McGrath et al., 2012; Wakeham et al., 2010; Miiro et al., 2010); Mozambique
(Auld et al., 2011; Lahuerta et al., 2012; Pati et al., 2013); Malawi (McGrath et al., 2010); Kenya
(Tayler-Smith et al., 2011; Guthrie et al., 2011); West Africa (Lewden et al., 2012); East Africa
(Mujugira et al., 2012); South Africa (Lessells et al., 2014; Smith et al., 2013a; Faal et al., 2011;
Clouse et al., 2013; McGrath et al., 2013); Zambia (Scott et al., 2014); globally (WHO, 2013);
Kenya, Mozambique, Rwanda and Tanzania (Lahuerta et al., 2014); global review of PEPFARfunded countries (IOM, 2013).

3. Adequate supply planning and secure funding are needed to avoid ARV stock-outs and
use of obsolete medications. “As ART cannot be interrupted without risk of development of
drug resistance – and hence worse survival – people on ART need an uninterrupted supply…”
(WHO, 2014a: 32). The Coordinated Procurement Planning Initiative, which monitors the
supply of ARVs in 22 countries, found that at any point half of these countries were at high
risk of stock out (WHO, 2014a). Between 30% and 45% of low- and middle-income countries
have annually reported stock outs in recent years (WHO, 2014a). Studies in multiple subSaharan African countries report stock shortages and stock outs as major risk factors for
treatment interruption. “….Models of supply chain management need to be directly tied to
health outcomes to ensure that the priority is improving health rather then reducing costs”
(Ying et al., 2014, para 17).
•

Gap noted globally in lower- and middle-income countries (WHO, 2014a; Ying et al., 2014) Côte
d’Ivoire (Pasquet et al., 2010 cited in Kranzer and Ford, 2011); Cameroon (Marcellin et al., 2008
cited in Kranzer and Ford, 2011); globally in PEPFAR-supported countries (IOM, 2013);
Malawi and Uganda (Hsieh, 2013).

4. Information systems need better data on distribution of services, effectiveness of services,
and how well services are matched to populations and subpopulations in need of HIV
treatment and care. A review of PEPFAR data plus site visits to 13 PEPFAR partner
countries plus 400 interviews found a lack of data on distribution of services and effectiveness
of services for treatment of people living with HIV.
•

Gap noted globally (IOM, 2013).

5. Interventions are needed to counter gender norms that discourage men from attending
health services until they are extremely sick. Studies have shown that norms of masculinity
prevent men from accessing ART until severely symptomatic.
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•

Gap noted globally (IOM, 2013); and for example, in Africa (Druyts et al., 2013); Zimbabwe
(Takarinda et al., 2015; Skovdal et al., 2011b); Uganda (Kanters et al., 2013; Siu et al., 2012; Siu et
al., 2013); Zambia (Gari et al., 2014; Musheke et al., 2013a); Tanzania (Nyamhanga et al., 2013).

6. HIV surveillance systems do not count those over age fifty, particularly women, and
treatment guidelines are missing for this age group. Currently, 4.2 million people live with
HIV globally with increasing numbers of people over the age of 50 living with HIV. Few
studies assess prevalence among women above age 50. Integration of treatments for common
chronic diseases of old age will need to be integrated into HIV services.
•

Gap noted globally (UNAIDS, 2014a; Salamander Trust, 2014; Mills et al., 2012a); in Africa
(Bendavid et al., 2012b; Negin et al., 2012); Zimbabwe (Negin et al., 2014 cited in Mahy et al.,
2014).

7. Well-functioning laboratory systems are needed to measure viral load via PCR to assess
effectiveness of treatment. However, adequate clinical results can also be cost-effective and
meet patient needs. A study in sub-Saharan Africa found that more than half of test results for
viral load were invalid or inaccurate. A review done in low and middle-income countries
showed that lack of routine virologic monitoring in resource limited ART programs led to the
development of cross-resistance to the NRTI component of second-line treatment. Even where
virological monitoring is available and demonstrates virological failure, delayed switching of
patients to alternative antiretroviral therapy regimens occurs.
•

Gap noted, for example, in globally in resource-limited settings (Phillips et al., 2011; Sawe and
McIntyre, 2009); Sub-Saharan Africa and Africa (Greig et al., 2011; Ford et al., 2009b); India,
Cameroon, Kenya, Malawi, Burkina Faso, South Africa, Nigeria and Senegal (Luca et al.,
2010); Honduras (Murillo et al., 2010).

8. Interventions are needed to ensure that prisoners have ongoing access to HIV treatment
and care. Studies found that prisoners lacked access to ARVs, or for those who accessed
ARVs, faced the dangers of interrupted treatment due to prison transfers.
•

Gap noted, for example, in globally (Jurgens et al., 2007); Namibia (Legal Assistance Center
AIDS Law Unit and University of Wyoming College of Law, 2008).

9. Additional outreach programs are needed for patients who miss ART clinic visits or fail
to initiate treatment. A study showed that issues such as provider to patient ratios; adherence
support programs; and needing transport from rural areas were associated with lower CD4
counts at initiation of ART. Other studies showed that patients were lost between initiation and
maintenance sites. Another study found that one in five treatment-eligible HIV-positive
individuals refused to initiate ART (Katz et al., 2011). Others who dropped out of treatment
were using unproven remedies.
•

Gap noted, for example in Ethiopia, Kenya, Lesotho, Mozambique, Nigeria, Rwanda, South
Africa and Tanzania (Nash et al., 2011); Zambia (Musheke et al., 2013b); South Africa (Katz et
al., 2011; O’Conner et al., 2011; Bassett et al., 2010; Cornell et al., 2010); Botswana (Steele et al.,
2011); Uganda (Nakigozi et al., 2011; Geng et al., 2012b, abstract); Latin America and the
Caribbean (Crabtree-Ramirez et al., 2011). 	
  

10. Scale up of testing is needed with competent staff and labs in order to assess CD4 counts
and link those who test HIV-positive to treatment. Studies are finding that in some
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countries, those who test HIV-positive are presenting with AIDS and that patients do not
initiate ART despite eligibility. Those who test HIV-positive yet not eligible to receive
antiretroviral therapy according to their national guidelines often did not remain in care until
they were eligible for treatment.
•

Gap noted, for example, in Rwanda (Kayigamba et al., 2012); Uganda (Miiro et al., 2010;
Chamie et al., 2012, Abstract); South Africa (Lessells et al., 2011; Losina et al., 2010; Kranzer
et al., 2010; Larson et al., 2010); China (Sullivan et al., 2010b); Ethiopia, Kenya, Malawi,
Mozambique, and South Africa (Rosen and Fox, 2011); South Africa (Naughton et al.,
2011); Ethiopia (Assefa et al., 2010).

11. Increased links are needed for women who access treatment to receive counseling
concerning desired children and contraception. [See also Meeting the Sexual and
Reproductive Health Needs of Women Living with HIV and Safe Motherhood and the
Prevention of Vertical Transmission] A study with patients from multiple sites in sub-Saharan
Africa found that within four years of follow up for 4,531 women, one-third experienced a
pregnancy.
•

Gap noted, for example, in Sub-Saharan Africa (Myer et al., 2010).

12. Treatment programs need strategies to retain patients on treatment for countries

affected by humanitarian emergencies (refugees of war, internally displaced people, etc.).
Researchers found that patients faced challenges accessing treatment and continuing to stay on
ARVs with floods, political crises and strikes.
•

Gap noted in Mozambique, South Africa and Zimbabwe (Veenstra et al., 2010).

13. Improvements are needed in health services, such as increased or flexible clinic hours, to
reduce wait times and to encourage ART initiation. Interviews with people living with HIV
eligible for ART who refused ART found that “the problem is…services…The process is so
long” (Musheke et al., 2013a: 236). In addition, waiting to access ART jeopardizes
livelihoods. Information systems that can track patients across sites can assist in tracking
patients who need care.
•

Gap noted, for example, in Zambia (Musheke et al., 2012; Musheke et al., 2013a); SubSaharan Africa (Lahuerta et al., 2013); Malawi (MacPherson et al., 2012b); Vietnam
(Nguyen et al., 2013).

14. Treatment programs that meet the needs of key populations such as sex workers and
trans populations are needed. Recent WHO guidelines (WHO, 2014b) have noted that key
populations living with HIV should have the same access to ART and ART management as
other populations.
•

Gap noted, for example, in Dominican Republic (Donastorg et al., 2014); Latin America and
the Caribbean (PAHO et al., 2014).

15. Improved support systems for lay or basic health workers are needed to facilitate
effective care in areas where lay health care workers provide a significant proportion of
HIV care. Systems need to be developed specifically for remuneration, retention, and
adequate supervision.
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•

Gap noted, for example, in Botswana (Ledikwe et al., 2013 cited in Bemelmans et al., 2014);
Sub-Saharan Africa (Mwai et al., 2013 cited in Bemelmans et al., 2014); Mozambique
(Rasschaert et al., 2014 cited in Bemelmans et al., 2014).

16. Research is needed on treating anemia, malnutrition and other dietary conditions as well
as on optimum micronutrients for patients accessing ART and for patients prior to
accessing treatment. [See Care and Support: Women and Girls]	
  
	
  
17. Pregnant women living with HIV need timely access to CD4 count testing and results to
access treatment. [See Safe Motherhood and Prevention of Vertical Transmission: Antenatal
Care-Treatment]	
  
	
  
18. Adolescents living with HIV need information and services through adolescent-friendly
HIV and contraception services. [See Prevention for Young People: Increasing Access to
Services]	
  
•

Gap noted for South Africa (Evans et al., 2013).
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7B. Treatment: Adherence and Support
Treatment adherence is necessary to continually
suppress the virus. Adherence to ART leads to “I’m 18 years, you are telling me
better virological outcomes, prevents disease drugs for life?”
progression and improves survival (Nachega et
al., 2010a; Nachega et al., 2010c). Conversely, —Woman living with HIV in Uganda
inadequate adherence leads to drug resistance, (Hsieh, 2013: 11)
which can then be transmitted to others (Simon
et al., 2010) and lead to disease progression and
death (Nachega et al., 2010c). “Preventing adherence-related treatment failure is especially
important in resource-limited settings wherein second-line therapy is up to 17 times more
expensive than first line therapy and often unavailable” (MSF, 2010 cited in Pop-Eleches et
al., 2011: 831). WHO 2013 guidelines also note that the first ART regimen offers the best
opportunity for effective virological suppression and requires that medication be taken exactly
as prescribed (WHO, 2013: 89). Simple, safer, once-daily, single-pills for first line therapy are
now the standard of care (WHO, 2013) and multiple pill regimens for first line therapy are
being phased out.
Treatment has been successfully administered with good adherence in many populations and
groups, including among sex workers (Huet et al., 2011: para 21); and people who inject
drugs (Werb et al., 2010; Malta et al., 2010; Wisaksana et al., 2010; Wood et al., 2008;
Mimiaga et al., 2010). However, while HIV prevalence globally among female sex workers is
12% (36.9% in Sub-Saharan Africa) (Baral et al., 2012), ART use among female sex workers
living with HIV is only 38% (Mountain et al., 2014). Female sex workers are 12 times more
likely to be living with HIV than women in the general population (UNAIDS, 2014a). More
studies are needed to elucidate and overcome barriers to treatment and adherence for sex
workers, such as discrimination by providers (Mountain et al., 2014). [See also Prevention for
Key Affected Populations] Studies in Canada and France among people who use drugs found
that those who were prescribed opioid agonist therapy had higher rates of adherence to
antiretroviral therapy and longer-term virological success (Uhlmann et al., 2010; Roux et al.,
2009). [For information on interactions between antiretrovirals and opioid agonist therapy,
please refer to Bruce et al., 2010 and Altice et al., 2010: 68-69.]
Continuous Monitoring is Needed to Ensure Viral Suppression
HIV care and treatment programs have largely been evaluated by the numbers enrolled in care
(McNairy and El-Sadr, 2012). Monitoring adherence requires multiple approaches including
viral load monitoring, pill counts and measurements and self-reports, among others. In 2013,
the World Health Organization recommended the use of routine viral load measurement as the
preferred way of monitoring treatment outcomes (WHO, 2013) beyond merely counting the
number of people started on ART (Collins, 2014). Also in 2013, UNAIDS launched the
90/90/90 global treatment campaign that, in addition to 90% of people living with HIV
knowing their status and 90% of all people diagnosed with HIV receiving sustained ART,
envisions that 90% of all people receiving ART will have viral suppression by 2020
(UNAIDS, 2014b). While these goals may be ambitious, some countries are on course to

35	
  
	
  

achieve the viral suppression target: in a nationally representative survey, 82.3% of patients
on ART in Rwanda were found to be virologically suppressed (Binagwaho et al., 2014). New
HIV infections in Rwanda fell 60.3% and AIDS-related mortality dropped 82.1% between
2000 and 2012, which may be a result of high rates of virological suppression among those
living with HIV (Binagwaho et al., 2014). But there is still a long way to go: UNAIDS
estimates that in sub-Saharan Africa, only 29% of people living with HIV are virally
suppressed (UNAIDS, 2014b).
A study in Canada with 1,305 patients confirmed that once viral suppression was initially
achieved, adherence of at least 95% or greater was needed to maintain viral suppression: after
adjusting for duration of suppression, individuals with adherence less than 95% were 11%
more likely to rebound, i.e., experience an HIV viral load increase, than those who were
adherent 95% or more of the time (Lima et al., 2010). However, the adherence requirement of
over 95% is based on the use of unboosted protease inhibitors (PI), which are less available in
resource-limited settings (Chung et al., 2011). In resource-limited settings, most antiretroviral
regimens contain non-nucleoside reverse transcriptase inhibitors (NNRTI), such as nevirapine
or efavirenz, which have long half-lives and may remain in the patient’s body for weeks.
Thus, antiretroviral resistance may not occur in patients on NNRTI regimens until their
adherence drops below 80% (Cressey et al., 2005 cited in Chung et al., 2011). Still, treatment
adherence remains critical to viral suppression and improved survival.
Addressing Barriers to Treatment Adherence is Critical to Maintaining High Levels of
Retention
Improved reporting is needed to assess why
people discontinue therapy and how to keep “I feared my husband would know,
patients adherent to antiretroviral therapy (WHO and if he knew, he was going to
et al., 2011b). A systematic review of 84 studies divorce me. Where can I go if I get
examining barriers to treatment adherence found divorced? Who will look after my
“fear of disclosure, forgetfulness, a lack of children? I just said to myself that it
understanding of treatment benefits, complicated is better that I stop medication so
regimens, and being away from medications that I can protect my marriage, and
were consistent barriers to adherence in so that my children can have a
developed and developing nations. More future.”
common to developing country settings were
issues of access, including financial constraints — Woman living with HIV who stopped
and a disruption in access to medications” (Mills treatment, Zambia (Musheke et al., 2012:
et al., 2006: 18). Clearly, when patients have to 4)
pay for ARVs in resource-limited settings in a
context of poverty, access and adherence will be negatively affected (Lal et al., 2010;
Ruanjahn et al., 2010). Having to walk long distances to access services is another factor – in
one study in Zambia, over half of patients had to walk for more than one hour to access
services (Sasaki et al., 2012). WHO reports that of 118 countries reporting, 38% reported at
least one or more ARV stock outs in health facilities during 2009 (WHO, 2010 cited in Atun
and Bataringaya, 2011; WHO et al., 2011b), which can make adherence unachievable for
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patients. To address the issue of stock-outs, WHO has developed key indicators to monitor the
performance of supply chain management systems (WHO, 2011e).
In 2009, 18% of people who started antiretroviral therapy in low- and middle-income
countries were no longer in care within 12 months (UNAIDS, 2011a). Average retention at 12
months after initiating antiretroviral therapy was 67% at 60 months, with 46 countries
reporting (WHO et al., 2011b). Globally, retention at 12 months is similar among women and
men (WHO et al., 2011b). In a recent study of 4,147 patients in 17 facilities in Tanzania,
Uganda and Zambia, retention ranges from 25.8% to 90.4% at year four (Koole et al., 2014),
showing that some sites are in need of critical improvements to improve retention to care.
Additional research is needed to understand why adherence interventions are effective in some
settings yet not effective in other settings (Chaiyachati et al., 2014).
There Are Gender Differences in Treatment
Adherence
For the most part, men and women have similar “When I disclosed to my husband,
adherence rates, though a few studies have found He refused to accept. Whenever he
higher rates of non-adherence in women (Puskas finds my ARVs, he throws them in the
et al., 2011). There are, however, gender latrine”
differences in predictors of adherence. Women
may
need
family
support,
including —Woman living with HIV who is a
redistribution of household responsibilities, to member of Women Fighting AIDS,
enable them to adhere to treatment. Even if drugs Kenya (Machera, 2009: 19)
are free or subsidized, women may not be able to
afford the time or money required to travel to a clinic. A qualitative study of women living
with HIV in Colombia found that women prioritized the needs of their HIV-positive children
over their own adherence needs (Arrivillaga et al., 2011). Women in Malawi and Uganda also
reported challenges in managing their own adherence as well as that of their children (Hsieh,
2013). Some women sold their ARVs to survive financially (Arrivillaga et al., 2011). Women
may also have difficulty navigating treatment when it conflicts with other activities for
survival. Sex workers, in particular, face difficulties in adherence in large part due to stigma
and discrimination. [See Strengthening the Enabling Environment & Prevention Among Key
Affected Populations: Female Sex Workers] One South African sex worker points out the
struggles she faces: “If you don’t pay off the police, they take you to jail…you can’t take
antiretroviral drugs or any medication you need” (Arnott and Crago, 2009: 10). Women sex
workers in Vietnam reported that they were not allowed to join networks of people living with
HIV who gained access to valuable support and information services because they were seen
as “social evils” rather than “innocent wives getting the disease from their husband” (Nguyen
et al., 2013: 218).
Side effects can also deter women from adhering to treatment plans. Some medications cause
a redistribution of body fat resulting, for example, in a large belly, or a collection of fat at the
base of the neck, or loss of fat from the cheeks (Mbonye et al., 2013; Han et al., 2011; Elliott
et al., 2011). Women reported problems with adherence due to how ARVs changed their
appearance with bodily changes creating visibility of their HIV-positive serostatus and
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consequent stigma. Women may also be more adversely affected by the common side effects
of ARVs that result in anemia. Yet a food assistance program in Mozambique did not increase
adherence compared to those with no food assistance (Posse et al., 2013). A study of quality
of life among people living with HIV in Cuba found that women reported higher levels of
pain compared to men, and that pain interfered more in women’s lives than in men’s lives,
and that overall, women did not enjoy the same health-related quality of life as men
(Aragones-Lopez et al., 2012). In some countries, such as Vietnam, men (1,016 patients,
63.8% male) reported better quality of life on antiretroviral therapy than did women, as
women cared for their husbands, some of whom injected drugs (Tran, 2012).
However, it is also clear that men face particular
challenges in accessing and adhering to HIV “It involves being shouted upon like
treatment, as men’s ideal sense of masculinity a child, don’t you see, no respect at
may be threatened by disclosing their status and all.”
seeking treatment. Being physically strong,
capable of hard work and having children were —Ugandan man reporting being scolded
also seen as signs of masculine identity, which by nurses (Siu et al., 2013: 49)
were threatened by being labeled HIV-positive.
Furthermore, men often perceive health services as spaces for women and children rather than
for them. Services can seem “male-unfriendly” (Skovdal et al., 2011d: 2). A study from
South Africa found that men’s adherence was challenged by factors related to an enabling
environment, such as conditions of employment, with problems getting time away from work
for clinic visits or loss of income due to waiting in lines at clinics (Maskew et al., 2013).
Support groups and counseling for men may also be beneficial (Hsieh, 2013). Focus group
discussions with men living with HIV on treatment who had disclosed to their partners in
South Africa found that men wanted to access male-only support groups at clinics where they
collect their medication with guarantees that their HIV status would not be disclosed outside
of the support group setting. Despite the fact that support groups were available four times per
week, men did not know of these support groups (Madiba and Canti-Sigaqa, 2012). Yet in a
study in Uganda, men who were recipients of support, such as expenses for children’s
education, or given livelihood options, such as goats, were more adherent than men without
this support. Treatment may be undertaken by some men to regain health, self-worth, ability
to work and provide for their families as a sign of their masculinity (Siu et al., 2012; Siu et al.,
2013).
Nondisclosure Contributes to Adherence Difficulties
Disclosure can have both negative and positive consequences. Disclosure has the potential to
lead to much needed support or it may lead to stigma, discrimination, abandonment or
violence (Sasaki et al., 2012; Amanyeiwe et al., 2014). A study in Uganda found that
internalized stigma was correlated with lack of disclosure, and suggested that stigma reduction
efforts are key to increasing disclosure (Tsai et al., 2013). [See also Strengthening the
Enabling Environment: Reducing Stigma and Discrimination] A global review of stigma and
adherence found that in some studies, disclosure was correlated with increased adherence,
while in other studies, disclosure did not result in increased adherence. Where stigma was
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great, treatment was interrupted in order to conceal an HIV-positive status (Katz et al., 2013).
A study in Botswana found that nondisclosure of positive HIV-status to a sexual partner was
predictive of poor adherence rates (Do et al., 2010).
A woman may not disclose her status to her
husband for fear of violence. A global survey of “I lost my marriage when I told my
2,035 adults living with HIV found that 17% of husband my status…so I did not tell
patients in long-term relationships had not my boss...Instead, I decided to stop
disclosed their serostatus to their sexual partner. going to the clinic so that she does
Patients feared the impact of disclosure on their not know my status.”
relationships and their employment (Nachega et
al., 2012). Studies of interventions to facilitate —Woman living with HIV who stopped
disclosure are lacking (Reda and Biadgilign, treatment, Zambia (Musheke et al.,
2012). In some studies, men living with HIV 2012: 5)
reported caregiving and support from their sexual
partner, however, women reported that disclosure resulted in a narrative of “neglect and
violence (at times in life-and-death terms), often culminating in estrangement or divorce after
the disclosure of their HIV-positive status to their male partners” (Schneider et al., 2012: 823).
Some women in Uganda and Malawi feared violence or being ejected from their homes if they
disclosed their positive serostatus (Hsieh, 2013; Omunakwe et al., 2014; Katz et al., 2013).
[See also Strengthening the Enabling Environment: Transforming Gender Norms and
Addressing Violence Against Women]
Improving Treatment Adherence Requires Counseling, Empowerment to Overcome
Barriers and Reduce Loss to Follow Up

“It is difficult for me to go to the
doctor. I have to ask permission to
leave work. This is not easy because
if told (my bosses) that I have AIDS,
they would fire me…. Nobody ever
offers to take care of the kids.”
— Woman living with HIV in Colombia
(Arrivillaga et al., 2011: 180).
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Treatment programs must assess who gains access to
treatment, how, and if it is accompanied by care and
support. Does the program address adherence? Do
patients receive adherence support? Do patients
receive good quality counseling? Are patients
satisfied with their quality of care? Have patients received proper information on medications
and dosage? (Gruskin et al., 2007a). Programs should also promote treatment literacy so that
all people know that AIDS cannot be cured but that ARV treatment can prolong life, with
improved quality of life (IOM, 2013). For those on ARV therapy, treatment literacy is vital to
understanding the importance of adherence. A survey in Togo found that patients who had
good knowledge of the number of tablets per dose, the name of daily intakes and the times of
drug intake had better adherence (Potchoo et al., 2010). Another survey in Cuba found that
motivation was key (Beng et al., 2011).
Adherence may be best improved by addressing multiple levels simultaneously: with health
providers that support families living with HIV, as well as community wide stigma reduction
efforts (Katz et al., 2013). Ensuring that people are not lost to follow up is critical for
maintaining treatment adherence. In some studies, men were more likely to be lost to follow
up once on ART (Charurat et al., 2010; Tweya et al., 2010).
While there is little data demonstrating what works specifically for women in improving
treatment adherence, there are some interventions that have been shown to work for both men
and women such as provision of counseling, treatment support and treatment literacy.
Counseling support by HIV-positive peers has been found to also be effective in improving
treatment adherence in Thailand, through a model developed by the Thai Network of People
With HIV/AIDS (TNP+). In Haiti, Rwanda and Lesotho, the Partners in Health’s
“accompaniment” model, which includes daily home visits by community health workers, free
clinic visits, nutritional support, transportation to clinics and preferential hiring of people
living with HIV has also been found effective (Ford et al., 2009a). [See also Strengthening the
Enabling Environment: Promoting Women’s Leadership] A study of MSM in the United
States found when sexual partners regard themselves as a collective unit, those partners living
with HIV had higher rates of viral suppression, suggesting that incorporating relationship
dynamics into counseling is important (Gamarel et al., 2014). For migrant workers, mobile
HIV services with longer lasting supplies of ARVs is a promising model for the many migrant
populations who need reliable HIV treatment supplies (Lynch et al., 2012).
WHO recommends a combination of programmatic and individual level interventions to
support adherence. Programmatic interventions to adherence include use of fixed dose
treatment regimens, minimizing costs related to ART and ensuring commodity security.
Individual level interventions include use of mobile phone reminders (Lester et al., 2010),
peer support mechanisms such as support groups, nutrition support and management of mental
health conditions and drug abuse (WHO, 2013).
The World Health Organization also provides guidance on decentralization of treatment and
task shifting that may increase access to ART and impact both retention and adherence to
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ART (WHO, 2013). Some progress is being made on decentralization: in 23 countries where
Médecins sans Frontières is working, ART has been made available at more than 40% of
public facilities in four countries and more than 20% in more than eight countries, while 13
out of 16 countries now allow lay counselors to provide ART adherence counseling (Lynch et
al., 2012). Additional strategies such as the use of health workers to monitor adherence, task
shifting and paid patient advocates (Igumbor et al., 2011; Braitstein et al., 2012) have all
shown to increase adherence but are outside the scope of this compendium.
New technologies to facilitate adherence are also
being developed (Haberer et al., 2010) such as the “These pills mean life to me, so if
use of hand-held personal digital assistants to track they were no longer accessible I
and assess patients (Selke et al., 2010), lab results would die.”
linked to mobile phone technology and connecting
peers in an area. Physicians are poor predictors of — Patient (Gilbert and Walker, 2009:
whether a patient will be adherent (Walshe et al., 1126)
2010) and pill counts, viral load, and other
externally validated ways should be used to measure adherence. These practices and tools are
useful for both men and women. Although most adherence interventions address both men
and women, further research is needed regarding the best ways to overcome a number
treatment adherence barriers specific to women such as fear of disclosure, stigma, violence,
body image issues related to medication side effects, among others.

7B. What Works—Treatment: Adherence and Support
1. Adults in resource-poor settings, including key populations such as sex workers, have
achieved good adherence to antiretroviral therapy with results similar to those achieved in
resource-rich countries.
2. Fixed dose once-daily ARVs can improve adherence and clinical outcomes.
3. Peer support groups can increase adherence.
4. Counseling improves adherence.
5. Providing treatment support and literacy, including by HIV-positive peers and by
providers, can increase adherence.
6. Pill counts and pillbox organizers increase adherence and are a low-technology
empowerment tool.
7. Mobile phone text messages from health providers may improve adherence by providing
patient support.
8. Community-based antiretroviral therapy programs may be as effective for adherence as
facility-based programs, with lower costs for both patients and services.
9. Decentralization and integration of HIV services may increase adherence and early
access to ART.
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Promising
10. Frequent viral load monitoring can result in better health outcomes, including improved
adherence and early identification of drug resistance.
11. Early active follow up when patients miss appointments may increase adherence.

B. Evidence
1. Adults in resource-poor settings, including key populations such as sex workers, have
achieved good adherence to antiretroviral therapy with results have similar to those
achieved in resource-rich countries. [See also Treatment: Provision and Access]
•

A review of nine articles and 18 abstracts until 2006 from Sub-Saharan Africa, with 12,116
patients found favorable levels of adherence, with 77% of patients achieving 95% adherence
according to patient self-reports. Adherence from studies in sub-Saharan Africa showed that that
more patients were adherent than patients in North America, based on 31 studies with 17,537
patients (Mills et al., 2006). (Gray II) (treatment, adherence, Sub-Saharan Africa)

•

A systematic review and meta-analysis of 39 studies from female sex worker populations in Benin,
Burkina Faso, Kenya, Rwanda, Zimbabwe, Canada, United States, India, Russia, Thailand,
Vietnam, Dominican Republic, El Salvador, Brazil found that sex workers can achieve high
rates of adherence. From 9 studies from Africa, Central America, the Caribbean and North
America, 76% were adherent to more than 95% of prescribed pills. The pooled estimate of
adherence for studies from LMIC was 76%. Similar to women in the general population, 57% on
ART were virally suppressed, with study populations in Asia, Africa and Latin America. Three
studies from Canada, USA and Dominican Republic found treatment experienced female sex
workers who were no longer on ART. Loss to follow-up after ART initiation based on six studies
from Kenya and Burkina Faso was 6%. Death following ART initiation based on six studies from
Kenya and Burkina Faso was 6%. Female sex workers were defined as women who reported sex
work within the previous six months or currently. Of the 39 studies included, 24 were prospective
cohort studies, 12 were cross-sectional and 2 were retrospective case control. Median gains in CD4
count after 6 to 36 months ranged between 103 and 241 cells. However, current ART use among
female sex workers was only 38%, with ever ART use greater among sex workers in high-income
countries compared to LMIC (Mountain et al., 2014). (Gray IIIa) (treatment, adherence, Benin,
Burkina Faso, Kenya, Rwanda, Zimbabwe, Canada, United States, India, Russia, Thailand,
Vietnam, Dominican Republic, El Salvador, Brazil)

•

A retrospective observational study of 79 patients (84.2% men) who accessed ART at a private
clinic in Argentina and were on ART for a median of 14 years found that 87.3% had an
undetectable viral load. More than 90% had a median CD4 count of 516 (Socias et al., 2013). (Gray
IIIb) (treatment, adherence, Argentina)

•

A prospective cohort study of 354 Rwandan women living with HIV on ART found that all
reported complete adherence in the three days prior to their clinic visit, supported by changes in lab
measures. The median CD4 count within six months prior to ART was 185 compared to 264 at the
post-ART visit, which occurred nine to fifteen months following ART initiation. In addition, 94%
refilled their medication at the appropriate time. In Rwanda, in order for a patient to become
eligible for ARVs, they must attend a two to three day treatment literacy session, accept to be
visited by a health care worker, have a fixed residence in a known catchment area of a health
facility and disclose HIV status to a trusted family member, along with someone who will help
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them with adherence. Adherence is reinforced at the community level by community health
workers and/or a member of an association of people living with HIV. In addition, 96% of
Rwandans have health insurance and ARVs are provided at no cost. Care was provided by an NGO
with outreach efforts that included patient home visits (Musiime et al., 2011). (Gray IIIb)
(treatment, adherence, Rwanda)
•

A study in Botswana of 300 adult patients initiated in 2005 and found that 81.3% of patients were
adherent based on four day and one-month patient recall and also based on clinic attendance for
ARV medication refills during the prior three months. Adherence was defined as self-report of no
missed ARV medication doses in the past four days; self-report of no missed ARV medication
doses during the past one-month; and self-report of no missed ARV medication refill visits during
the past three months. Adults receiving combination ART for one to six months had adherence rates
of 77% and those receiving combination ART for more than twelve months had adherence rates of
79% (Do et al., 2010). (Gray IIIb) (treatment, adherence, Botswana)

•

A cross-sectional study with quantitative and qualitative methods in 2007 with 422 patients in
Ethiopia found an adherence rate of 88.1% based on unannounced pill counts (Beyene et al.,
2009). (Gray IIIb) (treatment, adherence, Ethiopia)

2. Fixed dose once-daily ARVs can improve adherence and clinical outcomes.
•

A meta-analysis of 19 randomized controlled trials was completed to investigate how pill burden
and once-daily and twice-daily regimens of ART influenced adherence and virological outcomes.
Higher pill burden was associated with reduced adherence and reduced rates of virological
suppression, for both once-daily and twice-daily ART regimens. Adherence rates were higher in the
once-daily ART regimens as compared to the twice-daily regimens. There was no statistically
significant relationship found between virological suppression and once- or twice-daily ART
regimen. Adherence and viral suppression decreased with longer follow-up time, but adherence
decreased less with once-daily regimens than with twice-daily regimens of ART. The studies were
published between 2004 and 2011 and were located primarily in high-income countries, with some
data from middle- and lower-income countries. The trials included data from 6,312 individuals
living with HIV. Adherence was measured with either pill counts or with medication event
monitoring system caps. Adherence was 2.55% higher among participants following once-daily
regimens as compared to patients following twice-daily regimens. There was no significant
difference in treatment outcomes as measured by virological suppression between once- and twicedaily regimens of ART, which may be due to the minimal difference in adherence not translating to
statistically significant outcomes. Decreasing pill burden in this meta-analysis was associated with
better adherence and virological suppression, and adherence was improved with once-daily
regimens as compared to twice-daily regimens (Nachega et al., 2014). (Gray I) (treatment,
adherence)

•

A meta-analysis of randomized controlled trials and cohort studies was done to compare the effect
of fixed-dose combination ART and separate tablet regimens on adherence, virological suppression,
and patient preference. The analysis demonstrated that fixed-dose combinations were associated
with better adherence and to a lesser extent, increased virological suppression as compared to those
not receiving fixed-dose ART. All studies reporting on patient preference indicated that patients
preferred the fixed-dose combinations. The analysis included studies on partial fixed-dose
combinations (where two pills were combined) and full fixed-dose combinations (where there was
a single tablet regimen), as compared to regimens with a greater number of pills. Twenty-two
papers, including data on 27,230 people, were included in the analysis. There were 6 randomized
controlled trials, 10 prospective cohort studies, and 5 retrospective cohort studies. The studies were
published from 1999 to 2013 and most were carried out in high-income settings. In most of the
studies, less than half of the participants were women. The meta-analysis for viral suppression
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which included 6 of the studies demonstrated greater virological suppression among patients on
fixed-dose combinations. The analysis for adherence which included 5 of the randomized
controlled trails indicated better adherence among the group on fixed-dose combinations. In the 4
studies that reported on quality of life, all reported better patient scores on fixed-dose combinations
compared to separate pill regimens, including through quality of life score, a depression score, and
self-perceived psychological fatigue. In one study, 97% of patients on fixed-dose combination
treatment perceived their regimen to be ‘very easy’, compared to 81% of patients not on fixed-dose
combination treatment. The authors of this meta-analysis write in favor of fixed-dose combinations
that, “unlike other adherence support interventions which themselves require a degree of adherence,
[fixed-dose combinations] require no further action on the part of the patient or provider as the
intervention is an indivisible characteristic of the treatment,” (Ramjan et al., 2014: 510). (Gray I)
(treatment, adherence)
•

3.

A global review of numerous randomized controlled trials found that once daily regimens improved
adherence (Thompson et al., 2012; Ford et al., 2013b). (Gray I) (treatment, adherence)

Peer support groups can increase adherence.
•

A randomized controlled trial with 68 women during a six-month period in rural India found that
support by village women who received training resulted in statistically significant increased
adherence. These village women received a three-day training to learn the basics of HIV/AIDS
progression; the importance of adherence; coping strategies; the importance of nutrition; and life
skills options. Supervision was ongoing. Women in the intervention group received six classes from
the trained women on how to overcome barriers to adherence; how to reduce stigma; cooking tips
for good nutrition; the benefits of earning income; and received a monthly supply of 2 kilos of food
to cook. The women trained to provide support visited 5 women every week and worked to mitigate
any barriers to adherence, such as providing bus fare for women to get to health services and
accompanying the women to health services. The usual care group just received the six classes and
chickpeas to cook. Adherence was measured by pill counts (Nyamathi et al., 2012). (Gray II)
(treatment, adherence, support, India)

•

A randomized trial of 48 women living with HIV in Nigeria who completed a six month follow up
assessment found that motivational group support resulted in significantly higher levels of selfreported adherence. Among the intervention group, 93% reported never missing any medication
compared to 40% of the standard of care group. Facilitators received a 24-hour training. Group
support focused on topics such as discrepancies between current adherence behaviors and future
goals (Holstad et al., 2012). (Gray II) (treatment, adherence, counseling, support, Nigeria)

•

A cohort study conducted from 2007 to 2011 in South Africa followed participants in adherence
clubs to study the effectiveness of group-based care led by non-clinical staff to prevent loss to
follow-up, death, and virologic rebound. This data was compared to patients receiving routine care.
Participation in an adherence club reduced loss-to-care by 57% and reduced virologic rebound by
67%. Ninety-seven percent of club participants remained in care at the end of the study as
compared to 85% of patients in routine care. Participation was offered to adult patients who had
been on ART for at least 18 months and had a CD4 count above 200 cells/µl. Of the 2,829 patients
in the cohort, 502 chose to participate in a club. At the conclusion of the study, 12.8% of patients
died or were lost to follow-up and 9.0% had virologic rebound. The median age was 33, 71% of
participants were women, and 88% of patients were virologically suppressed at the initiation of the
study. Adherence clubs consisted of groups of 15 to 30 patients who met for counseling and to
collect their medication. Most patients who had the option to transition to the adherence club did so
as it took less time to collect medications through the club than it did at the clinic. Medications
were pre-packaged for each patient and brought to the meeting by the counselor. Patients in normal
care who were less than 25 years old and who entered the study with a CD4 count of less than 50
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cells/µl had the highest rate of death and loss to follow-up. Patients were more likely to be enrolled
in a club if they had a higher CD4 count at study entry or during follow-up, were women, or had
been on ART for longer than average. Adherence clubs improved adherence by decreasing loss to
follow-up and virologic rebound (Luque-Fernandez et al., 2013) This model is currently being
scaled up in Western Cape, South Africa (Wilkinson, 2013). (Gray IIIa) (treatment, adherence,
support, South Africa)
•

A study of 268 patients in South Africa found that support of a treatment buddy, community health
workers or support group had better ART outcomes than those patients who did not. Treatment
buddies reminded the patient to take ARV drugs and 75.9% of study participants reported that their
treatment buddy helped their adherence. Community health workers provided emotional support
and motivation for adherence. And 89.9% of support group members reported that the support
group meetings helped them by sharing knowledge and experiences. Over 85% of patients rated
treatment buddies, community health workers and HIV support groups as good or excellent. Of the
268 patients, 76.4% had CD4 counts over 200 after 24 months of ART (Wouters et al., 2009b).
(Gray IIIa) (treatment, adherence, support groups, South Africa)

•

In Vietnam, people living with HIV served as peer assistants to help other people navigate the
steps from HIV diagnosis to enrollment in HIV outpatient care clinics. National guidelines in 2010
have resulted in community teams trained to support adherence, resulting in a rate of retention of
90% in some districts. In one district, antiretroviral therapy retention improved from 66% to 85%
between 2009 and 2010 (WHO et al., 2011b). (Gray IIIb) (treatment, adherence, support groups,
Vietnam)

•

A study between 2008 and 2010 with 1,384 people living with HIV enrolled in 291 groups in
Mozambique found that support groups led to increased adherence. ART distribution and
monitored adherence was conducted by community groups in a model developed by Medecins sans
Frontieres and provincial authorities. Patients who were stable on ART for six months were
informed about the community ART group model and invited to form groups. Group members
facilitated monthly ART distribution to other group members; provided adherence and social
support; monitored outcomes and ensured that each group member had a clinical consultation once
every six months. Group members visited the health center on a rotational basis, so that each group
member had contact with health services at least once every six months. Group members were
followed for 12.9 months. Of the 1,301 patients still in community groups after 83 transferred,
97.5% remained in care, 2% died, and 0.2% were lost to follow up. In other health settings in this
area, up to one in five patients are lost to follow up. To join a community support group, patients
had to be clinically stable on ART for at least six months and have CD4 counts over 200.
Counselors trained the newly formed groups on their roles and responsibilities. Group members
could still visit the health center for any reason at any time. At the facility, the group representative
discussed each group member with a counselor or clinician, covering issues of adherence, clinical
status, etc. The group monitoring form was reviewed. Upon return to the community, the group
representative distributed medications and returned patient appointment cards and if needed,
requested a group member to go to the health facility for follow up. All members for different
community groups were invited every six months for a group session held either in the community
or the health facility to discuss when to go to the clinic for unplanned consultations, patient
education on TB, etc. CD4 counts are taken. The majority of community group members were
female (70%). Median gain in CD4 cell count since initiation was 478.5. Of the patients, 3.5%
decided to transfer back to conventional care (Decroo et al., 2011). (Gray IIIb) (treatment,
adherence, support groups, Mozambique)

•

A qualitative study of 18 women with four focus groups from 10 different support groups led by
para-professionals in Rwanda found that the support group empowered them to become adherent:
“I met with (support group) counselors and they told me how I will survive with HIV...I learned the
importance of taking medicine on time…Before I attended, the doctors used to ask me if I was
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taking the medicine at home and I used to say, ‘Yes, I take them” but I was lying to them.”
(Walstrom et al., 2013: 98). (Gray V) (treatment, adherence, support groups, Rwanda)
•

A qualitative study of 26 women in Thailand found that joining AIDS support groups provided
emotional support. One woman stated: “Joining the group activity is good...(and) makes me have
emotional strength that it is not only me who has got this disease in the world” (Liamputtong et al.,
2012: 447). (Gray V) (treatment, adherence, support groups, Thailand)

•

A qualitative study of 15 women living with HIV in Vietnam found that women in support groups
expressed that they enjoyed a lot of benefits by participating in support groups, but also found that
their additional knowledge made them fear treatment failure and whether ARVs would always be
available to them (Nguyen et al., 2012). (Gray V) (treatment, adherence, support groups, Vietnam)

•

A qualitative study of women living with HIV in Colombia with six in-depth interviews and five
focus groups with 47 women found that participation in support groups was associated with higher
adherence (Arrivillaga et al., 2011). (Gray V) (treatment, adherence, support groups, Colombia)

4. Counseling improves adherence.
•

A meta-analysis of 19 randomized controlled trials including 1,839 patients found that one-on-one
counseling given by health providers, with a median of two sessions, with each session lasting 60
minutes, with patients being more than one and a half times more likely to achieve 95% adherence,
compared to controls. The effect was larger in studies where pills counts were used as compared to
self-reporting (Simoni et al., 2006 cited in Vergidis et al., 2009). (Gray I) (counseling, health care
providers, adherence)

•

A review of 21 studies in Sub-Saharan Africa (including three randomized controlled trials; six
mixed method studies; seven cohort studies; and five qualitative studies) on the roles and outcomes
of community health workers found that community health workers effectively provided counseling
and adherence support, as well as screening and referral for patients, enhancing uptake of HIV
services and retention in care. Community health workers also reduced clinic wait times and
reduced the workload of other health workers. Patients served by community health workers did not
have increased mortality nor any differences in virologic failure compared to patients served only in
facilities. Studies found that community health workers in Uganda led to timely patient referrals,
reducing delays in care (Alamo et al., 2012 cited in Mwai et al., 2013); improved patient flow at
clinics in Lesotho (Joseph et al., 2012 cited in Mwai et al., 2013): and increased access and
improved virological suppression in Uganda and Rwanda (Kipp et al., 2012; Rich et al., 2012 cited
in Mwai et al., 2013). However, community health workers lacked adequate recognition,
remuneration and involvement in decision-making leading to demotivation and attrition.
Community health workers were defined as those having no formal professional or paraprofessional
certificate or degree in tertiary education (Lewin et al., 2010 cited in Mwai et al., 2013). (Mwai et
al., 2013). (Gray I) (treatment, adherence, community health workers, Sub-Saharan Africa)

•

A randomized controlled trial with 297 patients living with HIV conducted from 2007 to 2009 who
were ART-naïve in South Africa found that participants receiving intensive motivational
counseling had similar rates of adherence to patients who received didactic adherence counseling.
Participants were 43.1% male and virological suppression at nine months was achieved in 89.8% of
those who received didactic counseling and 87.9% of those who received motivational counseling.
Motivational counseling provided one-on-one interactive sessions and participant problem solving,
including managed disclosure. Didactic counseling provided information and treatment literacy on
stigma, nutrition, how ART is transmitted, the importance of adherence, side effects and resistance
in three session but without engagement of individual issues faced by patients. Both groups
received repeated adherence assessments, with tracking, tracing and pillboxes. Counseling was
provided to any patient with problems or adherence concerns, with the additional counseling more
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likely among those in the didactic arm (van Loggerenberg et al., 2014). (Gray II) (treatment,
adherence, counseling, South Africa)
•

A randomized trial with 301 patients in Kenya from 2006 to 2008 found that early adherence
counseling during the first two months of ART initiation resulted in sustained, significant impact on
adherence and virological treatment failure during 18-month follow-up. Patients were randomized
to 15 minute counseling or three counseling sessions of up to 45 minutes each. Patients who
received three counseling sessions were 29% less likely to have monthly adherence under 80% and
59% less likely to experience viral failure compared to those who received 15 minutes of
counseling. Counseling was not associated with mortality, possibly due to short follow-up time.
Counseling was based on a model of successful antiretroviral adherence developed by the
University of Washington and adapted for Kenya with a written standardized protocol and lasted
from 30 to 45 minutes per session. The first session addressed barrier and taught patients the risks
of poor adherence; the second session on a separate day reviewed the patient’s understanding and a
review of the patient’s readiness to initiate ART; and the third session addressed practical and
personal issues that the patient experienced on ART. Three interactive sessions, two prior to ART
initiation and one session following one-month ART initiation resulted in significant outcomes 18
months later. For those who did not receive counseling, the study pharmacist explained the side
effects of medication and problems associated with poor adherence in a 15-minute session prior to
dispensing ART. Compared to the costs of treatment failure, employing counselors can represent
significant cost-saving (Chung et al., 2011). (Gray II) (treatment, adherence, counseling, health
care providers, Kenya)

•

A multicenter cohort study was conducted in South Africa from 2004 to 2011 to evaluate the effect
of community-based adherence-support on adherence among ART patients. The patients who
received community-based support had a 35% reduction in mortality and a 37% reduction in loss to
follow-up as compared to patients that did not receive community-based support. From 57 care
facilities, 66,953 patients were included; 29.4% of patients received community-based support
while 70.6% did not. Patients were initially enrolled on ART when their CD4 count fell below 200
cells/µl. After April 2010, the criteria was expanded to include enrollment on ART when CD4
count fell below 350 cells/µl. All adults not previously enrolled on ART with documented
demographics and at least one day of follow-up were included in the study. Community-based
adherence-support included a paid patient advocate doing an initial home visit, weekly visits for the
first month, and then visits at least every three months. If the patient did not attend clinic visits
regularly, the frequency of home visits by the patient advocate was increased. Patients who were
labeled “very important” included pregnant, ill, or TB co-infected patients, and were visited at least
once a month. Patient advocates provided services including counseling, adherence checks,
referrals, health promotion education, and screening for opportunistic infections. Patient advocates
were trained in an initial 3-week course, subsequently participated in a 5-day refresher course every
year, and were assigned 80-120 ART patients. Patients who received community-based support
and patients who did not receive community-based support had access to site-based adherence
counseling at some clinics. Patients who did not receive community-based support who missed
appointments were tracked by phone or ere visited at home by a district tracing team. Patients who
received community-based support on average had more advanced HIV upon initiation of
treatment, had a slightly higher baseline CD4 count, were more likely to have a TB co-infection,
and were enrolled on ART during the more recent study period. After 5 years, 13.2% patients who
received community-based support were lost to follow-up, as compared to 17.7% of patients who
did not receive community-based support. The mortality rate was 9% in patients who received
community-based support, while mortality was 10.6% in patients who did not. Low base-line CD4
count was strongly associated with mortality in both groups of patients. After 6 months of ART,
viral suppression occurred in 76.6% of patients who received community-based support, while only
72% patients with no community-based support had viral suppression. The community-based
adherence-support program improved adherence with demonstrative reductions in loss to follow-up
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and mortality, and improved rates of viral suppression (Fatti et al., 2012). (Gray IIIa) (treatment,
adherence, counseling, community, South Africa)
•

An ecologic study was done on HIV clinics initiating HIV-positive individuals on ART from 2004
to 2008 in Côte d’Ivoire, Ethiopia, Kenya, Lesotho, Mozambique, Nigeria, Rwanda, South
Africa, Tanzania, and Zambia to evaluate the effect of different adherence support services on
attrition following ART initiation. The study found that clinics with counseling services,
educational materials, reminder tools, and food rations had significantly lower attrition than clinics
that did not have these services. The study used data from 349 clinics that provide free ART
following the national HIV treatment guidelines in each specific country. This included data from
232,000 patients, 83,389 of which also had 6- and 12-month follow-up data that was used for
cohort analysis. The attrition measure included death, loss to follow-up, and discontinuation of
ART. A total of 300,700 person-years of data was collected. Fifty-nine percent of patients were
women. On average, clinics reported four adherence support services (93% had at least one and
83% had more than two). The most common adherence support service, counseling, was reported
in 88% of clinics. The least common adherence support service was food rations; 17% of clinics
reported food ration services. Overall, 72% of the patients were in care at the same clinic at the end
of the follow-up period. Nine percent transferred to another clinic, 6.3% had died, 0.9%
discontinued ART, and 11.9% were lost to follow-up. The attrition rate was 14.2 per 100 personyears. Clinics that had less than 2 adherence support services had marginally lower attrition rates
than those with 2 or more services. On-site support groups, peer educator programs, pharmacy
support, and active patient outreach were not significantly associated with attrition. Clinics with
less than 2 adherence support services had lower rates of loss to follow-up but not significantly
lower rates of mortality as compared to their counterparts with 2 or more support services. In cohort
analysis, pharmacy support services and active patient outreach were associated with lower patient
attrition (Lamb et al., 2012). (Gray IIIa) (treatment, adherence, counseling, support, Côte d’Ivoire,
Ethiopia, Kenya, Lesotho, Mozambique, Nigeria, Rwanda, South Africa, Tanzania, and Zambia)

5. Providing treatment support and literacy, including by HIV-positive peers and by
providers, can increase adherence.
•

A cross-sectional study was conducted at a hospital in Jakarta, Indonesia in 2012 to explore the
factors associated with ART adherence. The study found that, “the level of social support
experienced by ART-prescribed patients was positively associated with adherence,” (Weaver et al.,
2014: 1). In total, 261 patients participated in the study; 74% were male, 54% were married, and
41% were unemployed. If the patient missed one or more doses of ART medication in the last four
days or three or more doses of ART medication in the last three months, they were considered nonadherent. The difference in adherence between the male and female participants was minimal. The
patients were also asked about their social support. A reported 52% of respondents had good social
support, while 38% reported only some social support and 10% reported poor social
support. Multivariate analysis demonstrated that the level of social support reported by respondents
had an effect on adherence, where, “greater levels of social support significantly improve
adherence,” (Weaver et al., 2014: 3). (Gray IIIb) (treatment, adherence, support, literacy,
Indonesia)

•

A qualitative study of 79 people (64.6% women) living with HIV in Swaziland out of 2,500 clients
served by a faith-based organization that provided community home-based care found that 92%
stated that with care supporters, their health had improved. From 2008 to 2011, 1,001 clients were
on ART and the mortality rate of clients declined from 35.3% to 14.8% (Van Wyngaard, 2013 cited
in Root and Whiteside, 2013). Caregivers’ multiplied the number of constructive and relevant
conversations around HIV. Patients stated that they had commenced ART because of their
caregivers’ encouragement. Caregivers encouraged clinic follow up when patients experienced
medication side effects. One patient stated: “Now I’ve got the knowledge of (how to live) from the
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care supporter and the clinic” (Patient cited in Root and Whiteside, 2013: 5). Caregivers provided
ongoing instruction regarding ART adherence. One patient noted that caregivers “helped me take
the pills: eat first, wait, then take pills…I used to vomit” (patient cited in Root and Whiteside, 2013:
4). Care supporters enhanced treatment uptake and literacy, reduced stigma and assisted patients to
challenge social pressures to stop ART. Caregivers, with the patients’ permission, helped patients
disclose to family members. With caregiver encouragement, one woman stated to men in her
community that she should stop taking ART: “No, I will continue taking my medications” (patient
in Root and Whiteside, 2013: 5). Caregivers also encouraged breaking down denial of HIV; other
patients who were disparaged by community members for taking ARVS stated: “I am very
fortunate because I know my HIV status. What about you?” (Patient in Root and Whiteside, 2013:
6). One patients stated: “Care supporters are nearer to us each and everyday…And we are open to
speak to the care supporter about things that we are afraid to speak to the nurses about” (Patient in
Root and Whiteside, 2013: 6). Only 11% of health facilities in the area had a health worker trained
in HIV; no health facility had internet access. Care supporters were trained for one week on HIV
with a religious component and received no remuneration. Care supporters traveled in pairs. Of
patients, 15% did not identify as Christian but all participants wanted Christian care givers, as they
perceived them to have larger “hearts,” to be trustworthy and maintain confidentiality (Root and
Whiteside, 2013) (Gray V) (treatment, adherence, counseling, support, Swaziland)
•

A model developed by the Thai Network of People with HIV/AIDS (TNP+) which involved
activists living with HIV trained in treatment adherence achieved success through a comprehensive
and continuous care program in Thailand. HIV-positive activists had established such centers at
one-third of hospitals by 2008. The model requires that HIV-positive activists ask permission from
the hospital director, be assigned a room in the hospital for their work and hospital staff agrees that
the activists can join the hospital’s HIV care and treatment team. One activist manages a caseload
of 15 to 20 clients, recognizing common side effects of antiretroviral drug regimens, evaluate
treatment adherence, and answer questions on prevention. Activities are supported by NGOs and
TNP+. Activists are now accepted as co-providers of health care rather than passive receivers (Ford
et al., 2009a). (Gray V) (treatment, adherence, support groups, Thailand)

•

A prospective single arm observation study of low-literacy and low-income patients over a 12
month period in 2005 in Mozambique who were provided care by a multi-disciplinary team which
educates patients about HIV transmission and prevention resulted in a 95% adherence level to
HAART by 69.5% of 531 patients. An additional 16.8% reported taking between 90 and 95% of
the pills prescribed, for a total of 86.4% of patients with adherence levels above 90%. Only 3.2%
abandoned antiretroviral therapy. Physician, pharmacist and center coordinator each conduct
counseling sessions with each patient. Peer support groups are held. Additional elements of the
intervention include: health information groups and provision of illustrations on how to take
HAART; nutritional support for the patient and the family, along with nutritional counseling; staff
training on adherence strategies; home care; coordinator responsibility for patients’ adherence; and
employing trained HIV-positive community health workers. Viral loads and pill counts assessed
adherence. Over 94% of the 531 patients knew that they needed to take HAART each day at precise
times for the rest of their lives, despite low levels of formal education, with over 32% being
illiterate and over 41% having less than five years of schooling. Over 90% of patients said they had
a good relationship with their physician. More than 94% of patients knew they could transmit HIV
through sexual relationships. More than 96% took all of their pills in the three days prior to the
interview and 92% of patients kept more than 95% of their appointments to collect HAART
(Magnano San Lio et al., 2009). (Gray IIIb) (counseling, treatment literacy, adherence,
Mozambique)

6. Pill counts and pillbox organizers increase adherence and are a low-technology
empowerment tool.
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•

A prospective cohort study in Kenya was done from 2009 to 2011 to examine the relationship
between pill counts and adherence. Physicians conducted 1,236 unannounced pill counts during
1,818 clinic visits among 291 patients. The number of clinician initiated pill counts was positively
associated with better adherence and better treatment outcomes. Patients who were HIV-positive,
treatment-naïve adults were followed for at least one year. The patients were categorized into three
categories based on the number of pill counts they received in 6 months: no pill counts, 1 to 3 pill
counts, and more than 3 pill counts. The patients with no pill counts had a 75.9% adherence rate,
the patients with 1 to 3 pill counts had an 83.9% adherence rate, and the patients with more than 3
pill counts had a 92.4% adherence rate. Further, there was a longer time to treatment failure for
those with more pill counts. The patients with no pill counts had an average 220 days to treatment
failure, the patients with 1 to 3 pill counts had an average 438 days to treatment failure, and the
patients with more than 3 pill counts had an average 497 days to treatment failure. Of the 29.2% of
patients that were treatment failures, 56.5% were virologic failures, 17.6% were deaths, and 25.9%
were lost to follow-up. The physicians conducted pill counts at 68% of clinical visits, which were
scheduled monthly. The number of clinician initiated pill counts in this study was positively
associated with better rates of adherence and a decreased risk of treatment failure (Achieng et al.,
2013). (Gray IIIb) (treatment, pill counts, adherence, Kenya)

•

A survey of 299, patients in Nigeria, 72.7% female, found that use of a pillbox increased selfreported adherence (Ukwe et al., 2010). (Gray IIIb) (treatment, pillbox organizers, adherence,
Nigeria)

•

Data obtained from an observational cohort of 245 people living with HIV from 1996 to 2000 in the
United States showed that pillbox organizers were estimated to improve adherence by 4.1 to 4.5%
and was associated with a decrease in viral load of .34-.37 log10 copies/mL and a 14.2% to 15.7%
higher probability of achieving a viral load of lower than 400 copies/mL, with statistically
significant effects. “Pillbox organizers should be a standard intervention to improve adherence to
antiretroviral therapy” (Peterson et al., 2007). (Gray IIIb) (treatment, adherence, pillbox organizers,
United States)

7. Mobile phone text messages from health providers may improve adherence by providing
patient support. Note: WHO notes the importance of national regulations to protect the
privacy of those receiving text messages (WHO, 2013: 180).
•

A Cochrane review of Lester et al., 2010 and Pop-Eleches et al., 2011 (see studies below) found
that there is high quality evidence from two randomized controlled trials that mobile phone text
messaging enhances adherence to ART compared to standard care (Horvath et al., 2012). (Gray I)
(treatment, adherence, mobile phones)

•

A randomized controlled trail was conducted on HIV-positive women in Brazil from 2009 to 2010
to assess adherence with a mobile SMS message program and their impressions and satisfaction
with the program. The trial found that participants receiving the SMS messages consistently had
better adherence rates by every measurement. Self-reported adherence resulted in an adherence rate
of 84.62% for the control group and 100.00% for the intervention group. On the other hand, the
counting pills method resulted in an adherence rate of 38.46% in the control group and 50.00% in
the intervention group. Microelectronic monitoring indicated that 46.15% of the control group and
75.00% of the intervention group were adherent. In terms of acceptability, at the end of the study
81.81% of the intervention group believed that the SMS messages aided in treatment adherence,
and 90.90% said that they would like to continue receiving the messages. The study group
consisted of 21 HIV-positive women, and due to this small size, no statistical significance was able
to be demonstrated. All study participants had to own a phone, have a viral load below 400
copies/ml for at least 3 months, and have a CD4 count above 200 cells/µl. Thirteen were allocated
and completed the study in the control group, 8 were allocated and completed the study in the
intervention group. There was no statistical difference in age or any baseline characteristic between
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groups except that there were a higher proportion of married women in the control group. There
were differences between groups in terms of drugs and alcohol; 53.84% of control participants
reported drinking alcohol in the last 30 days while only 12.50% did in the intervention group. No
participants in the control group reported using drugs while 50.00% in the intervention group
reported drug use (including cigarettes, marijuana, cocaine, and ecstasy). All the women received
routine care over a 4-month period, where they were required to attend monthly clinic visits to
assess adherence as well as receive routine health checks. Three measures of adherence were
collected to determine adherence at every monthly period: self-reported adherence, pill counting,
and microelectronic monitors monitoring (which records when pill containers are opened and
closed). The microelectronic monitors were only placed on one of the ARVs for each patient. The
study authors note that measuring the adherence in the study as they did was very time consuming
and doubled the time of the usual consultation. During the last visit (5th visit), after adherence
checks, the women in the intervention group were interviewed about their impressions on receiving
the text messages. SMS messages were sent to the intervention group 30 minutes prior to the time
for the last required medication dose in a day. These messages were sent on alternative weekdays
and on Saturdays and Sundays and included the message: ‘The UNIFESP informs: take good care
of your health’. In terms of the impressions from the SMS messages, one participant in the
intervention group thought the message should be changed daily and three participants thought the
message should be sent closer to the medication time. Seven participants said it helped them
remember to take their medication, three participants said that they felt that the medical center or
someone else cared about them, and one participant said that the SMS messages allowed for family
involvement in her treatment. Women noted that it was important to them that the text message just
said to take care of their health so that their HIV serostatus was not revealed in case someone saw
their phone (da Costa et al., 2012). (Gray II) (treatment, adherence, mobile phones, Brazil)
•

A randomized controlled trial from 2007 to 2008 in Kenya with 438 patients who initiated ART
found that 53% of participants receiving weekly text messaged reminders achieved adherence of at
least 90% during the 48 weeks of the study, compared with 40% of participants in the control group
who received standard care. Participants receiving weekly reminders were also significantly less
likely to experience treatment interruptions exceeding 48 hours during the 48-week follow-up
period than participants in the control group. Patients in the intervention group were provided a
mobile phone and told that they could use it as they desired. All messages were less than 160
characters and did not specify HIV or ART in order to maintain confidentiality and were not timed
to coincide with dosing schedules. A sample message was: “This is your reminder. Be strong and
courageous, we care about you.” Every two months, patients in the intervention group received
less than US$1 of phone credit and had to show their phone to clinic staff at every visit (PopEleches et al., 2011). (Gray II) (treatment, adherence, mobile phones, Kenya)

•

A randomized clinical trial with 538 patients in Kenya found that patients who received support via
text messages from mobile phones significantly improved ART adherence and rates of viral
suppression. Patients in the intervention group received weekly text (SMS) messages from a clinic
nurse and were required to respond within 48 hours. Suppressed viral load was reported in 156 of
273 in the SMS group and 128 of 265 in the control group. Patients had to be able to access a
mobile phone on a daily basis. Patients received the message “How are you?” (Mambo) and were
instructed to answer that they were doing well (Sawa) or they had a problem (Shida). The clinical
then phoned the patients who said they had a problem or who failed to respond to the text within 48
hours. Only 3.8% of weekly text messages identified a requirement for follow up by responding
“Shida”. Participants were classified as virologically suppressed if their HIV RNA load at their 12month visit was 400 copies per mL or less. No adverse event directly attributable to the mobile
phone communication, such as breaches of confidentiality was reported. At the end of the study,
191 of 194 patients in the intervention group reported they would like the SMS program to
continue. In addition, during the political turmoil and violence in Kenya after the 2007 presidential
elections, mobile phones were used to request clinic staff assistance to new safe locales where drug
refills could be obtained. The intervention was inexpensive, with each SMS costing about US$.05,
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or $20 per 100 patients per month, and follow-up voice calls which averaged $3.75 per month
(Lester et al., 2010). (Gray II) (treatment, adherence, mobile phones, Kenya)
•

A cohort in India who had mobile phone adherence support was followed for a month in 2010.
The support utilized both pictorial text messages and phone calls and the study assessed the
perceived usefulness and acceptability of the program among HIV-positive individuals. The study
found that 73% of the calls were received, 90% of the participants reported that the mobile
reminders were helpful as adherence support, and despite 18% of participants reporting that
someone else had inadvertently received their call (and 13% of participants reporting that someone
had received their message) no participants reported discomfort or stigma. Eighty-seven percent of
the participants reported that they preferred the calls as reminders over the text messages. A total
of 744 calls were made to 150 people over the course of a month (139 people completed the followup visit). Participants received both an interactive voice response call and a pictorial image through
SMS messaging. The call was weekly and the participants were asked to report ‘1’ if they had
adhered to their medication the previous day and ‘2’ if they had not. If the call was not received up
to three calls were made in the next 24 hours in an attempt to reach the patient. The pictorial text
message was delivered once a week and three days after the call. After a month the participants
were administered a questionnaire about their experience with the intervention. Seventy-three
percent of the participants were men, 85% were educated beyond primary school, and 83% were
employed. The median CD4 count was 435 cells/µl and women and the unemployed were more
likely to report sharing a cell phone with another individual (86% of participants owned their
mobile phone). Of the completed calls, 77% of the responses were ‘1’ (that participant adhered to
their regimen the previous day), 2% were ‘2’ (the participant had not adhered to their regimen the
previous day), and 21% pressed an incorrect number or did not press a number. For the SMS
messages, 59% reported viewing all of the messages and 15% of participants reported never
viewing the pictorial message. The participants were more likely to receive the call than the text
message, and 87% of participants preferred the call over the text message. The study authors note
that there are benefits to both options, writing that, “SMS has the capability of deliver a message
regardless of the surrounding circumstances, i.e., SMSs are silent and can be received in situations
where it is not appropriate to have a conversation. On the other hand, SMSs leave a distinct trail
where [interactive voice response] may be more discreet,” (Sidney et al., 2012: 616). While 99% of
participants reported knowing how to make or receive a call, only 86% knew how to receive an
SMS message and only 47% knew how to send one (Sidney et al., 2012). (Gray IIIb) (treatment,
adherence, mobile phones, India)

•

A cross-sectional study in rural Uganda assessed the impact of using mobile phones to increase
clinic attendance to collect refills of ARVs. Of 276 patients surveyed, 177 (64%) had access to
mobile phones and all but one were willing to be contacted for missed visit reminders. Of 560 total
scheduled clinic appointments for the 176 patients followed for 28 weeks, 11% of visits were
missed. In 79% of episodes in which visits were missed, patients presented for treatment within a
mean duration of 2.2 days after mobile phone contact. Privacy and confidentiality were not
considered a problem. Total cost for using mobile phones during the 28 weeks was US$14.
Adherence was also assessed every four weeks using clinic based pill counts. “Women constituted
the majority of clients surveyed, while men had more access to mobile phones” (Kunutsor et al.,
2010: 1349). (Gray IIIb) (treatment, adherence, mobile phones, pill counts, Uganda)

8. Community-based antiretroviral therapy programs may be as effective for adherence as
facility-based programs, with lower costs for both patients and services.
•

A global review of studies, including one in Uganda, found an association between decreased viral
load and community-based ART programs. The review found 21 studies (not listed); 15 of which
were high quality, randomized controlled trials or quasi-experimental programs. The remaining
studies were high quality program evaluations (Amanyeiwe et al., 2014). (Gray I) (treatment,
community-based care, Uganda)
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•

A systematic review found that community-based antiretroviral programs may be as effective as
facility based programs, with lower costs for both patients and services. Six different programs,
summarized in 18 different articles, took place in Uganda, Kenya and Mozambique between 2006
and 2013. In one study in Uganda, community health workers delivered ART at home, provided
adherence support, detected side effects and referred sick patients to clinics. Each community
health worker was responsible for 40 patients and had six weeks training, along with a basic salary,
motorbike and cell phone. The cluster randomized controlled trial found that at 36 months on
treatment, the viral load was below 500 for 84% of patients in community based ART and 83% for
facility based patients. After 36 months, loss to follow up was 1% for community based patients
and 2% for facility based patients; mortality was 14% for community based patients and 13% for
facility based patients, with costs lower for community based patients (Jaffar et al., 2009 cited in
Decroo et al., 2013). A study in Kenya found that at 12 months, of the 96 patients randomly
assigned to the community based arm, 5% were lost to follow up, 1% had died and 89% had an
undetectable viral load. Among the 112 patients receiving care in the health facility, 5% were lost
to follow up, none died and 86% has an undetectable viral load. Those in the community based arm
had 50% fewer health facility visits. Community health workers, including people living with HIV,
had a seven-day training followed by a two month practicum and was responsible for 20 clinically
stable patients each (Selke et al., 2010 cited in Decroo et al., 2013). Community-based
antiretroviral therapy reduced costs for patients but also was more cost-effective for health services.
“…Community participation requires an approach which is contradictory to the dominant providerdriven development of health services” (Decroo et al., 2013: 176). (Gray I) (treatment, adherence,
community-based care, Uganda, Kenya, Mozambique)

•

A review of the published literature on the impact of community support services was done to
evaluate the power of a diverse array of community support providers on ART program delivery
and outcomes. Data was used from studies published from 2004 to 2012 and located in Uganda,
Ethiopia, South Africa, Brazil, Malawi, Namibia, Lesotho, Kenya, Rwanda, Tanzania,
Zambia, Nigeria, Haiti, Guyana, Botswana, Peru, and Mozambique. The review found that
community support initiatives can broaden the access of programs, as well as have a positive
impact on adherence, health outcomes, patient retention, and mortality. Challenges that the study
authors note regarding success of scale-up of ART programs in many areas include, “(1) lack of
integration of ART services into the general health system; (2) the growing need for comprehensive
care to address the psychosocial and economic dynamics of HIV/AIDS; (3) the need to empower
patients on ART towards self-management; (4) the importance of defaulter tracing to improve
retention in care; and (5) the crippling shortage in human resources for health,” (Wouters et al.,
2012: 2). The study authors argued that community support could help alleviate some of these
challenges. Thirty publications were analyzed, including nine descriptive studies, five randomized
controlled trials, four quasi-experimental studies, five cohort studies, and two qualitative studies.
Community support ranged from community health workers who underwent short training courses
and provided support to other health workers, to peer health workers who are HIV-positive and who
counseled patients on adherence and health education, to field officers who supported drug delivery
and monitored patients. Almost all studies reported positive impacts of community support through
a diverse set of programs. Community support programs were shown to increase access to and
coverage of ART programs at a facility level. Some studies also noted that community support
providers could link HIV-positive patients to other parts of the health care system, thereby further
integrating HIV services with other primary care services. Adherence levels were also
demonstratively improved in many studies with the implementation of a community support
program. Many studies demonstrated that with community support, a higher proportion of patients
lowered their viral load and increased their CD4 counts. Some studies also demonstrated that loss
to follow-up and mortality was decreased with community support services. The articles reviewed
concerning directly-observed therapy for ART did not find any association between that form of
community support and improved outcomes. Community services may also serve to empower
patients and to take on the issues associated with having HIV that go beyond treatment (Wouters et
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al., 2012). (Gray I) (treatment, community-based programs, Uganda, Ethiopia, South Africa,
Brazil, Malawi, Namibia, Lesotho, Kenya, Rwanda, Tanzania, Zambia, Nigeria, Haiti, Guyana,
Botswana, Peru, Mozambique)
•

A global review of studies, including studies in Uganda and South Africa, found that providing
ART through community volunteers, trained and supervised by a clinical officer, resulted in
adherence equal to ART provided in clinic setting (Thompson et al., 2012) (Gray II) (treatment,
community-based care, Uganda, South Africa)

•

A retrospective cohort study was done on a group of individuals living with HIV starting a
community-based HIV treatment program in Rwanda from 2005 to 2006. The community-based
program included free ART with directly observed therapy at home, tuberculosis screening and
treatment, nutritional support, a transportation allowance, other assistance for those in extreme
socioeconomic conditions, electronic medical records, and patient support groups. The study found
that 92.3% of people were retained in care at 2 years (5% were dead and 2.7% were lost to followup). The median CD4 count was to 336 cells/µl after 2 years, from 190 cells/µl at initiation. There
were originally 1,041 people enrolled in the community-based ART program. People were initiated
on ART according to national guidelines which stated that any WHO stage IV, stage III with CD4
count of less than 350 cells/µl, stage I or II with a CD4 count of less than 200 cells/µl would be
started on ART. Co-trimoxazole was prescribed to all patients with a CD4 count of less than 350
cells/µl. Patients who had documentation of a transfer were considered retained in care (3.4% of
the initial cohort). The cohort was 66.3% women and the mean age was 38 years old. Age of more
than 50 years and enrollment in 2006 (the second year) were associated with attrition. Among
women, initial clinical stage was not associated with retention in care (attrition was much more
likely among men with HIV stage III or IV). The majority of the deaths occurred in the first year of
treatment. Tuberculosis was diagnosed in 17.8% of patients, of whom 89.4% completed treatment,
7.6% died, 2.4% transferred to another clinic, and 0.6% defaulted. There was no association found
between attrition and tuberculosis diagnosis. Only about one-fourth of participants had a viral load
measurement taken, but 97.5% of those with the measurement had viral suppression at 2 years. The
study authors estimate that the extra programs would cost an additional $630 per year per person
for the first year and $340 per year per person for every following year (Rich et al., 2012). (Gray
IIIb) (treatment, adherence, community-based care, Rwanda)

•

A retrospective cohort study was done on patients starting first-line ART between 2003 and 2008 in
South Africa to develop a cohort of patients switching to second-line treatment with a viral load
less than 400 copies/ml. The cohort in a workplace-based program and a community-based program
were evaluated to describe outcomes and predictors of viral suppression on second-line ART. This
study found that high levels of viral suppression can be achieved in treatment programs, with much
better adherence rates in the community-based program as compared to the work-based program.
After the switch to second-line ART, 48.3% of the workplace patients and 72.0% of the community
patients achieved viral suppression. Non-adherence was reported in 17.9% of workplace patients,
compared to 1.4% of community patients. In the workplace program, having a lower viral load at
switch to second-line treatment and younger age were associated with viral suppression at 15
months. In the community-based program, patients with a shorter duration of viral load above 400
copies/ml (viremia), patients with a higher CD4 count, and patients who transferred into the
program on first-line ART were more likely to achieve viral suppression. Of the 14,779 patients
who initiated ART in the given period, 205 in the workplace program and 212 in the community
program were switched to second-line treatment. Patients in the workplace had a median age of 43
years, 91.7% were male, and initiated ART at higher CD4 counts than the patients in the
community-based program. Patients in the community-based program were 38.7% male and the
median age was 36 years. Patients in the workplace program also had, on average, a longer duration
of viremia. The workplace program operated in 56 clinics serving mostly mining companies. In
the workplace program, employees were eligible for ART if they had WHO stage IV, a CD4 count
of less than 250 cells/µl, or WHO stage III and a CD4 count of less than 350 cells/µl. The
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community program operated in 81 private general practitioner and NGO clinics serving patients
with limited resources. In the community program, patients were eligible for ART if they had
WHO stage IV disease or a CD4 count of less than 200 cells/µl. In both programs a switch to
second-line ART was recommended when a patient had two viral load counts above 1000 copies/ml
with good adherence. Patients were able to collect ART at intervals of 1 to 3 months, viral load and
CD4 count was measured at initiation, 6 weeks, and 6 monthly intervals thereafter, and all services
were free. Adherence counseling was offered at each visit. Treatment failure was the recorded
reason for switching for 82.2% of the workplace patients and 83.8% of the community-based
patients. Non-adherence was a reason for switching in 7.8% of workplace patients and only 0.5% of
patients in the community program. Study authors noted that, “with no access to resistance tests and
imperfect adherence assessment tools, deciding who is failing therapy and might benefit from
switching is difficult,” (Johnston et al., 2012: 9). Of those with measurements after the first report
of viral suppression, 35.6% of patients in the workplace program and 13.2% of patients in the
community program experienced at least one episode of viral rebound. At 15 months, 73.7% of
workplace patients and 84.4% of community patients were alive and in care (Johnston et al., 2012).
(Gray IIIb) (treatment, adherence, community-based care, South Africa)
•

Use of community health workers to increase patient retention in Rwanda resulted in 92% of
patients being retained in care after two years and only 3% lost to care. (Rich et al., 2012 cited in
Ying et al., 2014). (Gray IIIb) (treatment, community-based care, Rwanda)

9. Decentralization and integration of HIV services may increase adherence and early
access to ART. [See also Structuring Services to Meet Women’s Needs]
•

A Cochrane review of 16 studies published from 1996 to 2013 in Malawi, Ethiopia, Uganda,
Kenya, Swaziland, South Africa, Lesotho, Mozambique, Rwanda, Tanzania, Thailand, and
Nigeria was undertaken to assess the effects of various models of decentralized HIV treatment on
initiation and maintenance of ART. The type of care was categorized as partial decentralization
(where ART is initiated at a hospital and maintained at a health center), full decentralization (where
ART is initiated and maintained at a health center), and community ART provision (where ART is
initiated at a health center or hospital and maintained in the community). The outcome measured
was ‘attrition’, which included loss to care and mortality. The review of four studies with 39,090
patients in total found that in a partially decentralized system, there was less attrition and fewer
patients were lost to care after one year. The review of four studies with 56,360 patients in a fully
decentralized system found that there was no difference in attrition from other models. ARVs
started at a hospital and maintained at a health center had the least loss to follow-up. Finally, a
review of two studies with 1,453 patients in a community ART provision system found that there
was no difference in death or loss to care as compared to patients who received care at a health
center. None of the decentralized systems were found to lead to worse health outcomes. Two of
the studies used were cluster-randomized trails and the remaining 14 were cohort studies. This
review demonstrated that different models of decentralization can lower attrition and loss to follow
up and none led to worse health outcomes for the patients (Kredo et al., 2013). (Gray I) (treatment,
health facilities, Malawi, Ethiopia, Uganda, Kenya, Swaziland, South Africa, Lesotho,
Mozambique, Rwanda, Tanzania, Thailand, Nigeria)

•

A systematic review to evaluate programs to improve linkage to care or retention in pre-ART care
until initiation of ART was conducted based on studies from Cambodia, India, Kenya, Malawi,
Mozambique, Rwanda, South Africa, Swaziland, Uganda, and Zambia. The study found
several interventions that improved retention in care including integration of care and peer
supporters to improve linkage to care, medical incentives to improve retention, and point-of-care
CD4 testing and food incentives to improve rates of completion of ART eligibility assessment and
initiation. Twenty-four studies conducted from 2004-2012 were used in the analysis. The studies
all included data on interventions provided before initiation of treatment with the goals of
improving linkage or retention in pre-ART care or initiation of ART. The systematic review
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included seven randomized controlled trials, seven observational studies with control groups, and
ten pre/post studies. Interventions tested included: point-of-care CD4 testing, service integration
(mostly HIV services with antenatal care), health systems interventions including improved
communication, referral, and treating, and incentives (food and monetary). Most studies included
data on completion of ART eligibility screening or ART initiation; fewer reported on linkage to
care. Packages of health system interventions that improved referrals, communication, and teaching
improved ART initiation by 15-27% in three studies. Point-of-care CD4 testing improved rates of
patients completing ART eligibility assessment and ART initiation in multiple studies. Point-ofcare CD4 testing had a less meaningful impact on retention in pre-ART care and on linkage to care.
Peer support and counseling following HIV testing was found to increase linkage to care in three
studies. Food incentives in India were found to lessen time to ART initiation and increase the
proportion of people retained in pre-ART care. Medical incentives in the form of co-trimoxazole
was found to increase pre-ART retention in Kenya. Overall, this systematic review demonstrated
that minimizing patient facility visits, providing counseling and peer support, and providing
incentives may improve rates of retention in pre-ART care and rates of ART initiation
(Govindasamy et al., 2014a). (Gray I) (treatment, health services, Cambodia, India, Kenya,
Malawi, Mozambique, Rwanda, South Africa, Swaziland, Uganda, Zambia)
•

A retrospective cohort study of those over age 18 of 17 facilities with 4,147 patients from
Tanzania, Uganda and Zambia found that community ART dispensing had significantly less
attrition than other types of facilities. Patients started ART between 2003 and 2010 and 64.4% were
female. Government, NGO and faith based facilities were included in the analysis. Four programs
used community-based distribution of ARV drugs for stable patients. In sites with community ARV
drug distribution, attrition proportions among both men and women were about 50% smaller
compared with women in sites without community distribution (Koole et al., 2014). (Gray IIIa)
(treatment, adherence, Tanzania, Uganda, Zambia)

•

Four approaches developed by Médecins Sans Frontières to simplify ART delivery for stable
patients on ART through community-supported models of care were assessed: 1) appointment
spacing for clinical and drug refills in Malawi; 2) peer educator-led ART refill groups in South
Africa (Luque-Fernandez et al., 2013); 3) a community ART distribution point in the Democratic
Republic of Congo; and 4) patient-led community ART groups in Mozambique. All programs
reduced the burden for patients via reduced travel time and reduced lost income and the burden on
the health system via reduced patient volume. The retention in care was high for all four programs:
1) 94% of patients retained at 36 months in appointment spacing system in Malawi; 2) 97% at 40
months in a peer education program in South Africa; 3) 89% at 12 months in a community ART
distribution point programs in the Democratic Republic of the Congo; and 4) 92% at 48 months in
community ART groups in Mozambique. Separating ART delivery from clinical assessment was
found to benefit both patients and programs in these diverse settings. In Malawi, 8,528 patients
between 2008 and 2013 were enrolled in an appointment system where stable patients received
ART in the community and only attended clinical visits once every 6 months. In South Africa from
2007 to 2011, 502 patients in adherence clubs where groups of around 30 patients met every 2
months for general health assessment and to pick up medication were evaluated against 2,327
patients in standard care. In the Democratic Republic of the Congo from 2010 to 2013, 2,162
patients were followed who had access to community ART distribution points where ART was
distributed to stable patients at locations managed by people living with HIV. These distribution
points were closer to the patient’s homes (saving the patient’s time and money) and also provided
adherence support and basic health checks. In Mozambique, 5,729 community ART group
members were followed from 2008 to 2012, where members were organized into groups of 6 and
alternated which of the six patients went to the clinic to pick up medication for all six patients while
having their own clinical check-up. These diverse programs and settings all separated ART
delivery from the clinical assessment of the patient, in order to make the ART more accessible. In
every case, the rates of retention were higher in the community-supported models than the control
group (when available) or other published local data (Bemelmans et al., 2014). (Gray IIIa)
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(treatment, adherence, health facilities, Malawi, South Africa, Democratic Republic of Congo,
Mozambique)
•

A study was done on two rural hospitals with twelve nurse-led health centers in Lesotho to
compare outcomes of patients starting ART between facilities. The study found that the health
centers had fewer early losses and similar long-term retention to care as the hospitals. When
stratified by sex, the rates for women were similar between the hospitals and health centers;
however, men had a higher retention to care at health centers as compared to hospitals. There were
3,747 patients above 16 years old that initiated ART at the hospitals or health centers from 2008 to
2011. Of these patients, 54.5% started ART at one of the health centers and the remaining patients
started treatment at the hospitals. The hospitals were staffed with physicians and provided basic lab
services. The health centers were staffed with nurse-clinicians, nurse-assistants, and lay or
community counselors. The counselors provided HIV counseling and monitoring and traced
patients that were lost to follow-up. The nurses initiated ART and managed the clinical monitoring
of the patient. Retention in care, no follow-up (not returning after initiation of ART), and lost to
follow-up (not returning to facility for 6 months after at least one follow-up visit) were all measured
as part of the analysis. All patients initiating care in Lesotho are given a unique national identifier
number, which is used in the instance of transfer from one center to another. At health centers
retention to care was 68.8% at three years and at hospitals retention to care was 64.1% at three
years. Three-year retention for women was 69.4% in hospitals and 68.7% in health centers - a
difference that is not statistically significant. For men, three-year retention was 54.7% at hospitals
and 68.8% at health centers. Men who were treated at health centers were significantly more likely
to be retained in care at three years. Among women, 2.9% of hospital patients and 1.8% of health
center patients had no follow-up visit. Among men, 2.9% of hospital patients and 1.7% of health
center patients had no follow-up visit. The proportion of patients who died or were lost to follow-up
were slightly lower in health centers as well. The proportion of patients who died was 10.1% at
health centers and 13.5% at hospitals. The proportion of patients who were lost to follow-up were
12.7% at health centers and 13.9% at hospitals. The health center enrollee population did have less
advanced disease and better immunological status. The only statistically significant difference was
the rates of loss to follow-up for men between the health centers and hospitals. The study authors
hypothesize that this difference, “may be employment related,” as many men, “work as subsistence
farmers or as labourers…the easier accessibility of [health centers] may be of particular benefit to
men,” (Labhardt et al., 2013: 7). (Gray IIIa) (treatment, adherence, health facilities, Lesotho)

•

Longitudinal analysis of HIV patients from 2001 and 2008 was conducted on 4,322 patients who
received centralized and 11,090 patients who received decentralized care in rural Malawi and
found that program attrition after two years was lower among patients receiving decentralized care
(9.9 per 100 person years, compared to 20.8 per 100 person years), with no statistically significant
differences in one-year levels of viral suppression observed between the two health care levels.
Routine CD4 counts were conducted annually, with viral load testing only if a provider suspected
treatment failure. Median CD4 cell counts were higher in decentralized facilities, meaning that
patients were accessing care earlier in decentralized facilities, possibly due to reduction of patient
travel time and costs. A cross-sectional survey of 312 patients in centralized and 390 patients in
decentralized care was also conducted in 2009. Between 2001 and 20002, 78.5% of ART initiation
took place at the centralized level; by 2008, 86.5% occurred in health centers. In each time period,
higher proportions of men were initiated on ART in centralized rather than in decentralized
facilities (McGuire et al., 2012). (Gray IIIa) (treatment, adherence, Malawi)

•

Retrospective cohort data from vertical and integrated Médecins sans Frontières programs in the
Central African Republic, Côte d’Ivoire, the Democratic Republic of the Congo, Ethiopia,
Nigeria, the Republic of the Congo, Uganda, Zambia, and Zimbabwe was used to compare the
survival probabilities between programs from 2003 to 2010. The review showed that after
adjusting for baseline population characteristics, there were similar outcomes for mortality and
lower risk of loss to follow-up in the integrated programs compared to the vertical programs.
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Vertical programs were programs that specifically treated HIV and integrated programs provided
comprehensive health care including HIV services. Greater program experience was shown to be
protective against death, although risk of loss to follow-up increased in programs with greater
experience. Initiating ART at WHO stage IV disease was the characteristic most associated with
death. A total of 15,403 HIV-positive people were followed in this analysis; with 14,124 patients
in 7 vertical programs and 1,279 in 10 integrated programs. The process for HIV testing and
treatment was uniform across the different programs. The study authors noted many reasons that
integrated HIV programs may have potential advantages over vertical programs, including,
“increasing the access of patients to HIV care in areas where vertical HIV programs may not be
feasible; supporting retention in care by bringing services closer to patients… normalizing HIV as
one illness among many, with potential stigma reduction; [and] allowing the treatment of patients
for multiple conditions in the same facility by the same staff,” (Greig et al., 2012a: e92). Patients
older than age 15 years and who had more than 6 months of follow-up time were included in the
analysis. Vertical programs had 64% female patients compared to 71% in integrated programs.
Vertical programs also had a lower proportion of patients classified as WHO clinical stage IV at
ART initiation, 18% compared to 36% in integrated programs. Average CD4 count at ART
initiation was higher at the integrated program, but CD4 measurement was not uniformly measured
in the integrated programs. Without adjusting for these variables, the proportion of patients who
died was lower in vertical programs. After multivariate analysis, the adjusted hazard of death was
similar in both programs. The integrated programs also had a 29% lower risk of loss to follow-up
when compared to the vertical programs. The study authors noted also that, “a standard package of
protocols and training materials helped staff, as did the engagement of an experienced HIV
clinician to help start the program and train staff,” (Greig et al., 2012a: e96). (Gray IIIa)
(treatment, adherence, health facilities, Central African Republic, Côte d’Ivoire, the Democratic
Republic of the Congo, Ethiopia, Nigeria, the Republic of the Congo, Uganda, Zambia, and
Zimbabwe)

Promising
10. Frequent viral load monitoring can result in better health outcomes, including improved
adherence and early identification of drug resistance.
•

A meta-analysis was done to examine the efficacy of viral load monitoring as a tool to identity
patients who need adherence interventions, and their subsequent outcomes with implementation of
these interventions. Eight studies published from 2004 to 2013 in South Africa, the United
States, Thailand, Mali, Burkina Faso, Swaziland, India, and France were included in analysis.
Five of the studies, which reported percentages of patients with viremic resuppression, had a
combined resuppression rate of 70.5% after the implementation of an adherence intervention
following viral load testing. The remaining 3 studies all reported declines in mean viral load. Viral
load monitoring identified patients who experienced an increase in viral load after previous
suppression and who benefited from an adherence intervention. Patients in need of adherence
interventions and those in need of second-line therapy could be identified through virological
monitoring. Six of these studies were retrospective cohort studies and 2 were prospective cohort
studies. Follow-up periods ranged from 3 months to 4 years. The threshold of viral suppression
ranged from less than 50 copies per milliliter to less than 1,000 copies per milliliter. There was also
variability in the adherence interventions, which included peer support, adherence counselors, peer
counselors, educational sessions, home visits, adherence support tools, and short-term directly
observed therapy. Although there was a good amount of variability between each cohort, the rates
in the five studies reporting on proportion of patients resuppressing after an adherence intervention
ranged from 54.2% to 89.1%. The remaining 3 studies reported significant declines in mean viral
load. All studies showed that a majority of patients experienced resuppression with adherence
interventions. When viral load testing began later, more than 60% of patients had already developed
resistance mutations, suggesting that early viral load monitoring is vital to identify patients in need
of additional adherence interventions. Studies showed that 78% of patients suspected of failing
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second-line treatment experienced viral resuppression with adherence interventions, which was
particularly important where third-line treatment options continue to be expensive and not widely
available (Bonner et al., 2013). (Gray IIIb) (treatment, adherence, viral load monitoring, South
Africa, the United States, Thailand, Mali, Burkina Faso, Swaziland, India, and France)
•

A meta-analysis and systematic review of studies published between 2001 and 2009 on resistance
patterns of the most commonly used ART regimens showed a higher resistance at 2 years in
patients whose viral loads were less frequently monitored. A total of 8,376 patients Cameroon,
Haiti, Malawi, South-Africa, Uganda, Zimbabwe, Europe and Canada were included in the
studies. Group comparisons were made based on viral-load monitoring frequency: infrequent or
none versus frequent. Resistance at virological failure to NNRTI in patients monitored at intervals
of more than 3 months or none was 88.3% compared with 61% in patients monitored more
frequently. Other mutations (thymidine analogue and lamivudine) were also higher in those who
received no monitoring or the less frequently monitored group of patients. Mutations in all of the
three classes of commonly used drugs in resource limited countries were substantially higher in
those with virological failure in patients on NNRTI-based first-line ART for which viral load
monitoring was absent or infrequent compared to patients who were monitored intensively (Gupta
et al., 2009). (Gray IIIb) (treatment, adherence, viral load monitoring, Cameroon, Haiti, Malawi,
South Africa, Uganda, Zimbabwe, Europe and Canada)

•

A study conducted in Asia (the TREAT Asia Observational Database) found that viral load testing
at intervals of less than annual frequency increased disease progression with poorer prognosis at
low-income sites. Data of 2,333 patients from more than 11 Asian countries initiating on HAART
since 2000 was analyzed. Sites were categorized according to the World Bank country income
criteria as high-income or low-income and a yearly frequency of VL testing (3 or more, 1 to 2 or
less than 1) or CD4 measurements (3 or more and less than 3). Low-income sites contributed to
61% of the eligible patients. Women constitute 35% of the low-income and 20.1% of high-income
site patients. Patients at low-income sites and with sites reporting less frequent viral load testing
had a poorer prognosis. Less than 1 viral load testing per year was significantly associated with
higher rates of progression to CDC class C event or death. Patients at sites with less than annual
reported viral load testing had lower odds of achieving virological suppression at 12 months than
high-income sites which reported viral load testing frequency of 3 or more per year. In conclusion,
low measures of site resourcing were associated with 35% increase in progression to AIDS and
hence poor outcomes in patients from sites with viral load testing with intervals of less than once
per year (Oyomopito et al., 2010). (Gray IIIb) (treatment, adherence, viral load monitoring)

11. Early active follow up when patients miss appointments may increase adherence.
•

A study of a high risk express care program for 635 patients who were just initiating ART or who
had a CD4 count of less than 100 in Kenya between 2007 and 2009 found that those enrolled in the
high risk express care program were much more likely to be alive and in care following ART
initiation for up to two years later. Following ART initiation by a clinical officer or physician, a
nurse was responsible for interim weekly visits either physically or by phone for a period of three
months, with a monthly visit by the patient to a clinical officer or physician. Patients in the highrisk express care program did not need to wait in any lines but could go directly to one-stop care.
Nurses followed up any patient who missed an appointment (Braitstein et al., 2012). (Gray IIIa)
(treatment, adherence, Kenya)

•

A treatment program in Malawi that initiated active follow up when ARV patients were three
weeks overdue for their appointments reduced the loss to follow up by 59% among 1,158 loss to
follow up patients who had not died, transferred out or declined an interview (Tweya et al., 2010).
(Gray IIIb) (treatment, adherence, Malawi)
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7B. Gaps in Programming—Treatment: Adherence and Support
1. Interventions are needed to reduce barriers to treatment adherence and to understand how
these differ by sex.
2. Interventions are needed to increase adherence for adolescents.
3. Major evidence gaps exist on adherence-enhancing interventions for long-term
effectiveness and at higher CD4 counts.
4. Further operations research is needed on the optimal collaboration between HIV
treatment facilities and community-based organizations, including cost-effectiveness
data.
5. Legislation and enforcement of legislation that prohibits employment discrimination
against people living with HIV is needed so that accessing HIV care is not seen as
jeopardizing one’s livelihood.
6. Additional efforts are needed in implementing viral load monitoring to increase
adherence.
7. Research is needed on what different factors affect adherence among men and women.
8. Specific additional adherence support is needed for those who initiate ARVs at CD4
counts above 250.
9. Increased information on an ongoing basis is needed concerning availability of support
groups for people living with HIV.
10. Strategies are needed to address sub-optimal adherence during switch between first- and
second-line ART.
11. Interventions are needed to reduce drug resistance, particularly among those who are
treatment naïve. Third line regimens may be needed in some resource limited settings.
12. Interventions are needed to enhance counseling to successfully prepare patients for
lifelong therapy.
13. Interventions are needed to address the adherence of patients who fast as part of religious
practice.

1. Interventions are needed to reduce barriers to treatment adherence and to understand
how these differ by sex. Increased research is needed to understand the most effective
strategies to increase adherence.	
  Studies found that a number of barriers that impact treatment
adherence, such as violence, stigma, transport costs, childcare, forced migration, the need for
food, the need to hide their medication from their male partners and changes in body image.
Screening and treatment for depression may improve adherence, although some studies have
shown mixed results. A review found that adherence differs by sex, but with little
disaggregation for which factors affect women. Data collection should be more nuanced and
not assume that women fall into static groups. A study of people living with HIV who
disengaged from ART found that harsh and disrespectful treatment by providers, as well as
competing work and livelihood demands, lack of funds for transport, etc. made attendance at
ART clinics challenging.
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• Gap noted, for example, in a review of evidence globally (Katz et al., 2013; Govindasamy et al.,
2012; Mills et al., 2012b; Mills et al., 2012d; Mills et al., 2006; Dilmitis, 2014) and for high-income
countries, including Hong Kong, Peru and Brazil (Puskas et al., 2011); a review of evidence for
middle- and low-income countries (Nachega et al., 2010c); India (Joshi et al., 2014; Nyamathi et
al., 2011; Bachani et al., 2010); Southern Africa (Kagee et al., 2011); Nigeria (Smith and
Mbakwem, 2010); Guatemala (Campbell et al., 2010b); South Africa (Fisher et al., 2014; ElKhatib et al., 2010); Brazil (Campos et al., 2010); Uganda (Weiser et al., 2010; Siu et al., 2012);
Burundi (Renaud et al., 2011); Tanzania (Layer et al., 2014; Roura et al., 2009); Zambia (Murray
et al., 2009; Sasaki et al., 2012); China (Li et al., 2012; Sabin et al., 2008; Williams et al., 2014);
Uganda, Tanzania and Botswana (Hardon et al., 2007); globally for PEPFAR-supported
countries (IOM, 2013); Malawi (Pinto et al., 2013); Pakistan (Tahir and Uddin, 2014).

2. Interventions are needed to increase adherence for adolescents. Multiple studies from
developed and developing countries reported young age as a risk factor for treatment
interruption and that adolescents were less adherent to antiretroviral therapy than adults.
• Gap noted, for example, in South Africa (Nachega et al., 2009; Kranzer et al., 2010 cited in Kranzer
and Ford, 2011); in the United Kingdom (Mocroft et al., 2001 cited in Kranzer and Ford, 2011);
French Guiana (Nacher et al., 2006 cited in Kranzer and Ford, 2011); Europe, Argentina, and
Israel (Holkmann Olsen et al., 2007 cited in Kranzer and Ford, 2011); Canada (Moore et al., 2009
cited in Kranzer and Ford, 2011).

3. Major evidence gaps exist on adherence-enhancing interventions for long-term
effectiveness and at higher CD4 counts. A rapid systematic review by WHO found that while
ART requires life-long therapy, the majority of studies have lasted two years or less.
• Gap noted globally (Chaiyachati et al., 2014; Thompson et al., 2012); in Asia and Africa (Gabillard
et al., 2013).

4. Further operations research is needed on the optimal collaboration between HIV
treatment facilities and community-based organizations, including cost-effectiveness data.
A review of the global evidence found that more information is needed on which interventions
are most effectively provided in communities as compared to HIV treatment facilities, and how
a patient’s integrated needs can be best met as a continuum of care.
• Gap noted globally (Amanyeiwe et al., 2014).
5. Legislation and enforcement of legislation that prohibits employment discrimination
against people living with HIV is needed so that accessing HIV care is not seen as
jeopardizing one’s livelihood. Studies found that those who feared that they would lose their
employment if found to be taking ARVs discontinued treatment.
• Gap noted, for example, in South Africa (Longinetti et al., 2014); Zambia (Musheke et al., 2012;
Sasaki et al., 2012); Uganda (Siu et al., 2012).

6. Additional efforts are needed in implementing viral load monitoring to increase
adherence. A study found that viral load failure was identified a median of 10.4 months earlier
through viral load testing as compared to CD4 testing. CD4 testing did not identify almost half
of the patients in a large cohort experiencing treatment failure.
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• Gap noted in lower and middle-income countries (Tucker et al., 2014; Nelson et al., 2014);
Nigeria (Rawizza et al., 2011).

7. Research is needed on what different factors affect adherence among men and women.
• Gap noted based on studies from Africa, Latin America, Western Europe and North America
(Ortego et al., 2012).

8. Specific additional adherence support is needed for those who initiate ARVs at CD4
counts above 250. A review of forty randomized trials found that no consensus exists on how
to effectively increase adherence, particularly among those living with HIV with no symptoms.
A study found that initiating ARVs at CD4 above 250 was associated with increased odds and
number of treatment interruptions and increased odds of persistent increased viral load within
the first three months of ARV initiation.
• Gap noted, for example, in rural Uganda (Adakun et al., 2013); globally (Mills et al., 2012d).

9. Increased information on an ongoing basis is needed concerning availability of support
groups for people living with HIV. A study found that people living with HIV were given one
time counseling concerning the availability of support groups only when they accessed their
HIV-positive serostatus and when they were critically ill, so that collecting ARVs is correlated
with information of support groups and other social services.
•

Gap noted, for example, in South Africa (Madiba and Canti-Sigaqa, 2012).

10. Strategies are needed to address sub-optimal adherence during switch between first- and
second-line ART. A study found that many patients switching from first- to second-line ART,
particularly in workplace programs, were non-adherent before and after the switch.
•

Gap noted, for example, in South Africa (Johnston et al., 2012).

11. Interventions are needed to reduce drug resistance, particularly among those who are

treatment naïve. Third line regimens may be needed in some resource limited settings. A
systematic review was done on studies published on the spread of drug resistance in resource-limited
settings after rollout of ART from 2001 to 2011, which reported on changes in the rate of HIV-1 drug
resistance in treatment-naïve HIV-positive patients. The review found that east Africa had the highest
rate of increase of drug resistance in treatment-naïve patients at 29% per year since rollout, followed by
14% in southern Africa, and 3% in west and central Africa. No specific analysis was done on gender
because many studies did not include sex ratios. In total, 162 reports were included with data from 42
countries and 26,102 patients. In another study of Latin America, it was estimated that at least 6% of
patients would need third line regimens within 5 years of ART initiation.
•

Gap noted globally (Gupta et al., 2012); and in Latin America (Cesar et al., 2014).

12. Interventions are needed to enhance counseling to successfully prepare patients for

lifelong therapy. Studies have found that patients were not well prepared for life-long therapy;
that adherence rates decreased over time and hospital costs increased for those who were less
adherent. A study found that patients believed that ART killed other patients, not understanding
that initiating ART at high viral loads and low CD4 counts reduces the likelihood of survival.
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•

Gap noted, for example, in Zambia (Musheke et al., 2013a); Senegal (Diouf et al., 2012, Abstract);
Brazil	
  (Rocha et al., 2011); Botswana (Do et al., 2010); South Africa (Nachega et al., 2010a).

13. Interventions are needed to address the adherence of patients who fast as part of religious
practice. A study found that fasting observed by HIV-positive patients (e.g., Ramadan) did not
have a significant effect on adherence, but patients did change when they took their ARVs
(Weaver et al., 2014). Another study reported that fasting was a major reason for patients to be
non-adherent and to be lost to follow-up (Bezabhe et al., 2014). Counseling should include
discussion of fasting when appropriate, and more studies on the impact of rescheduling drug
timing on adherence can better illustrate the relationship between fasting and adherence.
•

Gap noted, for example, in Indonesia (Weaver et al., 2014); and Ethiopia (Bezabhe et al., 2014).
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7C. Treatment: Staying Healthy and Reducing Transmission
Successfully treated people living with HIV have a
normal life expectancy (Sabin, 2013 cited in Justice
and Falutz, 2014; Maman et al. 2012a). “There are
many things that people living with HIV need to stay
healthy: emotional, mental, physical and some might
even say spiritual support – as well as good nutrition
and access to services and medication – all of which
enhances life and life expectancy” (Dilmitis, 2015).

“Me, I try to tell the man that, ‘In
this house we have been found with
this problem. We should accept it. I
should not point a finger at you. You,
too, should not point a finger at me.
Just buy your protection.’ And so,
little by little what he does now is
different from what he did in the
past.”

Given the results of the START study (NIH, 2015),
the most important step for staying healthy and
reducing transmission is provision of ART and —Malawi woman living with HIV
adherence support as soon as a person living with (Mkandawire-Valhmu and Stephens,
HIV is ready to adhere to ART for the rest of his/her 2010: 691)
life. Being virally suppressed on effective ART both
improves the health of the person living with HIV as
well as significantly reduces the possibility of HIV transmission to any sexual partners.
However, scaling up ARVS and viral load monitoring for everyone around the world who has
tested HIV-positive will remain a global challenge. For people living with HIV who are not
virally suppressed, sexual risk reduction is important to stay healthy by reducing exposure to
sexually transmitted infections that can accelerate HIV disease progression and by reducing
exposure to drug-resistant strains of the virus. It’s also an important step to reduce
transmission to new HIV-negative partners (Brown and DiClemente, 2011).
Risk Reduction is Necessary During the Acute Stage When HIV is Highly Transmissible
Acute HIV infection, lasting weeks or months, may account for a substantial proportion of
HIV-1 transmission worldwide. Acute infection is a highly infectious stage – usually lasting
between 7 and 21 days – occurring immediately following HIV infection (Cohen et al.,
2011b), with highly elevated transmission for up to four months following seroconversion
(Powers et al., 2011). While some have argued that acute infection is only responsible for a
small percent of new infections (Williams et al., 2011b), others have argued that acute
infection may lead to efficient transmission chains (Delva and Abdool Karim, 2014; Cohen et
al., 2012a; Powers et al., 2014). Currently no guidelines exist for prevention of forward
transmission of acute infection (Corneli et al., 2014) and a randomized controlled intervention
designed to slow onward transmission did not increase retention in care, although qualitative
data found that people living with HIV in the intervention stated that they knew the
importance of using condoms and appreciated additional counseling (Corneli et al., 2014).
[See also Prevention for Women: Partner Reduction]
Studies have shown that the efficiency of HIV transmission is directly proportional to the viral
load in the transmitting individual (Blaser et al., 2014), i.e., the higher the viral load, the easier
it is to transmit HIV. Yet it is difficult, if not impossible, “…to quantify risks – with an
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appropriate degree of accuracy – for any specific individual in the ‘real-world’” in terms of
risks for HIV transmission (Gerberry and Blower, 2011: 1120).
Acute HIV infection (or seroconversion phase) progresses into a state of chronic HIV
infection that can remain relatively constant for years. This period is associated with a much
lower risk of transmission compared with that of acute HIV infection, but because this period
can last a median duration of eight years, the cumulative risk of transmission during these
eight years can be substantial (Granich et al., 2009). Best practice for the clinical management
of acute HIV infection is still under investigation (Bell et al., 2010; Hogan et al., 2012), but a
study of 468 people living with HIV in the United States demonstrated that ART initiation
within the first four months of infection led to CD4 counts up to 900 cells/µl or more seen in
64% of those who initiated ART in the first four months of infection, and in only 34% of
those that initiated ART after more than four months of infection (Le et al., 2013). Recent
studies have found that early ART limits the persistence of the HIV reservoir and replication
of HIV (Ananworanich, 2014).
Stigma and Gender Norms Can Make Efforts to Reduce Transmission Difficult for Women
and Men
Non-judgmental, non-stigmatizing interventions are urgently needed for those living with HIV
who are not virally suppressed to reduce HIV transmission to sexual partners (Collins et al.,
2008). Interventions both within the health sector and outside the health sector, such as
transforming norms, reducing violence against women, and revising laws that criminalize
non-disclosure of HIV (Groves et al., 2012), need to be implemented in order to support
people to live longer and healthy lives, and practice safer sexual behaviors once someone
knows his/her positive serostatus. [See also Strengthening the Enabling Environment]
“Despite the gain and progress in access to treatment – an HIV-positive diagnosis is still seen
by many as a death sentence” (Dilmitis, 2014: 7). Women living with HIV suffer from high
rates of violence (Kendall et al., 2012; One in Nine Campaign, 2012; Osinde at al., 2011;
Aryal et al., 2012) which can create challenges in accessing ART and adherence. [See also
Strengthening the Enabling Environment: Addressing Violence Against Women]
Some serodiscordant couples identify fear of
transmission as a primary concern in their “My baby’s father said that if
relationships or fear the impact that disclosure will he...(got) HIV, I would be the one to
have on the HIV-negative partner (Ananworanich, blame…he would kill me”
2014; Talley and Bettencourt, 2010; Chen et al.,
2011; Kelley et al., 2011). Women particularly fear —Women living with HIV who did
the reaction of male partners if they access ART and not disclose her serostatus to her
they sometimes hide their status and even their ART sexual partner (Groves et al., 2012:
medication (Machera, 2009). A study in South 802)
Africa found that among 413 men living with HIV
and 641 women living with HIV, stigma and
discrimination was associated with non-disclosure and that non-disclosure was associated
with HIV transmission risk behaviors (Simbayi et al., 2007).
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“Persistent rates of nondisclosure by those diagnosed with HIV raise difficult ethical, public
health and human rights questions about how to protect the medical confidentiality, health and
well-being of people living with HIV on the one hand, and how to protect partners and
children from HIV transmission on the other” (Bott and Obermeyer, 2013: S5). At least 63
countries have HIV-specific criminal statutes (Dilmitis, 2014) and therefore people can be
prosecuted for transmitting HIV, making disclosure and adherence challenging. In some
countries, women who know their status fear being sued by their partners under laws that
criminalize transmission of HIV (Hsieh, 2013).
Criminalization of transmission and nondisclosure undermines rights while disserving public
health, but gender issues are key to HIV disclosure (Bott and Obermeyer, 2013). [See
Strengthening the Enabling Environment: Advancing Human Rights and Access to Justice for
Women and Girls] Because women are tested for HIV at much higher rates than men (many
countries have a policy of mandatory testing for pregnant women), any approach that blames
women living with HIV for not disclosing their status will disproportionately burden women.
Health care systems that are often overwhelmed do not provide appropriate psychcosocial
support for pregnant women who discover their HIV-positive status through this kind of
testing. Where male partners have been unwilling to get tested for HIV, some women living
with HIV did not feel an obligation to disclose their positive serostatus (Groves et al., 2012).
Women “reflected upon the fact that men seemed unwilling to test but preferred to blame their
female partners” (MacGregor and Mills, 2011: 4). In some cases, women are significantly less
likely to know their partner’s status than men (McGrath et al., 2013). And one study of
women living with HIV in South Africa found that consistent condom use was not correlated
with disclosure to either HIV-negative or HIV-positive male partners (Onoya et al., 2011). For
women living with HIV, “it is ultimately the decision of the man to either use a male condom
or not,” (Onoya et al., 2011: 1218), with gender norms on sexuality key to male use of
condoms. Some evaluated interventions exist regarding women’s use of female condoms in
the absence of male condom use. However, " …limited access to female condoms and
substantially higher costs have limited uptake and use of female condoms” (Abdool Karim et
al., 2010a: S125) thus limiting an opportunity to reduce HIV infection through a womaninitiated prevention method. [See also Strengthening the Enabling Environment and
Prevention for Women: Male and Female Condom Use]
Fear of Disclosure Impacts Transmission Reduction Efforts
Disclosure is not a one-time event but a process calling for careful consideration as to whom
to disclose, when and reasons for disclosing. A study in Zimbabwe of 200 women living with
HIV on ART found that 96.5% disclosed to at least one person, most frequently their sister
(Patel et al., 2012). Both women and men need to learn how to negotiate safe sex prior to
disclosure, knowing when to disclose and how to disclose. Given that there is no global
guidance on disclosing – technicalities of why, how and when to disclose is where
communities of women living with HIV become essential in providing this kind of peer
support. [See Adherence and Support] Women in one study noted that once they disclosed, no
man had stayed with them (MacGregor and Mills, 2011). In another study in Uganda, “the
need to provide for children was a particularly strong motivation for women to avoid
disclosure” (Allen et al., 2011: 539), as men abandoned or abused partners who disclosed or
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requested condom use. One cross sectional survey in Cameroon found that women living with
HIV who were not financially dependent on their male partners were much more likely to
have used condoms (Loubiere et al., 2009), suggesting the importance of a strong supportive
enabling environment. [See Strengthening the Enabling Environment]
A study in South Africa found that, for men, disclosure undermined men’s sense of
masculinity and that health-seeking behavior portrayed them as weak and dependent, as well
as subject to control by health care providers (Mfecane, 2012). “Men believed that ‘real men’
deal with personal problems on their own, instead of asking help from other people”
(Mfecane, 2012: S115). However, once on ART, men’s health and appearance improved and
they felt publicly able to share their HIV-positive serostatus, which in turn won them support,
approval and admiration, becoming role models for breaking the secrecy and stigma
surrounding HIV (Mfecane, 2012). Other studies found that men were particularly critical of
serodiscordant couple interventions, as couples counseling puts “the man on trial.” As one
man put it: “It is as if you are before a court, as you know women can get authority over the
man when other people are there...So your wife may ask you how the disease came about. So
you have to reveal the extra affairs….” (Siu et al., 2013: 48). Couple testing must be
implemented in a way that addresses gender imbalances and violent relationships. Providing
sex-segregated counseling may also be effective (Jones et al., 2014).
Safer Conception Information is Needed for Those Who Desire Pregnancy
Among people living with HIV who are not virally
suppressed, HIV transmission can occur in the “People living with HIV have
attempt to become pregnant. In most low- and feelings…and marriage is a right to
middle-income countries, little information is everyone, whether HIV positive or
available to couples on safer conception. “In the not.”
absence of artificial insemination technologies,
effectively unavailable in most low- or low-to- —19-year-old woman in Zambia,
middle income countries, conception requires (Mburu et al., 2013: 178)
unprotected sexual intercourse; this means risk of
either HIV transmission (in serodiscordant couples)
or HIV super-infection (in couples where both couples are positive” (London et al., 2008: 14).
When the person living with HIV is virally suppressed, the chances of transmission are
dramatically reduced [See also Safe Motherhood and Prevention of Vertical Transmission)
Among those living with HIV and not virally suppressed, superinfection can become an
additional health problem. Superinfection is when a person gets infected with different strains
of HIV, increasing the risk of drug resistance to ARVs. A study in Uganda found that
polygamous relationships among HIV-positive partners results in multiple infections i.e.,
superinfection (Ssemwanga et al., 2011). One study found that among 20,220 people in the
study in Uganda in a general heterosexual population, rates of superinfection were substantial
(Redd et al., 2012) and another study detected superinfection among Kenyan women (Ronen
et al., 2013) but found that HIV infection provides partial protection from subsequent
infection, with susceptibility to superinfection possibly decreasing over time.
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The Relationship Between HIV and Other STIs is Complicated
Among those living with HIV who are not virally suppressed, acquiring STIs can accelerate
HIV disease progression (White et al., 2006 cited in Brown and DiClemente, 2011). STIs also
increase the risks of HIV transmission (Ward and Ronn, 2010 cited in Brown and
DiClemente, 2011). Infectiousness is high in people living with HIV who have a concurrent
STI (Brown et al., 2011a). Women living with HIV have higher rates of the STI Trichomonas
vaginalis (TV), the second most common STI worldwide, with a seven-day treatment, rather
than single-dose therapy, recommended (Lazenby, 2012). A study of 3,297 African serodiscordant couples with 86 linked HIV transmissions found that STIs such as Herpes Simplex
Virus-2 (HSV-2), genital ulcers, Trichomonas vaginalis, vaginitis and cervicitis among those
who were HIV-negative increased risk of HIV acquisition, even after adjusting for viral load
of the person living with HIV (Hughes et al., 2012). The ongoing challenge of treatment for
STIs continues to be diagnostic, as well as treating the right infection with the right
medication at the right time (Cohen, 2012).[See Prevention for Women: Treating Sexually
Transmitted Infections]
STIs in people living with HIV may be associated with a faster progression to death. A study
between 2001 and 2009 with 303 women living with HIV with 1,408 person-years in Uganda
and Zimbabwe found that STI symptoms were associated with faster disease progression
(Morrison et al., 2011). Women living with HIV also have increased risks for certain STIs,
such as genital ulcer disease, even after initiation of antiretroviral therapy; one study found an
increased risk of Trichomonas vaginalis (Mavedzenge et al., 2010).
Conversely, HIV treatment can benefit certain STI outcomes. A study found that people on
ARVs with syphilis are less likely to have neurosyphilis and respond better to neurosyphilis
treatment (Marra et al., 2012). Among entirely or predominantly ART-naïve adults, a
systematic review found that treating STIs reduced HIV viral load (Modjarrad and Vermund,
2010). Questions have been raised about whether Herpes Simplex-2 infection, in particular,
enables HIV transmission, though recent observational data found no association between
HIV transmission with HSV-2. Clinical trials found no effect of HSV-2 suppression on HIV
acquisition and HIV transmission in HIV discordant couples (Celum et al., 2010).
Randomized evaluations of different behavioral intervention models, including clinicianinitiated communication are needed (Bunnell et al., 2006b). “When discussions of ongoing
STD-related risk behavior do occur, they are infrequent and often initiated at the patient’s
request. At best, the lack of these discussions in HIV-related care settings is unfortunate; at
worst, it indirectly contributes to escalating rates of STIs among [people living with HIV] and
of new HIV acquisition among others at risk” (Hall and Marrazzo, 2007: 518).
Treatment Can be a Successful Prevention Strategy to Reduce Transmission
The HPTN 052 study has shown that early initiation of antiretroviral therapy (when CD4
counts were between 350 and 550) for the seropositive partner in a discordant relationship
resulted in a 96% relative risk reduction of HIV transmission to the seronegative sexual
partner (Cohen et al., 2011a). Ten year results presented at the 8th IAS Conference on HIV
Pathogenesis, Treatment & Prevention Conference in July, 2015 found durable reductions in
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transmission, noting “throughout our decade-long study with more than 1,600 heterosexual
couples, we did not observe HIV transmission when the HIV-infected parner’s virus was
stably suppressed by antiretroviral therapy” (Cohen et al., 2015; NIH news release, 2015).
WHO’s 2013 guidance recommends ART for all people living with HIV, regardless of CD4
count, who have seronegative sexual partners, while noting that advice should be given on
safer sex, including condom use (WHO, 2013). But some have criticized this strategy, noting
that a person living with HIV is in a discordant relationship any time they have sex with
someone of unknown serostatus. Others have noted that sero-concordant couples also deserve
treatment. Still others have noted “prioritizing those in stable partnerships for treatment may
not be an efficient form of prevention over providing treatment to the general population
without prioritization” (Delva et al., 2012).
Furthermore, a study in Kenya found that almost 40% of serodiscordant couples were
unwilling to use early treatment for preventive effect (Heffron et al., 2012 cited in Mills et al.,
2013). “Increasingly, there has been recognition of the need for services to work with couples,
rather than just with the individual partners” (Spino et al., 2010: 4). Some have suggested that
it is important to understand population dynamics through modeling. In a recent modeling
exercise, sex workers in West and Central Africa were found to have the highest probability
of transmission, even in settings where HIV prevalence is low and there is not a concentrated
epidemic (Boily et al., 2015). However, no evaluated studies were found that reached sex
workers with treatment for their own needs rather than as vectors of transmission, with the
exception of one (Mountain et al., 2014). Given the new START data showing that early
treatment has health benefits for the person taking ART as well as reducing the likelihood of
transmission, countries will need to assess how ART will be scaled up in a way that respects
individual choice, understanding and readiness to undertake life long treatment while also
reducing population level transmission.
While the study by Cohen et al., 2011a shows the benefit of treatment for reduction of
transmission to the HIV-negative partner, it is important to keep this study in context.
Condoms as well as treatment were used to prevent transmission, with self-reported 100%
condom use correlated with prevention of transmission. There are a number of hurdles in
successfully utilizing treatment as a prevention approach. For example, getting all HIVpositive people to know their serostatus before they are symptomatic and while their CD4
counts are above 350 in order to access treatment will be challenging and unlikely to result in
universal coverage in the near future (Over, 2011). Also of significance in the study by Cohen
et al., 2011a, is that in 28% of the cases, HIV transmission occurred from another partner
rather than from the HIV-positive partner on treatment (Cohen et al., 2011a), demonstrating
that monogamy cannot be assumed in serodiscordant couples (Chohan et al., 2015).
Population-level benefits of ART could be compromised by sub-optimal ART coverage or
adherence (Cohen et al., 2012b). The effect of ART in reducing transmission through routes
other than heterosexual contact is not definitively known (Cohen et al., 2013), with clinical
trials underway (Cohen et al., 2012b). Data from treatment as a prevention strategy comes
almost exclusively from vaginal sex with no data for risk of transmission for anal sex, whether
for those who are heterosexual or who are MSM (Collins and Geffen, 2014). However, a
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recent CROI abstract (Grulich et al., 2015) found no risk of transmission among virally
suppressed MSM.
But much of transmission is driven by those who are not yet diagnosed with HIV, rather than
those who know their sero-status but are not yet on ART (Collins and Geffen, 2014; Phillips,
2015). A study from South Africa found that “a substantial proportion of [individuals living
with HIV] remained at risk of transmitting HIV even after starting ART,” (Kranzer et al.,
2013: 498), with 39.2% of individuals who reported taking ART “with detectable viral load
(above 1,500 copies per milliliter), which is known to be associated with a high risk of
transmission” (Kranzer et al., 2013: 501). The logistical challenges, however, of getting all
who have tested positive globally on ART and virally suppressed remain daunting.
The use of HIV treatment as prevention is emerging as an exciting component of scaled up
AIDS programs (WHO, 2013). Additional discussion of the use of treatment as a prevention
strategy can be found in Prevention for Women: Treatment as Prevention.
Scaling Up Treatment Alone Is Insufficient as a National Prevention Strategy
“Given the dramatic effect of ART on viral load, it
is reasonable to consider using treatment of “At the same time, we should know
individuals [living with HIV] as a means of that treatment scale-up is not an end
preventing HIV transmission” (Dieffenbach and in itself, and viral suppression does
Fauci, 2009: 2380) and recent results “…support the not equal optimal quality of life.
use of antiretroviral treatment as a part of a public
health strategy to reduce the spread of HIV-1” —Suzette Moses-Burton, Executive
(Cohen et al., 2011a: 12). However, treatment Director of the Global Network of
programming must be linked with prevention People Living with HIV (UNAIDS,
(Holmes et al., 2010b) and “an essential question is 2015: 267)
how a country’s health service could maintain
antiretroviral therapy in legions of healthy patients
with high CD4 cell counts mainly for prevention benefits to partners, when it is not able to
initiate and maintain high levels of retention of those with low CD4 counts who need ART for
survival” (Padian et al., 2011b: 275). Rapid ART scale up can exacerbate health system
constraints with neglect of prevention for both those living with HIV and those who are HIVnegative (Jacobson et al., 2012). [See also Prevention for Women] Treatment as prevention
requires lifelong engagement in care (McNairy et al., 2013b), with the danger that those with
high viral loads will be lost to follow up and have low rates of adherence. [See Treatment:
Provision and Access & Adherence and Support] Meeting the challenges of scaling up
treatment for those with high viral loads will be difficult, and therefore successfully scaling up
treatment for those with low viral loads may be unlikely (Mills et al., 2013).
Some researchers have expressed concerns that risk behaviors may increase “due to the
feeling of safety that ART provides” (Shafer et al., 2011: 671) and increasing HIV prevention
efforts both for those who are HIV-negative and for those who are HIV-positive is necessary
(Shafer et al., 2011). Treatment as prevention still faces challenges due to gender norms,
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multiple partnerships, and other structural and environmental factors. [See Strengthening the
Enabling Environment]
The proper use of condoms remains a reliable means of enabling everyone, without knowing
the serologic status of their partners, to protect themselves and others during sexual
intercourse. UNAIDS also argues that reducing transmission is a “shared responsibility”, so
that everyone shares the responsibility to avoid HIV (GNP+ and UNAIDS, 2011). But women
often struggle to access and negotiate condom use. [See Prevention for Women: Male and
Female Condom Use and Strengthening the Enabling Environment] Guidelines on promoting
the health and dignity for people living with HIV with attention to gender equity are available
at: (UNAIDS and GNP+, 2013). Some contend that while treatment can provide regular
condom users with added safety, “condoms remain the only way to protect oneself against
other STIs” (Bourdillon et al., 2008: 11). Some studies have shown that those on treatment are
more likely to use condoms (Kennedy et al., 2010b) and other measures to prevent
transmission and other studies, mostly from resource-rich settings (Tun et al., 2004 cited in
Cohen and Gay, 2010) have shown the opposite. Treatment as a prevention strategy still
requires individual action, such as continued adherence. Even in a resource-rich country like
the United States, only one-quarter of people living with HIV “have successfully navigated
the ART care continuum to achieve an undetectable viral load with ART” (Fauci and Marston,
2014: 496).
The WHO 2013 guidelines recommend that all those
living with HIV be enrolled in care prior to ART “Let me tell you where there is
initiation, with recommended packages including health, there is life. I tried very much
psychosocial counseling and support (WHO, 2013). to be single but when I couldn’t hold
Individuals need counseling on the relationship on any longer I got someone who
between their CD4 count and/or viral load and the was also…on medication.”
risk of transmission both to sexual partners and in
pregnancy in a simple, easy to understand format — Women living with HIV in
(Ujiji et al., 2010). [See also Meeting the Sexual and Uganda (Mbonye et al., 2013: 8)
Reproductive Health Needs of Women Living with
HIV and Safe Motherhood and Prevention of
Vertical Transmission] Condoms can protect partners who may not be fully adherent and/or
virally suppressed, as well as preventing STI acquisition. Questions remain about transmission
of ART-resistant strains to partners (Anglemyer et al., 2013).
For more information on staying healthy, see http://www.avert.org/being-hiv-positive-andhealthy.htm. For additional prevention strategies see Prevention for Women; Prevention for
Key Affected Populations and Prevention for Young People
7C. What Works—Treatment: Staying Healthy and Reducing Transmission
1. Viral suppression with ARV therapy can minimize the risk of HIV transmission and
improve health.
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2. Providing antiretroviral treatment to people living with HIV can increase HIV prevention
behaviors, including condom use.
3. Providing peer support, information and skills-building support to people living with HIV
can reduce unprotected sex.

7C. Evidence
1. Viral suppression with ARV therapy can minimize the risk of HIV transmission and
improve health.
•

A systematic review adhering to the Cochrane Group review guidelines was conducted of
observational studies and randomized control trials to evaluate the rates of sexual HIV transmission
between heterosexual serodiscordant couples when the HIV-positive partner had full viral
suppression on ART. Of the 3 studies that met all eligibility criteria with confirmed full virologic
suppression in the HIV-positive partner, the rate of transmission was 0 per 100 person-years (no
seroconversions were reported). With an additional 3 studies that did not confirm full viral
suppression, the rate of transmission was 0.14 per 100 person-years; however, all transmission
events occurred shortly following initiation of treatment (before viral suppression could be
attained), so excluding these transmission events the rate of transmission was still 0 per 100 personyears. When converted to lifetime risk of seroconversion, the upper end of the confidence interval
(.0001 per 100 person-years) demonstrates a 1 in 204 to 1 in 50 chance of transmission to the
infected partner over 20 to 50 additional years of life. Studies were included that provided data on
sexual contact, HIV-positive partner on ART, confirmed undetectable viral load at the time of
transmission, and reported seroconversions rates. Of 20,252 records originally identified, three met
all the inclusion criteria. These three cohort studies were conducted on 991 heterosexual couples in
Brazil, Spain and Uganda with 2,064 person-years of follow-up. Two cohort studies and one
randomized control trial were also used in further analysis that met all of the inclusion criteria
except the confirmed viral load at the time of transmission. The cohort studies were conducted in
Botswana, Kenya, Rwanda, South Africa, Tanzania, Uganda, and Zambia on 4,307 couples.
The randomized control trial was the HPTN 052 trial carried out on 1,763 couples in Botswana,
Kenya, Malawi, South Africa, Zimbabwe, Brazil, India, Thailand, and the United States
(Cohen et al., 2011a). There was a total of 8,170 person-years of follow-up in the latter 3 studies.
These studies reported 4 transmission events, all of which occurred early after the initiation of
ART. The study notes that, “not enough data were available to present results on transmission rates
through intercourse exclusively without condoms, by type of sexual act (vaginal vs. anal),
correcting for the presence of STIs, or by female-to-male or male-to-female contact,” (Loutfy et al.,
2013: 3). Unprotected sexual intercourse may not result in transmission when viral suppression in
the HIV-positive partner has been confirmed (Loutfy et al., 2013). (Gray II) (treatment, sex
behavior, Brazil, Spain, Uganda, Botswana, Kenya, Rwanda, South Africa, Tanzania, Malawi,
Zambia, Thailand, United States, Zimbabwe)

•

A Cochrane review of one randomized controlled trial (Cohen et al., 2011a) and nine observational
studies conducted in Botswana, Brazil, China, India, Italy, Malawi, Kenya, Rwanda, South
Africa, Spain, Thailand, Uganda, the United States of America, Zambia, and Zimbabwe was
conducted to determine if ART use was associated with lower risk of seroconversion in HIVdiscordant couples. This review found that in couples where the infected partner (index partner)
was being treated with ART, the uninfected partner had at least a 40% lower risk of acquiring HIV
than in couples where the index partner was not receiving ART. The ten studies identified 2,112
episodes of HIV transmission, 1,016 among treated couples and 1,096 among untreated couples. In
the observational studies, the risk for HIV seroconversion incidence in the ART-naïve group was
54 cases per 1,000 people. The risk for HIV seroconversion incidence in serodiscordant couples
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where the index partner was on ART was 31 per 1,000 people. The data was also categorized into
subgroups by the index partner’s initial CD4 count. When the index partner had a CD4 count of
more than 350 cells/µl, there was an 88% lower risk of seroconversion among couples where the
index patient was on ART. In this group, there were 247 seroconversions in the ART-naïve group
and 30 in the ART group. This review demonstrates that ART can be used as a preventive measure
for HIV transmission among serodiscordant couples, and that this intervention is effective at CD4
counts above 350 cells/µl (Anglemyer et al., 2013). (Gray II) (treatment, sex behavior, CD4 counts,
Botswana, Brazil, China, India, Italy, Malawi, Kenya, Rwanda, South Africa, Spain, Thailand,
Uganda, the United States of America, Zambia, and Zimbabwe)

•

A randomized trial of 1,763 couples in nine countries – Botswana, Kenya, Malawi, South Africa,
Zimbabwe, Brazil, India, Thailand and the United States - in which one partner was HIV-1positive and the other was HIV-negative, with 50% of partners were men living with HIV, found
that early initiation of antiretroviral therapy at CD4 counts between 350 and 550 in 886 couples
resulted in a 96% relative risk reduction of HIV transmission to the HIV-negative sexual partner as
compared to initiation of antiretroviral therapy at CD4 counts at 250 or less in 877 couples. Of the
39 HIV transmissions, 28 were virologically linked to the infected partner. Of the 28 linked
transmissions, only one occurred in the early therapy group, for an incidence rate of 0.1 per 100
person years in the early initiation group compared to an incidence rate of 0.9 per 100 person years
in the later initiation group. The single HIV transmission event in the early treatment group was
ascribed to transmission before HIV suppression was possible (Cohen et al., 2012b). Of the 28
HIV-positive participants who had linked transmission to a partner, 17 (61%) had a CD4 count of
more than 350 cells per cubic millimeter at the study visit before the detection of linked HIV
transmission. All linked transmissions in the delayed therapy group occurred while the HIVpositive participant was not receiving antiretroviral therapy. There was a relative reduction of 89%
in the total number of HIV transmissions resulting from the early initiation of antiretroviral therapy,
regardless of viral linkage with the infected partner. Women living with HIV were the source of
infection in 18 of 27 (67%) linked transmissions in the delayed therapy group and a man was the
source of the single transmission in the early therapy group. HIV-1 uninfected partners were
encouraged to return for all visits together for counseling on risk reduction, condom use, and
treatment of STIs. Self-reported 100% condom use at baseline was associated with a reduced risk of
HIV transmission. Of the couples, 97% were heterosexual and 94% were married. At enrollment,
1,291 of the HIV-positive (73%) reported having had at least one sexual encounter during the
previous weekend and 5% had unprotected sex, with a similar profile for the HIV-negative partner.
Partners who seroconverted to HIV-positive were released from the study and referred for care.
Any woman who was pregnant at enrollment was provided antiretroviral therapy appropriate for
use during pregnancy at the start of the second trimester and women in the delayed-therapy group
discontinued antiretroviral therapy at delivery or when breastfeeding ended. Twelve new HIVnegative partners who met study criteria for inclusion were enrolled with an HIV-positive partner
after the original partner was released from the study (Cohen et al., 2011a). (Gray II) (treatment,
sex behavior, serodiscordant, CD4 counts, Botswana, Kenya, Malawi, South Africa, Zimbabwe,
Brazil, India, Thailand, United States)

•

A study done utilizing behavioral data from the continuing Temprano-ANRS12136 randomized,
controlled trial in Côte d’Ivoire compared the sexual behaviors of patients who received early ART
as opposed to standard ART. By accounting for sexual behavior and viral loads, the study authors
did calculate that the protective effect of early ART was 89% for sexually active people, which
“was mainly attributable to difference in viral loads between patients receiving early versus
standard ART,” (Jean et al., 2014: 435). The study found that the early ART patients reported
slightly less risky sex in the past month; however, the difference was not statistically significant.
So although the sexual behaviors between the standard and early ART groups was similar, ART
significantly reduced the chance of transmission at each sexual encounter. HIV-positive adults
were enrolled in this trial from 2008 to 2012 if they had a CD4 count of less than 800 cells/µl but
did not satisfy any criteria for initiating ART. Participants were randomly assigned to initiate ART
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immediately (early ART group), or to delay treatment until they met one WHO-recommended
criterion for initiating ART (standard ART group). WHO-recommended initiation criteria was
below CD4 count below 200 cells/µl before 2010, when it changed to below 350 cells/µl. A
questionnaire was completed by 957 participants at their 12-month visit. This included data on the
last episode of sexual intercourse (past month or past year), including type of partnership
(cohabiting or not), and partner’s HIV status (unknown, negative, or positive). Risky sex was
defined as an instance of unprotected intercourse with a HIV-negative or HIV-unknown partner.
The partner’s exposure was defined as risky if the sexual encounter was unprotected and the viral
load of the HIV-positive partner’s CD4 count was more than 300 cells/µl. At baseline, 80.4% of
participants were women, the median age was 35 years old, 46.2% were cohabiting, and the median
CD4 count was 478 cells/µl. By the 12-month visit, 15% of the standard ART group had initiated
treatment. Risky sex was reported by 10.0% of the early ART group and 12.8% of the standard
ART group. The proportion of participants exposing their partners to HIV infection (measured by
viral load) was 2.4% in the early ART group and 10.7% in the standard ART group. Of the
participants, 46.0% reported sexual activity within the past month, and 41.5% of that activity was
between noncohabiting partners. The early ART group reported that their last sexual partner was
HIV-negative in 22.8% of cases and that their status was unknown in 47.7% of cases. The standard
ART group reported that their last sexual partner was HIV-negative in 26.6% of cases and that their
status was unknown in 43.9% of cases. The estimated transmission rate at the last episode of
sexual intercourse was 4.0 cases per 10,000 sexually active persons in the standard ART group and
0.5 cases per 10,000 sexually active persons in the early ART group. The corresponding estimated
protective effect of early ART against HIV transmission was 89%. However, the study authors
note that, “the social acceptability and equity of prioritizing access to early ART to this population
is questionable,” (Delva et al., 2012 cited in Jean et al., 2014: 438). With this data, the study
authors estimate that early ART could prevent 161 infections per 10,000 patients in the first year of
treatment (Jean et al., 2014). (Gray IIIa) (treatment, sex behavior, Côte d’Ivoire)

•

A prospective longitudinal study was conducted in Yunnan province in China from 2009 to 2011
to assess the efficiency of China’s current HIV treatment program to prevent new HIV infections
among discordant couples in rural China. In total, 813 couples were followed for an average of 1.4
person-years. The 288 couples that were lost to follow-up had a greater proportion of HIV-positive
partners that were not receiving antiretroviral therapy. Routine ART was prescribed according to
China’s national guidelines (CD4 count less than 350 cells/µl). During the study, the couples were
classified as ART-experienced or ART-naïve. The HIV-positive partners who started ART before
the beginning of the study and those who had started ART before the midpoint of the follow-up
period were classified as ART-experienced. The remaining couples were classified as ARTnaïve. Each partner was interviewed at baseline and at the follow-up visit. Samples were taken of
each partner’s plasma at each visit to test for HIV, syphilis, herpes, CD4 count, and viral load
testing. The HIV-negative partners were 79.5% women, 70.2% were aged 39 years and younger,
68.9% were illiterate or educated at primary school only, and 96.8% had never used drugs. A
reported 48.1% of HIV-positive partners had a history of drug use, and 47.8% of HIV-positive
partners were on ART at the baseline interview. HIV-positive partners on ART were more likely to
have a viral load of less than 400 copies/ml (as compared to HIV-positive partners not on ART). A
total of 17 seroconversions were recorded during 1,127 person-years, with an overall incidence of
1.5 seroconversions per 100 person-years. HIV incidence was higher (9.7 per 100 person-years)
among participants who reported inconsistent condom use. HIV incidence was also higher for
partners with a viral load greater than 400 copies/ml (2.3 per 100 person-years), or for partners who
were not receiving ART (2.4 per 100 person years). This data, “suggests that HIV-negative spouses
of HIV-positive patients are a…high-risk population,” (He et al., 2013: 9). Five of the 17
seroconversions occurred in couples in which the HIV-positive partner was on ART prior to
baseline. All of these couples reported inconsistent condom use and four HIV-positive partners had
a viral load greater than 10,000 copies/ml at baseline, “suggesting that virological failure may have
resulted in these transmission events,” (He et al., 2013: 9). This data shows that when the HIVpositive partner is on ART, the couple has one-third the risk of seroconversion as compared to
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couples where the HIV-positive partner is not on ART. The population on ART had a
seroconversion rate of 0.8 per 100 person-years, a 66% reduction from the 2.4 per 100 person-years
in the ART-naïve population (He et al., 2013). (Gray IIIa) (treatment, viral load, sex behavior,
China)
•

A retrospective cohort study in China from 2003 to 2011 was conducted to measure the effects of
ART on transmission of HIV in serodiscordant couples. The ART-naïve cohort had a rate of
transmission of 2.6 per 100 person-years and the ART-treated cohort had a rate of transmission of
1.3 per 100 person-years, demonstrating a 26% relative risk reduction in HIV transmission. ART
was initiated in all HIV-positive individuals who met Chinese treatment criteria (when CD4 count
dropped below 200 cells/µl until 2008, when guidelines changed to CD4 count dropping below 350
cells/µl). Repeat tests for HIV for HIV-negative partners and CD4 counts for HIV-positive partners
were recommended every 6 months. Couples were taken from the databases and categorized as the
treatment-naïve cohort or the treatment cohort. From the databases, 24,057 couples were included
in the treatment cohort and 14,805 couples were included in the treatment-naïve cohort. A total of
1,631 seroconversions were recorded from 2003 to 2011. Treated patients generally had the same
demographic characteristics as treatment-naïve patients; however, treated patients were on average
older, were predominantly infected through blood or plasma transfusion, and had a longer followup time. Treatment-naïve patients were predominantly infected through sexual contact. Treatment
was the most protective in the first year of follow-up, but not in subsequent years. Treatment was
significantly protective when the HIV-positive partner had been infected through transfusion or
heterosexual intercourse, but was not significantly protective when they had been infected through
male homosexual sexual contact or by injecting drugs. The study also found that women were more
likely than men to transmit HIV to their partner (Jia et al., 2013). (Gray IIIa) (treatment, sex
behavior, prevention, China)

•

A review of publications from 1996 to 2009 with 11 cohorts reporting on 5,021 heterosexual
couples and 461 HIV transmission events found that studies of heterosexual discordant couples
observed no transmission in patients treated with ART and with viral load below 400 copies/ml but
data were compatible with one transmission per 79 person-years. In ten studies with HIV-positive
people not receiving antiretroviral therapy with 9,998 person years of follow-up, the overall HIV
transmission rate, irrespective of viral load category and sexually transmitted diseases, was 5.64 per
100 person years. The largest number of serodiscordant couples was reported in five studies from
Sub-Saharan Africa. “There was insufficient data to allow estimation of summary rates of
transmission through sexual intercourse without condoms, or to separate female-male and malefemale transmission” (Attia et al., 2009: 1399). “This systematic review did not identify any study
from which the risk of HIV transmission per act of unprotected sexual intercourse among persons
with suppressed viremia following ART could be quantified directly. The available studies found
no episodes of HIV transmission in discordant heterosexual couples If the HIV-infected partner was
treated with ART and had a viral load below 400 copies/ml…The comparison of overall rates in
patients on ART and not on ART nevertheless indicated that heterosexual transmission was reduced
by 92%” (Attia et al., 2009: 1401). (Gray IIIa) (treatment, sex behavior, Sub-Saharan Africa)

•

An analysis of data from 463 patients (70% women) in rural Uganda on ART in a government-run
clinic over 3.5 years of observation and 5,239 study visits showed that although detectable viremia
and/or sexual transmission risk behavior occurred in over half of patients, ART reduced periods of
HIV transmission risk by over 90% over six years of observation time. Though over half of the 463
patients had episodic detectable viremia or reported sexual transmission risk behavior, less than 5%
ever experienced them simultaneously. One in three reported at least one episode of sexual
transmission risk during a median of 3.5 years of observation time. Lower CD4 count, stigma, low
household assets and younger age were associated with HIV transmission risk (Siedner et al.,
2014). (Gray IIIb) (treatment, viral load, Uganda)
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•

Using data collected at population-wide annual serological and behavioral surveys in Uganda
between 1989 and 2007, no transmissions occurred in the 29 couples where the person living with
HIV was on ART during 872 person years. HIV status of both partners was known in 2,465 couples
and of these, 259 were HIV serodiscordant. Of the 259 serodiscordant couples, 62 converted to
HIV. Higher viral load independently associated with HIV seroconversion (Biraro et al., 2013).
(Gray IIIb) (treatment, seroconversion, Uganda)

•

A review of data from a population based prospective cohort of 16,667 individuals in South Africa
who were HIV negative in 2004 and were followed until 2011 found that an HIV-negative person
living in a community where 30% to 40% of those living with HIV were on ART was 38% less
likely to acquire HIV than an HIV negative person living in a community where ART coverage was
less than 10% after ruling out confounding factors. From 2004 to 2011, 1,413 HIV-negative people
seroconverted, with a 1% increase in ART associated with a 1.4% decline in risk of acquisition of
new HIV infection. Controlling for other factors, an HIV-uninfected individual was 2.2 times as
likely to acquire HIV in a community where HIV prevalence was under 25% compared to under
10%. Controlling for reported condom use did not affect the strong relationship between ART
coverage and the risk of HIV acquisition. ART was delivered in 17 community-based clinics by
nurses and ART counselors for those with CD4 under 200 until 2011; and from 2011, to those with
CD4 under 350 in the context of a “successful, but imperfect, real-world ART program” (Tanser et
al., 2013: 970). All those who tested HIV-positive were included, whether they accessed ART or
not. Within a five-year period, 80% were tested for HIV. The group of 16,667 repeat testers
constituted 75% of the population who were HIV-negative at the first observation. There was little
correlation between community level HIV prevalence and ART coverage (Tanser et al., 2013).
(Gray IIIb) (treatment, condom use, sex behavior, South Africa)

•

A study of 3,297 serodiscordant African couples found that each 10-fold increase in viral load was
associated with a 2.9 fold increase in per-act transmission risk. The study found no viral load above
which infectivity did not continue to increase (Hughes et al., 2012). (Gray IIIb) (treatment, viral
load)

•

A study reported as an abstract at the 2015 CROI found that among 234 MSM from Australia,
Thailand, and Brazil, of whom 82.9% had undetectable viral load, no linked HIV transmission
occurred despite close to 6,000 acts of unprotected intercourse, or 150 couple-years of follow-up
(Grulich et al., 2015). (Abstract) (treatment, viral load, Australia, Thailand, Brazil)

2. Providing antiretroviral treatment to people living with HIV can increase HIV
prevention behaviors, including condom use.
•

A 2007 review of evidence for the impact of ART on sexual behavior in developing countries found
three relevant studies conducted in Africa—one in Côte d’Ivoire and two in Uganda. In each
study, condom use at last sexual intercourse was significantly higher among ART patients
compared to non-ART patients. In the Côte d’Ivoire study of 711 patients, condom use at last sex
was 80 percent for ART patients versus 59 percent for non-patients, regardless of partnership type
(Moatti et al., 2003). Bateganya et al. on reported that of 926 participants in Uganda, of whom 164
received ART. Condom use was higher among ART patients: 71 percent used condom use at last
sex with a spouse for ART patients, versus 47 percent for non-ART patients (Bateganya et al.,
2005). Among study participants receiving weekly home-based ART delivery and individual
counseling in Uganda, Bunnell et al. found that of 723 patients, with 354 ART-naïve patients and
369 ART-experienced patients, condom use at last sex increased from 59 to 82 percent among
ART-experienced patients with uninfected partners or with partners they did not previously know,
and from 58 to 74 percent among ART-experienced patients with HIV-positive partners (Bunnell et
al., 2006a). In individual counseling sessions, participants developed personal sexual behavior
plans. Free condoms were provided. The available evidence indicates a significant reduction in risk

76	
  
	
  
behavior associated with ART in developing countries. However, there are few existing studies and
the rigor of these studies is weak (Kennedy et al., 2007). (Gray IIIa) (treatment, risk behavior, Côte
d'Ivoire, Uganda)
•

A study of 1,163 sexually active people in South Africa living with HIV found that ART was
consistently associated with decreased sexual risk behaviors, as well as reporting a partner who was
HIV negative or of unknown sero-status. Participants on ART were consistently less likely to
engage in sexual risk behaviors, which held even after adjusting for HIV disease progression and
time in care. Those who were on ART were less likely to have a sexual partner who was HIVnegative or of unknown serostatus (Venkatesh et al., 2012). (Gray IIIb) (treatment, sex behavior,
South Africa)

•

A cross-sectional study conducted in 2005 found that consistent condom use among sexually active
people living with HIV in Uganda was correlated with being on ART for more than one year. The
study analyzed data on 269 sexually active ART-experienced individuals (95 males and 174
females, with 71% of men and 61% of women reporting consistent condom use after initiating
ART. Of the men, 83% and of the women, 89% believed that ART did not reduce HIV
transmission. Those men and women desiring to have children were significantly less likely to use
condoms. Results suggest that people living with HIV wanted to protect their HIV-negative
partners from acquiring HIV and wanted to protect HIV positive partners from re-infection.
Consistent condom use was less likely among those who were married, possibly due to lack of
control by women over sexual decision-making within marriage, as well as a lack of understanding
of the concept of serodiscordance (Ayiga, 2012). (Gray IIIb) (treatment, condoms, sex behavior,
Uganda)

•

An observational cohort study from 2004 to 2009 of 250 HIV-1 serodiscordant couples in Uganda
found that couples reported more consistent condom use during ART use, but with no significant
difference in the number of sexual partners. Of the 250 couples, 32 HIV-positive partners were
started on ART (Reynolds et al., 2011). (Gray IIIb) (treatment, risk behavior, condom use, Uganda)

•

A study of 559 HIV-positive people in Uganda, 386 women, found that ART initiation was
correlated with increased condom use. Among those sexually active, unprotected sex decreased
during the first 12 months from 53% to 15% and stabilized at 11.5% over the next two years.
However, believing that ART reduced the risk of HIV transmission was independently associated
with higher prevalence of unprotected sex. Although women receiving ART were less sexually
active than men, those women who had sex were three times more likely to report unprotected sex
in multivariate analysis, possibly due to lack of availability of female condoms. Only male
condoms were available at the clinic and required partner consent (Wandera et al., 2011). (Gray
IIIb) (treatment, condom use, risk behavior, Uganda)

•

A study in South Africa with 1,544 men and 4,719 women from 2003 to 2010 from 19,703 clinics
found that condom use increased following ART initiation. Of 13,604 visits at which sexual activity
was reported, participants reported unprotected sex at 1,968 pre-ART visits, or 20.6% of all visits,
compared to 346 post-ART visits, or 9.9% of all visits. Both men and women reported a higher
frequency of unprotected sex prior to ART initiation. Unprotected sex decreased after ART
initiation, with a greater decrease for men than for women. In addition, the likelihood of having
more than one sex partner decreased after ART initiation ad this decrease was greater for women
than for men. Decreased risk behavior was independent of CD4 cell count. (Venkatesh et al., 2010).
(Gray IIIb) (treatment, condom use, HAART, risk behavior, South Africa)

•

Data analyzed from a prospective cohort of 3,381 participants living with HIV in a serodiscordant
relationship in Botswana, Kenya, Rwanda, South Africa, Tanzania, Uganda, and Zambia
found the proportion of visits at which reports of sex was unprotected by condoms decreased from
6.2% prior to ART initiation to 3.7% following ART initiation, with no difference between men
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and women, a significant difference. The number of sex acts per month did not differ prior to and
following ART initiation (Donnell et al., 2010). (Gray IIIb) (treatment, risk behavior, Botswana,
Kenya, Rwanda, South Africa, Tanzania, Uganda, Zambia)
•

A prospective cohort in Uganda of HIV-negative household members of HIV-positive patients on
ART receiving home-based care found that risky sex decreased among HIV-negative adult
household members. The study of 182 men and 273 women found that inconsistent condom use
decreased from 29% at baseline to 15% at 24 months (Bechange et al., 2010). (Gray IIIb)
(treatment, condom use, Uganda)

•

An analysis of survey data from a cross-sectional study with 85 HIV-positive women from
Uganda; 50 HIV-positive women in South Africa; and 44 HIV-positive women in Brazil found
that HAART users were significantly (3.6 times) more likely to use condoms. Of the 179 HIVpositive women, 83 women reporting recent sexual intercourse, with 63% using condoms and 76%
using contraceptive methods. Of the 179 HIV-positive women, 65% reported currently using
HAART (Kaida et al., 2008). (Gray IV) (treatment, condom use, contraception, Uganda, South
Africa, Brazil)

3. Providing peer support, information and skills-building support to people living with
HIV can reduce unprotected sex.
•

A meta-analysis of randomized controlled trials of prevention interventions that measured
unprotected vaginal or anal intercourse, and included skills training, group strategies for practicing
safer sex, case management, positive consequences of safer sex, peer-led discussion groups,
motivational enhancement, peer mentoring, and trauma coping among 11,286 people living with
HIV by 2012 (21 studies) found a lower likelihood of unprotected vaginal and anal intercourse
were observed in intervention arms compared to comparison arms. All studies took place in the
United States. The short-term efficacy of interventions with under 10 months of follow up were
statistically significant in reducing unprotected vaginal and anal intercourse. Group based
interventions were more effective than individual based interventions. The effect of the intervention
after ten months of follow up was not significant, suggesting that booster interventions are needed
(Yin et al., 2014). (Gray I) (treatment, sex behavior, counseling, United States)

•

A cluster randomized trial of 1,891 people living with HIV on ART found that those who received
a brief intervention using motivational interviewing during routine clinic care in publicly funded
HIV clinical care sites in South Africa reported significantly greater reductions over a four week
period in penile-vaginal or penile-anal sex without a condom with any partner regardless of
serostatus. Those in the intervention group reported a 72% reduction in sexual acts without condom
use from the start of the intervention until 18 months later; those in the standard of care reported
45% reduction in sexual acts without condom use, a significant difference. Those in the
intervention group received one-on-one counseling with trained lay counselors assessing sexual risk
behaviors; barriers to safer sex; and decided on an achievable goal. Lay counselors who were
already employed in the clinics received a five-day training. The study took place from 2008 to
2010 in eight clinics randomized to the intervention and eight clinics to standard of care. Those in
the intervention arm received an average of five counseling contacts, with significant increased
condom use with sexual partners, regardless of their partners’ serostatus, at 6, 12, and 18-month
assessments. However, no differences were found in the control and interventions groups by new
sexually transmitted infections, who may or may not have received effective STI treatment. In
addition, 24.6% in the standard of care group and 28.1% in the intervention group were “currently
trying to have a baby” (Fisher et al., 2014: 17). (Gray II) (treatment, counseling, condom use, South
Africa)

•

A randomized trial of 48 women living with HIV in Nigeria who completed a six-month follow up
assessment found that motivational group support resulted in significantly higher levels of condom
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use in the last three months, with 84.6% in the intervention group reporting condom use compared
to 43.85 of those in the standard of care. Among the intervention group, 93% reported never
missing any medication compared to 40% of the standard of care group. Among the intervention
group, 92% of women reported not having sex because condoms were not available compared to
29.4% in the standard of care group. Facilitators received a 24-hour training. Group support
focused on topics such as negotiation skills and disclosure (Holstad et al., 2012). (Gray IIIa)
(treatment, counseling, support, Nigeria)
•

An intervention with 216 couples in Zambia that addressed condom use within serodiscordant
relationships to avert transmission of HIV; and within seroconcordant relationships to avert
transmission of ART-resistance increased condom use over time, decreased intimate partner
violence and increased positive communication. Group sessions of eight to ten participants
discussed conflict resolution, sexual negotiation, effective communication and ARV adherence, as
well as relaxation to respond to stress, and role-playing negotiation. All sessions were conducted
separately for men and women but participants were given “couples homework” between sessions.
Disclosure of serostatus was not required as part of group sessions, and group sessions included
both HIV-positive and negative participants. Couples had at least six months of partnerships.
Individual sessions were conducted by facilitators and provided counseling on risk reduction
strategies. Condom use increased over time for both men and women who participated in group
sessions, but only for men, not for women, who participated in individual sessions. Men used more
positive communication strategies over time. Reports of violence decreased at 6 and 12 month
follow up sessions, but only for women in individual sessions not in group sessions. Reports of use
of violence predicted less male condom use. Partners who were more willing to use methods that
prevented STDs reported a higher rate of condom use. Individuals who used more negative
communication reported lower rates of condom use. Both individual and couples sessions increased
condom use and communication between partners (Jones et al., 2014). (Gay IIIb) (treatment,
counseling, condom use, Zambia)

•

A study in Ethiopia in 2010 with 454 people living with HIV, 224 ART-naïve and 230 ARTexperienced found that those who were a member of an association of people living with HIV had a
40% lower risk of using condoms inconsistently in both ART experienced and ART naïve groups.
In addition, knowledge that HIV transmission can occur while on ART also was correlated with
higher likelihood of condom use (Yalew et al., 2012). (Gray IIIb) (treatment, condom use,
Ethiopia)

•

A qualitative study of 18 women with four focus groups from 10 different support groups led by
para-professionals in Rwanda found that the support group empowered women to disclose their
serostatus to their children, created a sense of community, gave them motivation to live, improved
their self-esteem and independence, and insisting on condom use (aided by the trauma counselor)
and/or choose not to have a sexual partner (Walstrom et al., 2013). (Gray V) (treatment, support
groups, Rwanda)

•

A study based on interviews with 21 male and 20 female clients in Uganda receiving ARVs from
TASO in Uganda as well as ongoing counseling, found that concerns about reinfection, focusing on
providing for themselves, their families and their children reduced multiple partnerships and
increased condom use, but some women faced violence when requesting condom use (Allen et al.,
2011). (Gray V) (treatment, counseling, sexual partners, violence, Uganda)

7C. Gaps in
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1. Intensified efforts are needed to increase male and female condom access and use and
reduce multiple partnerships by people who know their HIV-positive status and are not
virally suppressed, including young people.
2. Providers and people living with HIV need accurate information on how HIV is
transmitted and how most effectively to reduce the likelihood of transmission among
serodiscordant couples (or between those who do not know their sero-status), including
those who wish to become pregnant – for their own health and that of their future
children.
3. Increased detection of acute infection, along with immediate, effective counseling and
support is needed.
4. Research and interventions are needed to better to support people living with HIV with
disclosure and reduce stigma so they can adhere to ART and can continue to have a
healthy and safer sex life.
5. Additional evidence- and rights-based interventions are needed for couples counseling in
sero-discordant relationships; counseling that clearly explains serodiscordance and can
identify women at risk of violence and make appropriate links to other services.
6. Further efforts are needed to identify an optimal strategy for safe partner notification.
7. Interventions are needed to mitigate adverse events such as stigma or violence when
women disclose their serostatus to their partners.

1. Intensified efforts are needed to increase male and female condom use and reduce
multiple partnerships by people who know their HIV-positive status and are not virally
suppressed, including young people. Studies found that consistent condom use between
discordant couples (or with partners whose serostatus was unknown) was low and, among
those on treatment, decreased over time. Lack of condom use was associated with fear of
disclosure. People living with HIV as well as couples also believed that treatment with
antiretroviral therapy meant that they were either cured of HIV or could no longer transmit the
virus and were less likely to disclose their positive serostatus. In some studies, men are more
likely to report condom use than women, “given the limited control that women have over the
use of the male condom” (Walusaga et al., 2012: 698). Particular attention is also needed to
provide condoms to men living with HIV who frequent sex workers, as well as for sex workers
themselves to protect themselves (Paz-Bailey et al., 2012). [See Prevention for Key Affected
Populations: Female Sex Workers]
•

Gap noted, for example, in a Cochrane review (Carvalho et al., 2011); Honduras (Paz-Bailey et
al., 2012); El Salvador (Jacobson et al., 2012); Nigeria (Omunakwe et al., 2014; Amoran and
Ladi-Akinyemi, 2012); Russia (Davidson et al., 2012); South Africa (Onoya et al., 2011); Kenya
(Ragnarsson et al., 2011); India (Oyomopito et al., 2010; Chakrapani et al., 2010); Ukraine
(Saxton et al., 2010); Mozambique (De Walque et al., 2012; Pearson et al., 2011); Vietnam
(Thanh et al., 2009b); Zimbabwe (McClellan et al., 2010); Cameroon (Loubiere et al., 2009);
Peru (Juarez-Vilchez and Pozo, 2010); China (Mao et al., 2010); Côte d’Ivoire (Protopopescu et
al., 2010); Uganda (Walusaga et al., 2012; Beyeza-Kashesya et al., 2011; Birungi et al., 2009a;
Birungi et al., 2009b; Birungi et al., 2009c; Bunnell et al., 2005); Thailand (Tunthanathip et al.,
2009); Ethiopia (Deribe et al., 2008); Zambia and Rwanda (Dunkle et al., 2008); Cameroon,
Kenya, Tanzania, Burkina Faso and Ghana (De Walque, 2007).
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2. Providers and those living with HIV need accurate information on how HIV is
transmitted and how most effectively to reduce the likelihood of transmission among
serodiscordant couples (or between those who do not know their sero-status), including
those who wish to become pregnant – for their own health and that of their future
children. [See also Safe Motherhood and Prevention of Vertical Transmission:
Preconception] Studies found that both providers and HIV serodiscordant couples were
misinformed as to what factors increase the likelihood of HIV transmission.
•

Gap noted, for example in Uganda (Beyeza-Kashesya et al., 2009); Rwanda and Zambia (Kelley
et al., 2011); South Africa (Matthews et al., 2011).

3. Increased detection of acute infection, along with immediate, effective counseling and
support is needed. A trial is underway in Botswana to identify those with high viral loads to
initiate treatment (Novitsky et al., 2010 cited in Delva and Abdool Karim, 2014).
•

Gap noted, for example, globally (Cohen et al., 2011b; Miller et al., 2010; Hull and Montaner,
2011; Mlisana et al., 2013; McNairy and El-Sadr, 2014); in USA (Kelly et al., 2009); Malawi and
South Africa (Pettifor et al., 2011); Mozambique (Serna-Bolea et al., 2010).

4. Research and interventions are needed to better to support people living with HIV with
disclosure and reduce stigma so they can adhere to ART and can continue to have a
healthy and safer sex life. In-depth interviews with patients in South Africa who were acutely
infected found that patients did not retain the information that they are very likely to transmit
HIV and that condom use was particularly important, but were focused on identifying who
transmitted HIV to them. In addition, patients were still in shock on learning of their HIV
status and did not understand how they could be HIV-positive if they tested negative with a
rapid HIV test (Wolpaw et al., 2014). Women who were acutely infected in South Africa faced
profound “challenges, immediately after HIV diagnosis” (Tomita et al., 2014b: 1118). Focus
groups of women living with HIV found that women were concerned that their access to
lifelong treatment when becoming pregnant may discourage their men from condom use, as
men know that treatment can decrease the risk of transmission.
•

Gap noted, for example, in South Africa (Groves et al., 2012); Uganda (Mbonye et al., 2013);
Honduras (Paz-Bailey et al., 2012); Malawi and Uganda (Hsieh, 2013).

5. Additional evidence- and rights-based interventions are needed for couples counseling in
sero-discordant relationships; counseling that clearly explains serodiscordance and can
identify women at risk of violence and make appropriate links to other services. While
WHO issued recommendations on couples testing and counseling (WHO, 2012g), more
evidence-based interventions are needed for counseling for couples in sero-discordant
relationships. These interventions may need to differ by sex, as in one study, women living
with HIV were likely to report an HIV-negative or unknown serostatus partner and men living
with HIV were more likely to report multiple sexual partners.
•

Gap noted, for example, in South Africa (Venkatesh et al., 2012).

6. Further efforts are needed to identify an optimal strategy for safe partner notification. A
Cochrane review, including studies from developing countries, found insufficient evidence to
determine how partners could or should be notified of their partners HIV status, either by the
patient or the provider.
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•

Gap noted globally (Ferreira et al., 2013).

7. Interventions are needed to mitigate adverse events such as stigma or violence when
women disclose their serostatus to their partners. [See also Strengthening the Enabling
Environment] A study found that women who disclosed their positive serostatus to their
sexual partners feared abandonment; fear that the relationship would end; and fear of stigma.
Of women who disclosed their positive serostatus to their partner, 59.3% experienced a
negative reaction, such as violence, break-up of the relationship, being blamed, stigma and
abandonment.
•

Gap noted, for example, in Uganda (Mbonye et al., 2013); Zambia (Jones et al., 2014); South
Africa (Groves et al., 2012); Ethiopia (Gari et al., 2010); globally (Gregson and Garnett, 2010).

82	
  
	
  

CHAPTER REFERENCES
Abdool Karim, Q., A. Banegura, P.Cahn, C. Christie, R. Dintruff, M. Distel, C. Hankins, N. Hellman, E.
Katabira, S. Lehrman, J. Montaner, S. Purdon, J. Rooney, R. Wood and S. Heidari. 2011e. “Asking the Right
Questions: Developing Evidence-based Strategies for Treating HIV in Women and Children.” BMC Public
Health 11(388).
Abdool Karim, Q., S. Sibeko and C. Baxter. 2010a. “Preventing HIV Infection in Women: A Global Health
Imperative.” Clinical Infectious Disease 50 (Supplement 3): S122-S129.
Abdool-Karim, S. and Q. Abdool Karim. 2011. “Antiretroviral Prophylaxis: A Defining Moment in HIV
Control: Lancet 378: e23-e25.
Abu-Raddad, L. J., & Awad, S. F. 2014. How does population viral load vary with the evolution of a large HIV
epidemic in sub-Saharan Africa? AIDS, 28(6), 927-929. doi: 10.1097/QAD.0000000000000211
Achhra, A. C., Petoumenos, K., & Law, M. G. 2014. Relationship between CD4 cell count and serious long-term
complications among HIV-positive individuals. Current Opinion in HIV and AIDS, 9(1), 63-71. doi:
10.1097/COH.0000000000000017
Achieng, L., Musangi, H., Billingsley, K., Onguit, S., Ombegoh, E., Bryant, L., Mwiindi, J., Smith, N., & Keiser,
P. 2013. The use of pill counts as a facilitator of adherence with antiretroviral therapy in resource limited
settings. PLoS One, 8(12), e67259. doi: 10.1371/journal.pone.0067259
Adakun, S. A., Siedner, M. J., Muzoora, C., Haberer, J. E., Tsai, A. C., Hunt, P. W., Martin, J. N., & Bangsberg,
D. R. 2013. Higher baseline CD4 cell count predicts treatment interruptions and persistent viremia in patients
initiating ARVs in rural Uganda. Journal of Acquired Immune Deficiency Syndromes, 62(3), 317-321. doi:
10.1097/QAI.0b013e3182800daf
Addo, M. M., & Altfeld, M. 2014. Sex-based differences in HIV type 1 pathogenesis. The Journal of Infectious
Diseases, 209 Suppl 3, S86-92. doi: 10.1093/infdis/jiu175
AIDS2031 Consortium. 2010. AIDS – Taking the Long View. Upper Saddle River, New Jersey: Financial Times
Press Science. www.ftpress/com/science.
Alemayehu, Y., O. Bushen and A. Muluneh. 2009. “Evaluation of HIV/AIDS Clinical Care Quality: The Case of
a Referral Hospital in North West Ethiopia.” International Journal for Quality in Health Care 21 (5): 356-362.
All Party Parliamentary Group on AIDS. 2009. The Treatment Timebomb: Report of the Inquiry of the All Party
Parliamentary Group on AIDS into Long-Term Access to HIV Medicines in the Developing World. London, UK.
http://www.appg-aids.org.uk/
Allen, C., M. Mbonye, J. Seeley, J. Birungi, B. Wolff, A. Coutinho and S. Jaffar. 2011. “ABC for People with
HIV: Responses to Sexual Behavior Recommendations among People Receiving Antiretroviral Therapy in Jinja,
Uganda.” Culture, Health & Sexuality 13(5): 529-543.
Altice, F. A. Kamarulzaman, V. Soriano, M. Schechter and G. Friedland. 2010. “Treatment of Medical,
Psychiatric, and Substance-use Comorbidities in People Infected with HIV Who Use Drugs.” Lancet 376:367387.
Amanyeiwe, U., Leclerc-Madlala, S., & Gardi, H. 2014. Do Community-Based Programs Help to Improve HIV
Treatment and Health Outcomes? A Review of the Literature. World Journal of AIDS, 4, 311-320. doi:
10.4236/wja.2014.43037

83	
  
	
  
Ambrosioni, J., A. Calmy and B. Hirschel. 2011. “HIV Treatment for Prevention.” Journal of the International
AIDS Society 14 (28).
Amirkhanian, Y., J. Kelly, A. Kuznetsova, W. DiFranceisco, V. Musatov and D. Pirogov. 2010. “People with
HIV in HAART-era Russia: Transmission Risk Behavior Prevalence, Antiretroviral Medication-taking, and
Psychosocial Distress.” AIDS Behav 15: 767-777.
Amoran, O., & Ladi-Akinyemi, T. 2012. Sexual risk history and condom use among people living with
HIV/AIDS in Ogun State, Nigeria. The Journal of Sexual Medicine, 9(4), 997-1004. doi: 10.1111/j.17436109.2011.02602.x
Ananworanich, J. 2014. State of the ART: HIV Cure - where are we now and where are we going? Plenary
Session. 20th International AIDS Conference. Melbourne, Australia. July 20-25.
Anderson, J. L., Fromentin, R., Corbelli, G. M., Ostergaard, L., & Ross, A. L. 2015. Progress Towards an HIV
Cure: Update from the 2014 International AIDS Society Symposium. AIDS Research and Human Retroviruses,
31(1), 36-44. doi: 10.1089/aid.2014.0236
Anderson, J. 2012. Women and HIV: motherhood and more. Current Opinion in Infectious Diseases, 25(1), 5865. doi: 10.1097/QCO.0b013e32834ef514
Anglaret, X., Minga, A., Gabillard, D., Ouassa, T., Messou, E., Morris, B., Traore, M., Coulibaly, A., Freedberg,
K. A., Lewden, C., Menan, H., Abo, Y., Dakoury-Dogbo, N., Toure, S., & Seyler, C. 2012. AIDS and non-AIDS
morbidity and mortality across the spectrum of CD4 cell counts in HIV-infected adults before starting
antiretroviral therapy in Cote d'Ivoire. Clinical Infectious Diseases, 54(5), 714-723. doi: 10.1093/cid/cir898
Anglemyer, A., Rutherford, G. W., Easterbrook, P. J., Horvath, T., Vitoria, M., Jan, M., & Doherty, M. C. 2014.
Early initiation of antiretroviral therapy in HIV-infected adults and adolescents: a systematic review. AIDS, 28
Suppl 2, S105-118. doi: 10.1097/QAD.0000000000000232
Anglemyer, A., Rutherford, G. W., Horvath, T., Baggaley, R. C., Egger, M., & Siegfried, N. 2013. Antiretroviral
therapy for prevention of HIV transmission in HIV-discordant couples. Cochrane Database of Systematic
Reviews, 4, CD009153. doi: 10.1002/14651858.CD009153.pub3
Anstee, S., A. Price, A. Young, K. Barnard, B. Coates, S. Fraser and R. Moran. 2011. “Developing a Matrix to
Identify and Prioritise Research Recommendations in HIV Prevention.” BMC Public Health 11:381.
Aragones-Lopez, C., Perez-Avila, J., Smith Fawzi, M. C., & Castro, A. 2012. Quality of life of people with
HIV/AIDS receiving antiretroviral therapy in Cuba: a cross-sectional study of the national population. American
Journal of Public Health, 102(5), 884-892. doi: 10.2105/AJPH.2011.300450
Arnott, J. and A.-L. Crago. 2009. Rights Not Rescue: A Report on Female, Male and Trans Sex Workers’ Human
Rights in Botswana, Namibia and South Africa. NY: Open Society Institute. www.soros.org.
Arrivillaga, M., M. Ross, B. Useche, A. Springer and D. Correa. 2011. “Applying an Expanded Social
Determinant Approach to the Concept of Adherence to Treatment: The Case of Colombian Women Living with
HIV/AIDS.” Women’s Health Issues 21 (2): 177-183.
Arrivillaga, M., M. Ross, B. Useche, M. Alzate and D. Correa. 2009. “Social Position, Gender Role, and
Treatment Adherence among Colombian Women Living with HIV/AIDS: Social Determinants of Health
Approach.” Revista Panamericana de Salud Publica 26 (6): 502-509.
Aryal, N, P Regmi and N Mudwari. 2012. Violence against women living with HIV: A crocc-sectional study in
Nepal. Global Journal of Health Science 4 (3): 117-125.

84	
  
	
  
Assefa, Y., A. Kiflie, D. Tesfaye, D. Haile Mariam, H. Kloos, W. Edwin, M. Laga and W. Van Damme. 2011b.
“Outcomes of Antiretroviral Treatment Program in Ethiopia: Retention of Patients In Care is a Major Challenge
and Varies Across Health Facilities.” BMC Health Services Research 11:81.
Assefa, Y., W. Van Damme, D. Mariam and H. Kloos. 2010. “Towards Universal Access to HIV Counseling and
Testing and Antiretroviral Treatment in Ethiopia: Looking Beyond HIV Testing and ART Initiation.” AIDS
Patient Care and STDs 4 (8): 521-525.
Atkinson, M. and J. Petrozzino. 2009. “An Evidenced-based Review of Treatment-related Determinants of
Patients Nonadherence to HIV Medications.” AIDS Patient Care and STDs 23 (11): 903-914.
Attia, S., M. Egger, M. Muller, M. Zwahlen and N. Low. 2009. “Sexual Transmission of HIV According to Viral
Load and Antiretroviral Therapy: Systemic Review and Meta-Analysis.” AIDS 23: 1397-1404.
Atun, R. and J. Bataringaya. 2011. “Building a Durable Response to HIV/AIDS: Implications for Health
Systems.” Journal of Acquired Immune Deficiency Syndromes 57 (2): S91-S95.
Auld, A. F., Mbofana, F., Shiraishi, R. W. Sanchez, M., Alfredo, C., Nelson, L. J. and Ellerbrock, R. 2011.
“Four-Year Treatment Outcomes of Adult Patients Enrolled in Mozambique’s Rapidly Expanding Antiretroviral
Therapy
Program.
PLoS
One
6(4):
1-10.
Available
at
http://www.aidsinfo.nih.gov/contentfiles/lvguidelines/adultandadolescentgl.pdf
Avila, D., Althoff, K. N., Mugglin, C., Wools-Kaloustian, K., Koller, M., Dabis, F., Nash, D., Gsponer, T.,
Sungkanuparph, S., McGowan, C., May, M., Cooper, D., Chimbetete, C., Wolff, M., Collier, A., McManus, H.,
Davies, M. A., Costagliola, D., Crabtree-Ramirez, B., Chaiwarith, R., Cescon, A., Cornell, M., Diero, L.,
Phanuphak, P., Sawadogo, A., Ehmer, J., Eholie, S. P., Li, P. C., Fox, M. P., Gandhi, N. R., Gonzalez, E., Lee, C.
K., Hoffmann, C. J., Kambugu, A., Keiser, O., Ditangco, R., Prozesky, H., Lampe, F., Kumarasamy, N.,
Kitahata, M., Lugina, E., Lyamuya, R., Vonthanak, S., Fink, V., d'Arminio Monforte, A., Luz, P. M., Chen, Y.
M., Minga, A., Casabona, J., Mwango, A., Choi, J. Y., Newell, M. L., Bukusi, E. A., Ngonyani, K., Merati, T. P.,
Otieno, J., Bosco, M. B., Phiri, S., Ng, O. T., Anastos, K., Rockstroh, J., Santos, I., Oka, S., Somi, G., Stephan,
C., Teira, R., Wabwire, D., Wandeler, G., Boulle, A., Reiss, P., Wood, R., Chi, B. H., Williams, C., Sterne, J. A.,
& Egger, M. 2014. Immunodeficiency at the start of combination antiretroviral therapy in low-, middle-, and
high-income countries. Journal of Acquired Immune Deficiency Syndromes, 65(1), e8-16. doi:
10.1097/QAI.0b013e3182a39979
Ayiga, N. 2012. Rates and predictors of consistent condom-use by people living with HIV/AIDS on antiretroviral
treatment in Uganda. Journal of Health, Population and Nutrition, 30(3), 270-280.
Aziz, M., & Smith, K. Y. 2012. Treating women with HIV: is it different than treating men? Current HIV/AIDS
Reports, 9(2), 171-178. doi: 10.1007/s11904-012-0116-x
Bachani, D., R. Garg, B. Rewari, L. Hegg, S. Rajasekaran, A. Deshpande, K. Emmanuel, P. Chan and S. Rao.
2010. “Two-year Treatment Outcomes of Patients Enrolled in India’s National First-line Antiretroviral Therapy
Programme.” National Medical Journal of India 23 (1): 7-12
Baeten, J. M., Kahle, E., Lingappa, J. R., Coombs, R. W., Delany-Moretlwe, S., Nakku-Joloba, E., Mugo, N. R.,
Wald, A., Corey, L., Donnell, D., Campbell, M. S., Mullins, J. I., Celum, C., & Partners in Prevention, H. S. V.
H. I. V. T. S. T. 2011. Genital HIV-1 RNA predicts risk of heterosexual HIV-1 transmission. Sci Transl Med,
3(77), 77ra29. doi: 10.1126/scitranslmed.3001888
Baker, J. V., & Sabin, C. A. 2014. Does antiretroviral therapy started at high CD4 cell counts reduce an
individual HIV-positive patient's disease risk? Current Opinion in HIV and AIDS, 9(1), 1-3. doi:
10.1097/coh.0000000000000026

85	
  
	
  
Balestre, E., Eholie, S. P., Lokossue, A., Sow, P. S., Charurat, M., Minga, A., Drabo, J., Dabis, F., Ekouevi, D.
K., Thiebaut, R., & International epidemiological Database to Evaluate, A. W. A. C. 2012. Effect of age on
immunological response in the first year of antiretroviral therapy in HIV-1-infected adults in West Africa. AIDS,
26(8), 951-957. doi: 10.1097/QAD.0b013e3283528ad4
Bangsberg, D. 2008. “The Achilles Heel of HIV Treatment in Resource-Limited Settings.” Journal of Acquired
Immune Deficiency Syndromes 47 (2): 266-167.
Baral, S., Beyrer, C., Muessig, K., Poteat, T., Wirtz, A. L., Decker, M. R., Sherman, S. G., & Kerrigan, D. 2012.
Burden of HIV among female sex workers in low-income and middle-income countries: a systematic review and
meta-analysis. The Lancet Infectious Diseases, 12(7), 538-549. doi: 10.1016/S1473-3099(12)70066-X
Barnabas, R., H. van Rooyen, P. Joseph, Z. Phakathi, M. Krows, T. Hong, J. Baeten and C. Celum. 2012. “Home
Point of Care CD4 Test Provides Accurate Enumeration of CD4 Count: South Africa.” Abstract 687. 19th
Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Barth, R., M. van der Loeff, R. Schuurman, A. Hoepelman and A. Wensing. 2010. “Virological Follow-up of
Adult Patients in Antiretroviral Treatment Programmes in sub-Saharan Africa: a Systematic Review.” Lancet
10:155-65.
Bassett, I. V., S. Regan, S. Chetyy, J. Giddy, L. Ulher, H. Holst, D. Ross, J. Katz, R. Walensky, K. Freedberg
and E. Losina. 2010. “Who Starts Antiretroviral Therapy in Durban, South Africa?....Not Everyone Who
Should.” AIDS 24 (Supplement 1): S37-S44.
Bassett, M. T., & Brudney, K. 2013. WHO's new guidelines for antiretroviral treatment. Lancet, 382(9907),
1777-1778. doi: 10.1016/S0140-6736(13)62538-6
Bastard, M., Soulinphumy, K., Phimmasone, P., Saadani, A. H., Ciaffi, L., Communier, A., Phimphachanh, C.,
Ecochard, R., & Etard, J. F. 2013. Women experience a better long-term immune recovery and a better survival
on HAART in Lao People's Democratic Republic. BMC Infectious Diseases, 13, 27. doi: 10.1186/1471-2334-1327
Bateganya, M., G. Colfax, L. Shafer, C. Kityo, P. Mugyenyi, D. Serwadda, H. Mayanja and D. Bangsberg. 2005.
“Antiretroviral Therapy and Sexual Behavior: A Comparative Study between Antiretroviral–Naïve and –
Experienced Patients at an Urban HIV/AIDS Care and Research Center in Kampala, Uganda.” AIDS Patient
Care and STDs 19 (11): 760-768.
Beard, J., F. Feeley and S. Rosen. 2009. “Economy and Quality of Life Outcomes of Antiretroviral Therapy for
HIV/AIDS in Developing Countries: A Systematic Literature Review.” AIDS Care 21 (11): 1343-1356.
Bechange, S., Bunnell, R., Awor, A., Moore, D., King, R., Mermin, J., Tappero, J., Khana, K., & Bartholow, B.
2010. Two-year follow-up of sexual behavior among HIV-uninfected household members of adults taking
antiretroviral therapy in Uganda: no evidence of disinhibition. AIDS and Behavior, 14(4), 816-823. doi:
10.1007/s10461-008-9481-2
Bekker, L. G., Johnson, L., Cowan, F., Overs, C., Besada, D., Hillier, S., & Cates, W., Jr. 2014. Combination
HIV prevention for female sex workers: what is the evidence? Lancet. doi: 10.1016/S0140-6736(14)60974-0
Bell, S., S. Little and E. Rosenberg. 2010. “Clinical Management of Acute HIV Infection: Best Practice Remains
Unknown.” Journal of Infectious Diseases 202 (S2): S278-288.
Bellan, S. E., Fiorella, K. J., Melesse, D. Y., Getz, W. M., Williams, B. G., & Dushoff, J. 2013. Extra-couple
HIV transmission in sub-Saharan Africa: a mathematical modelling study of survey data. Lancet, 381(9877),
1561-1569. doi: 10.1016/S0140-6736(12)61960-6

86	
  
	
  
Bemelmans, M., Baert, S., Goemaere, E., Wilkinson, L., Vandendyck, M., van Cutsem, G., Silva, C., Perry, S.,
Szumilin, E., Gerstenhaber, R., Kalenga, L., Biot, M., & Ford, N. 2014. Community-supported models of care
for people on HIV treatment in sub-Saharan Africa. Tropical Medicine & International Health, 19(8), 968-977.
doi: 10.1111/tmi.12332
Bendavid, E., C. Holmes, J. Bhattacharya and G. Miller. 2012a. “HIV Development Assistance and Adult
Mortality in Africa.” Journal of the American Medical Association 307: 2060-2067.
Bendavid, E., Ford, N., & Mills, E. J. 2012b. HIV and Africa's elderly: the problems and possibilities. AIDS, 26
Suppl 1, S85-91. doi: 10.1097/QAD.0b013e3283558513
Beng, C., L. Sanchez, J. Campos and J. Perez. 2011. “Antiretroviral Therapy Adherence in Persons with
HIV/AIDS in Cuba.” MEDICC Review 13 (2): 17-23.
Benki-Nugent, S., M. Chung, M. Ackers, B. Richardson, C. McGrath, P. Kohler, J. Thiga, M. Attwa and G.
John-Stewart. 2011. “Knowing a Sexual Partner is HIV-1 Uninfected Is Associated with Higher Condom Use
among HIV-1 Infected Adults in Kenya.” Sexually Transmitted Diseases 38 (9): 808-810.
Beyene, K., T. Gedif, T. Gebre-Mariam and E. Engidawork. 2009. “HAART Adherence and its Determinants in
Selected Hospitals from South and Central Ethiopia.” Pharmacoepidemiology 18: 1007-1015.
Beyeza-Kashesya, J., F. Kahauza, A. Eckstrom, S. Neema, A. Kulane and F. Mirembe. 2011. “To Use or Not to
Use a Condom: A Prospective Cohort Study Comparing Contraceptive Practices among HIV-infected and HIVnegative Youth in Uganda.” BMC Infectious Diseases 11:144.
Beyeza-Kashesya, J., F. Kahauza, F. Mirembe, S. Neema, A. Ekstrom and A. Kulane. 2009. “The Dilemma of
Safe Sex and Having Children: Challenges Facing HIV Sero-discordant Couples in Uganda.” African Health
Sciences 9(1): 2-12.
Bezabhe, W. M., Chalmers, L., Bereznicki, L. R., Peterson, G. M., Bimirew, M. A., & Kassie, D. M. 2014.
Barriers and facilitators of adherence to antiretroviral drug therapy and retention in care among adult HIVpositive patients: a qualitative study from Ethiopia. PLoS One, 9(5), e97353. doi: 10.1371/journal.pone.0097353
Binagwaho, A., Farmer, P. E., Nsanzimana, S., Karema, C., Gasana, M., de Dieu Ngirabega, J., Ngabo, F.,
Wagner, C. M., Nutt, C. T., Nyatanyi, T., Gatera, M., Kayiteshonga, Y., Mugeni, C., Mugwaneza, P., Shema, J.,
Uwaliraye, P., Gaju, E., Muhimpundu, M. A., Dushime, T., Senyana, F., Mazarati, J. B., Gaju, C. M., Tuyisenge,
L., Mutabazi, V., Kyamanywa, P., Rusanganwa, V., Nyemazi, J. P., Umutoni, A., Kankindi, I., Ntizimira, C.,
Ruton, H., Mugume, N., Nkunda, D., Ndenga, E., Mubiligi, J. M., Kakoma, J. B., Karita, E., Sekabaraga, C.,
Rusingiza, E., Rich, M. L., Mukherjee, J. S., Rhatigan, J., Cancedda, C., Bertrand-Farmer, D., Bukhman, G.,
Stulac, S. N., Tapela, N. M., van der Hoof Holstein, C., Shulman, L. N., Habinshuti, A., Bonds, M. H., Wilkes,
M. S., Lu, C., Smith-Fawzi, M. C., Swain, J. D., Murphy, M. P., Ricks, A., Kerry, V. B., Bush, B. P., Siegler, R.
W., Stern, C. S., Sliney, A., Nuthulaganti, T., Karangwa, I., Pegurri, E., Dahl, O., & Drobac, P. C. 2014. Rwanda
20 years on: investing in life. Lancet, 384(9940), 371-375. doi: 10.1016/S0140-6736(14)60574-2
Biraro, S., Ruzagira, E., Kamali, A., Whitworth, J., Grosskurth, H., & Weiss, H. A. 2013. HIV-1 transmission
within marriage in rural Uganda: a longitudinal study. PLoS One, 8(2), e55060. doi:
10.1371/journal.pone.0055060
Birungi, H., F. Obare, J. Mugisha, H. Evelia and J. Nyombi. 2009a. “Preventive Service Needs of Young People
Perinatally Infected with HIV in Uganda.” AIDS Care 21 (6): 725-731.
Birungi. H., J. Mugisha, F. Obare and J. Nyombi. 2009b. “Sexual Behavior and Desires among Adolescents
Perinatally Infected with Human Immunodeficiency Virus in Uganda: Implications for Programming.” Journal
of Adolescent Health 44:184-187.

87	
  
	
  
Birungi, H. and F. Obare. 2009c. “Expanding Access to RH and Maternal Health Services for Adolescent Girls
Living with HIV.” Presentation and Powerpoint for Maternal Health Task Force and UNFPA. Washington, DC.
December 3.
Blaser, N., Wettstein, C., Estill, J., Vizcaya, L. S., Wandeler, G., Egger, M., & Keiser, O. 2014. Impact of viral
load and the duration of primary infection on HIV transmission: systematic review and meta-analysis. AIDS,
28(7), 1021-1029. doi: 10.1097/QAD.0000000000000135
Ble C., M. Floridia, C. Muhale, S. Motto, M. Guiliano, A. Gabbuti, L. Giuman and F. Mazzotta. 2007. “Efficacy
of Highly Active Antiretroviral Therapy in HIV-Infected Institutionalized Orphaned Children in Tanzania.” Acta
Paediatrica 96: 1088-1094.
Bloomfield, G. S., Khazanie, P., Morris, A., Rabadan-Diehl, C., Benjamin, L. A., Murdoch, D., Radcliff, V. S.,
Velazquez, E. J., & Hicks, C. 2014. HIV and noncommunicable cardiovascular and pulmonary diseases in lowand middle-income countries in the ART era: what we know and best directions for future research. Journal of
Acquired Immune Deficiency Syndromes, 67 Suppl 1, S40-53. doi: 10.1097/QAI.0000000000000257
Boily, M. C., Pickles, M., Alary, M., Baral, S., Blanchard, J., Moses, S., Vickerman, P., & Mishra, S. 2015. What
really is a concentrated HIV epidemic and what does it mean for West and Central Africa? Insights from
mathematical modeling. Journal of Acquired Immune Deficiency Syndromes, 68 Suppl 2, S74-82. doi:
10.1097/QAI.0000000000000437
Bonner, K., Mezochow, A., Roberts, T., Ford, N., & Cohn, J. 2013. Viral load monitoring as a tool to reinforce
adherence: a systematic review. Journal of Acquired Immune Deficiency Syndromes, 64(1), 74-78. doi:
10.1097/QAI.0b013e31829f05ac
Bor, J., Herbst, A. J., Newell, M. L., & Barnighausen, T. 2013. Increases in adult life expectancy in rural South
Africa: valuing the scale-up of HIV treatment. Science, 339(6122), 961-965. doi: 10.1126/science.1230413
Bor, J., Tanser, F., Newell, M. L., & Barnighausen, T. 2012. In a study of a population cohort in South Africa,
HIV patients on antiretrovirals had nearly full recovery of employment. Health Aff (Millwood), 31(7), 14591469. doi: 10.1377/hlthaff.2012.0407
Bott, S., & Obermeyer, C. 2013. The social and gender context of HIV disclosure in sub-Saharan Africa: A
review of policies and practices. SAHARA-J: Jounral of Social Aspects of HIV/AIDS, 10(1), S5-S16. doi:
10.1080/02664763.2012.755319
Boulle, A., G. Van Cutsem, K. Hilderbrand, C. Cragg, M. Abrahams, S. Mathee, N. Ford, L. Knoight, M. Osler,
J. Myers, E. Goermaere, D. Coetzee and G. Marteens. 2010. “Seven-Year Experience of a Primary Care
Antiretroviral Treatment Programme in Khayelitsha, South Africa.” AIDS 24: 563-572.
Bourdillon, F., B. Cadore, J.-P. Dozon, P. Guadin, C. Kapusta-Palmer, W. Rozenbau, N. Hesnault-Prunaiaux, M.
Celse, M. Dixneuf and L. Geffroy. 2008. Global Care: Statement Followed by Recommendations on the
Appropriateness of Treatment as an Innovative Tool for Fighting the Epidemic of HIV Infections. Paris, France:
Conseil National du Sida. http://www.cns.sante.fr
Braitstein, P., Siika, A., Hogan, J., Kosgei, R., Sang, E., Sidle, J., Wools-Kaloustian, K., Keter, A., Mamlin, J., &
Kimaiyo, S. 2012. A clinician-nurse model to reduce early mortality and increase clinic retention among highrisk HIV-infected patients initiating combination antiretroviral treatment. Journal of the International AIDS
Society, 15(1), 7. doi: 10.1186/1758-2652-15-7
Braitstein, P., A. Boulle, D. Nash, M. Brinkhof, F. Dabis, C. Laurent, M. Schechter, S. Tuboi, E. Sprinz, P.
Miotti, M. Hosseinipour, M. May, M. Egger, D. Bangsberg, N. Low and The Antiretroviral Therapy in Lower
Income Countries (ART-LINC) Study Group. 2008b. “Gender and the Use of Antiretroviral Treatment in

88	
  
	
  
Resource-Constrained Settings: Findings from a Multicenter Collaboration.” Journal of Women’s Health 17 (1):
47-55.
Braitstein, P., M. Brinkhof, F. Dabis, M. Schechter, A. Boulle, P. Miotti, R. Wood, C. Laurent, E. Sprinz, C.
Seyler, D. Bangsberg, E. Balestre, J. Sterne, M. May and M. Egger for the Antiretroviral Therapy in Lower
Income Countries (ART-LINC) Collaboration and ART Cohort Collaboration (ART-CC) Groups. 2006.
“Mortality of HIV-1-infected Patients in the First Year of Antiretroviral Therapy: Comparison between Lowincome and High-income Countries.” Lancet 367 (9513): 817 – 824.
Brinkhof, M., M. Pujades-Rodriguez and M. Egger. 2009. “Mortality of Patients Lost to Follow-up in
Antiretroviral Settings: Systematic Review and Meta-analysis.” PLoS One 4(6): e5790.
Brown, J. and R. DiClemente. 2011. “Secondary HIV Prevention: Novel Intervention Approaches to Impact
Populations Most at Risk.” Current HIV/AIDS Reports 8: 269-276.
Brown, L., W. Miller, G. Kamanaga, N. Niyerenda, P. Mmodzi, A. Pettifor, R. Dominik, J. Kaufman, C.
Mapanje, F. Martinson, M. Cohen and I. Hoffman. 2011a. “HIV Partner Notification Is Effective and Feasible in
Sub-Saharan Africa: Opportunities for HIV Treatment and Prevention.” Journal of Acquired Immune Deficiency
Syndromes 56 (5): 437-442.
Bruce, D., T. Kresina and E. McCance-Katz. 2010. “Medication-assisted Treatment and HIV/AIDS: Aspects in
Treating HIV-infected Drug Users.” AIDS 24: 331-340.
Bunnell, R., J. Ekwaru, P. Solberg, N. Wamai, W. Bikaako-Kajura, W. Were, A. Coutinho, C. Liechty, E.
Madraa, G. Rutherford and J. Mermin. 2006a. “Changes in Sexual Behavior and Risk of HIV Transmission after
Antiretroviral Therapy and Prevention Interventions in Rural Uganda.” AIDS 20 (1): 85-92.
Bunnell, R., J. Mermin and K. de Cock. 2006b. “HIV Prevention for a Threatened Continent: Implementing
Positive Prevention in Africa.” Journal of the American Medical Association 296 (7): 855-858.
Bunnell, R., J. Nassozi, E. Marum, J. Mubangizi, S. Malamba, B. Dillon, J. Kalule, J. Bahizi, N. Musoke and J.
Mermin. 2005. “Living with Discordance: Knowledge, Challenges, and Prevention Strategies of HIV-Discordant
Couples in Uganda.” AIDS Care 17 (8): 999-1012.
Busari, O., K. Fasakin, B. Adeleke, O. Busari and HIV Study Group. 2012. “New Modular Teaching of HIV
Patients: Impact of Learning Outcomes on Adherence to HAART, Treatment Failure Rates, Development of
Opportunistic Infections, Non-communicable Complications and Mortality.” Poster Abstract #1148. 19th
Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Calmy, A., L. Pinoges, E. Szumilin, R. Zachariah, N. Ford and L. Ferradini on Behalf of Medicins Sans
Frontieres. 2006. “Generic Fixed-Dose Combination Antiretroviral Treatment in Resource-Poor Settings:
Multicentric Observational Cohort.” AIDS 20: 1163-1169.
Campbell, J., A. Ruano, B. Samayoa, D. Estrado, E. Arathoon and B. Young. 2010b. “Adherence to
Antiretroviral Therapy in an Urban, Free-care HIV Clinic in Guatemala City, Guatemala.” Association of the
International Association of Physicians in AIDS Care 9 (6): 390-395.
Campos, L., M. Guimaraes and R. Remien. 2010. “Anxiety and Depression Symptoms as Risk Factors for Nonadherence to Antiretroviral Therapy in Brazil.” AIDS & Behavior 14(2): 289-299.
Cardoso, S. W., Torres, T. S., Santini-Oliveira, M., Marins, L. M., Veloso, V. G., & Grinsztejn, B. 2013. Aging
with HIV: a practical review. Brazilian Journal of Infectious Diseases, 17(4), 464-479. doi:
10.1016/j.bjid.2012.11.007

89	
  
	
  
Carvalho, F., T. Goncalves, E. Faria, J. Shoveller, C. Piccini, M. Ramos and L. Medeiros. 2011. “Behavioral
Interventions to Promote Condom Use among Women Living with HIV.” Cochrane Database of Systematic
Reviews Issue 9: Art. No. CD007844.
Celum, C., A. Wald, J. Lingappa, A. Magaret, R. Wang, N. Mugu, A. Mujugira, J. Baeten, J. Mullins, J. Hughes,
E. Bukusi, C. Cohen, E. Katabira, A. Ronald, J. Kiarie, C. Farquhar, G. Stewart, J. Makhema, M. Essex, E.
Were, K. Fife, G. de Bruyn, G. Gray, J. McIntyre, R. Manongi, S. Kapiga, D. Coetzee, S. Allen, M. Inambao, K.
Kayitenkore, E. Karita, W. Kanweka, S. Delany, H. Rees, B. Vwalika, W. Stevens, M. Campbell, K. Thomas, R.
Coombs, R. Morrow, W. Whittington, M. McElrath, L. Barnes, R. Ridzon and L. Corey; Partners in Prevention
HSV/HIV Transmission Study Team. 2010. “Acyclovir and Transmission of HIV-1 from Persons Infected with
HIV-1 and HSV-2.” New England Journal of Medicine 362:427–439.
Cesar, C., Shepherd, B. E., Jenkins, C. A., Ghidinelli, M., Castro, J. L., Veloso, V. G., Cortes, C. P., Padgett, D.,
Crabtree-Ramirez, B., Gotuzzo, E., Fink, V., Duran, A., Sued, O., McGowan, C. C., Cahn, P., Caribbean, C., &
South America Network for, H. I. V. E. 2014. Use of third line antiretroviral therapy in Latin America. PLoS
One, 9(9), e106887. doi: 10.1371/journal.pone.0106887
Chaiyachati, K. H., Ogbuoji, O., Price, M., Suthar, A. B., Negussie, E. K., & Barnighausen, T. 2014.
Interventions to improve adherence to antiretroviral therapy: a rapid systematic review. AIDS, 28 Suppl 2, S187204. doi: 10.1097/QAD.0000000000000252
Chakrapani, V., P. Newman, M. Shunmugan and R. Dubrow. 2010. “Prevalence and Contexts of Inconsistent
Condom Use among Heterosexual Men and Women Living with HIV in India: Implications for Prevention.”
AIDS Patient Care and STDs 24 (1): 49-58.
Chamie, G., D. Kwarisiima, J. Kabami, T. Clark, V. Jain, D. Black, E. Geng, E. Chrlevois, M. Kamya and D.
Havlir. 2012. “Outcomes in a Routine Linkage-to-care Strategy and Point-of-Care CD4: Rural Uganda.” Poster
Abstract 1134. Seattle, 19th Conference on Retroviruses and Opportunistic Infections. Seattle, Washington.
March 5-8.
Charurat, M., Oyegunle, M., Benjamin, R., Habib, A., Eze, E., Ele, P., Ibanga, I., Ajayi, S., Eng, M., Mondal, P.,
Gebi, U., Iwu, E., Etiebet, M. A., Abimiku, A., Dakum, P., Farley, J., & Blattner, W. 2010. Patient retention and
adherence to antiretrovirals in a large antiretroviral therapy program in Nigeria: a longitudinal analysis for risk
factors. PLoS One, 5(5), e10584. doi: 10.1371/journal.pone.0010584
Chaturbhuj, D., N. Hingankar, P. Srikantiah, R. Garg, S. Kabra, P. Deshmukh, S. Jadhav, S. Thorat, S. Datkar, P.
Mehta, N. Ingole, M. Mathur, A. Rmachandran, P. Haldar, D. Reddy, D. Bachani, S. Rao, S. Tripathy and R.
Paranjape. 2010. “Transmitted HIV Drug Resistance Among HIV-Infected Voluntary Counseling and Testing
Centers (VCTC) Clients in Mumbai, India.” AIDS Research and Human Retroviruses 26(8):927-32.
Chemaitelly, H., Shelton, J. D., Hallett, T. B., & Abu-Raddad, L. J. 2013. Only a fraction of new HIV infections
occur within identifiable stable discordant couples in sub-Saharan Africa. AIDS, 27(2), 251-260. doi:
10.1097/QAD.0b013e32835ad459
Chen, W., C. Shui, J. Simoni, H. Zhao, M. Bao and H. Lu. 2011. “In Sickness and in Health: A Qualitative Study
of How Chinese Women with HV Navigate Stigma and Negotiate Disclosure within their
Marriages/partnerships.” AIDS Care 23 (Supplement 1): 120-125.
Chinkonde, J., J. Sundby and F. Martinson. 2009. “The Prevention of Mother-to-Child HIV Transmission
Programme in Lilongwe, Malawi: Why Do So Many Women Drop Out?” Reproductive Health Matters 17 (33):
143-151.
Chohan, B., Buthrie, B., Lohman-Payne, B., Bosire, R., Mackelprang, R., Farquhar, C., Rainwater, S.,
Overbaugh, J., & Khasimwa, B. 2015. HIV Transmission Linkage Among Seroconverting Partners in HIV-

90	
  
	
  
Discordant Relationships in Kenya. Abstract 1035. 22nd Conference on Retroviruses and Opportunistic
Infections. Seattle, Washington. February 23-26.
Chung, M., B. Richardson, K. Tapia, S. Benki-Nugent, J. Kiarie, J. Simoni, J. Overbaugh, M. Attwa and G.
John-Stewart. 2011. “A Randomized Controlled Trial Comparing the Effects of Counseling and Alarm Device
on HAART Adherence and Virologic Outcomes.” PLoS Medicine 8 (3): e1000422.
Cianci, F., Sweeney, S., Konate, I., Nagot, N., Low, A., Mayaud, P., & Vickerman, P. 2014. The cost of
providing combined prevention and treatment services, including ART, to female sex workers in Burkina Faso.
PLoS One, 9(6), e100107. doi: 10.1371/journal.pone.0100107
Clouse, K., Pettifor, A. E., Maskew, M., Bassett, J., Van Rie, A., Behets, F., Gay, C., Sanne, I., & Fox, M. P.
2013. Patient retention from HIV diagnosis through one year on antiretroviral therapy at a primary health care
clinic in Johannesburg, South Africa. Journal of Acquired Immune Deficiency Syndromes, 62(2), e39-46. doi:
10.1097/QAI.0b013e318273ac48
Cohen, M. S., et al. 2015. Final results of the HPTN 052 randomized controlled trial: Antiretroviral therapy
prevents HIV transmission. Abstract MOAC0106LB, Tract C. 8th International AIDS Conference. Vancouver,
Canada. July 19-22.
Cohen, M. S., Smith, M. K., Muessig, K. E., Hallett, T. B., Powers, K. A., & Kashuba, A. D. 2013. Antiretroviral
treatment of HIV-1 prevents transmission of HIV-1: where do we go from here? Lancet, 382(9903), 1515-1524.
doi: 10.1016/S0140-6736(13)61998-4
Cohen, M. S. 2012. Classical sexually transmitted diseases drive the spread of HIV-1: back to the future. The
Journal of Infectious Diseases, 206(1), 1-2. doi: 10.1093/infdis/jis303
Cohen, M. S., Dye, C., Fraser, C., Miller, W. C., Powers, K. A., & Williams, B. G. 2012a. HIV treatment as
prevention: debate and commentary--will early infection compromise treatment-as-prevention strategies? PLoS
Medicine, 9(7), e1001232. doi: 10.1371/journal.pmed.1001232
Cohen, M. S., Muessig, K. E., Smith, M. K., Powers, K. A., & Kashuba, A. D. 2012b. Antiviral agents and HIV
prevention:
controversies,
conflicts,
and
consensus.
AIDS,
26(13),
1585-1598.
doi:
10.1097/QAD.0b013e3283543e83
Cohen, M., Y. Chen, M. McCauley, T. Gamble, M. Hosseinipour, N. Kumarasamy, J. Hakim, J. Kumwenda, B.
Grinstejn, J. Pilotto, S. Godbole, S. Mehendale, S. Chariyalertsak, B. Santos, K. Mayer, I. Hoffman, S.
Eshleman, E. Piwowar-Manning, Wang, J. Makherma, L. Mills, G. de Bruyn, I. Sanne, J. Eron, J. Gallant, D.
Havlier, S. Swindells, H. Ribaudo, V. Elharrar, D. Burns, T. Taha, K. Nielson-Saines, D. Cletano, M. Essex and
T. Fleming for the HPTN 052 Study Team. 2011a. “Prevention of HIV-1 Infection with Early Antiretroviral
Therapy.” New England Journal of Medicine 365:493-505.
Cohen, M., G. Shaw, A. McMichael an. Haynes. 2011b. “Acute HIV Infection.” The New England Journal of
Medicine 364 (20): 1943-1954.
Cohen, M. and C. Gay. 2010. “Treatment to Prevent Transmission of HIV-1.” Clinical Infectious Diseases 50
(Supplement 3): S85-S95.
Cohen, C., M. Montandon, A. Carrico, S. Shiboski, A. Bostrom, A. Oburre, Z. Kwena, R. Bailey, R. Nguti and
E. Bukusi. 2009. “Association of Attitudes and Beliefs towards Antiretroviral Therapy with HIV-Seroprevalence
in the General Population of Kisumu, Kenya.” PLoS One 4 (3): e4573.
Colasanti, J., Marconi, V. C., & Taiwo, B. 2014. Antiretroviral reduction: is it time to rethink the unthinkable?
AIDS, 28(7), 943-947. doi: 10.1097/QAD.0000000000000187

91	
  
	
  
Collazos, J., V. Asensi and J. Carton. 2007. "Factors Associated with Poor Immunologic Responses Despite
Viral Suppression in Markedly Immunosuppressed Patients." AIDS Patient Care & STDs 21 (6): 378-384.
Collins, C. 2014. Guest Blog by UNAIDS’ Chriss Collins – Fast Track: New AIDS targets and the urgency for
action. November 12. Retrived from http://www.avac.org/blog/fast-track-new-aids-targets
Collins, C., T. Coates and J. Curran. 2008. “Moving Beyond the Alphabet Soup of HIV Prevention.” AIDS 22
(Supplement 2): S5-S8.
Collins, S., & Geffen, N. 2014. Community views: balancing the public health benefits of earlier antiretroviral
treatment with the implications for individual patients - perspectives from the community. Current Opinion in
HIV and AIDS, 9(1), 4-10. doi: 10.1097/COH.0000000000000024
Corneli, A., Pettifor, A., Kamanga, G., Golin, C., McKenna, K., Ou, S. S., Hamela, G., Massa, C., Martinson, F.,
Tharaldson, J., Hilgenberg, D., Yu, X., Chege, W., Hoffman, I., & HPTN study team. 2014. HPTN 062: a
feasibility and acceptability pilot intervention to reduce HIV transmission risk behaviors among individuals with
acute and early HIV infection in Lilongwe, Malawi. AIDS and Behavior, 18(9), 1785-1800. doi: 10.1007/s10461014-0707-1
Cornell, M., Schomaker, M., Garone, D. B., Giddy, J., Hoffmann, C. J., Lessells, R., Maskew, M., Prozesky, H.,
Wood, R., Johnson, L. F., Egger, M., Boulle, A., Myer, L., & International Epidemiologic Databases to Evaluate,
A. S. A. C. 2012. Gender differences in survival among adult patients starting antiretroviral therapy in South
Africa: a multicentre cohort study. PLoS Med, 9(9), e1001304. doi: 10.1371/journal.pmed.1001304
Cornell, M. A. Grimsrud, L. Fairall, M. Fox, G. van Cutsem, J. Giddy, R. Wood, H. Prozesky, L. Mohapi, C.
Graber, M. Egger, A. Boulle, L. Myer, for the International Databases to Evaluate AIDS Southern Africa
(IeDEA-SA) Collaboration. 2010. “Temporal Changes in Programme Outcomes across Adult Patients Initiating
Antiretroviral Therapy across South Africa, 2002-2007.” AIDS 24: 2263-2270.
Crabtree-Ramirez, B., Y. Caro-Vega, F. Wehbe, C. Cesar, C. Cortes, D. Padgett, S. Koenig, E. Gotuzzo, P. Cahn,
C. McGowan, D. Masys, J. Sierra-Madero on behalf of the CCASAnet Team. 2011. “Cross-sectional Analysis of
Late HAART Initiation in Latin America and the Caribbean: Late Testers and Late Presenters.” PLoS ONE 6 (5):
e20272.
Crankshaw, T, I. Corless, J. Giddy, P. Nicholas, Q. Eichbaum and L. Butler. 2010. “Exploring the Patterns of
Use and the Feasibility of Using Cellular Phones for Clinic Appointment Reminders and Adherence Messages in
an Antiretroviral Treatment Clinic, Durban, South Africa.” AIDS Patient Care STDS 24(11):729-34.
Crepaz, N., C. Lyles, R. Wolitski, W. Passin, S. Rama, J. Herbst, D. Purcell, R. Malow and R. Stall for the
HIV/AIDS Prevention Research Synthesis Team. 2006. “Do Prevention Interventions Reduce HIV Risk
Behaviours among People Living with HIV? A Meta-Analytic Review of Controlled Trials.” AIDS 20: 143-157.
Curioso, W., D. Kepka, R. Cabello, P. Segura and A. Kurth. 2010. “Understanding the Facilitators and Barriers
of Antiretroviral Adherence in Peru: A Qualitative Study.” BMC Public Health 10 (13).
d’Arminio Monforte, A., L. Gonzalez, A. Haberl, L. Sherr, W. Ssanyu-Sseruma, S. Walmsley on behalf of
Women for Positive Action. 2010. “Better Mind the Gap: Addressing the Shortage of HIV-positive Women in
Clinical Trials.” AIDS 24: 1091-1094.
d’Arminio Monforte, A., Anderson, J., & Olczak, A. 2013. What do we know about antiretroviral treatment of
HIV in women? Antiviral Therapy, 18 Suppl 2, 27-34. doi: 10.3851/imp2647
da Costa, T. M., Barbosa, B. J., Gomes e Costa, D. A., Sigulem, D., de Fatima Marin, H., Filho, A. C., & Pisa, I.
T. 2012. Results of a randomized controlled trial to assess the effects of a mobile SMS-based intervention on

92	
  
	
  
treatment adherence in HIV/AIDS-infected Brazilian women and impressions and satisfaction with respect to
incoming messages. International Journal of Medical Informatics, 81(4), 257-269. doi:
10.1016/j.ijmedinf.2011.10.002
Dako-Gyeke, P., Snow, R., & Yawson, A. E. 2012. Who is utilizing anti-retroviral therapy in Ghana: an analysis
of ART service utilization. International Journal for Equity in Health, 11, 62. doi: 10.1186/1475-9276-11-62
Danel, C., Gabillard, D., Le Carrou, J., Anglaret, X., Moh, R., Eholie, S., Ménan, H., Badje, A., Kouame, G., &
Ntakpe, J. B. 2015. Early ART and IPT in HIV-Infected African Adults with High CD4 Count (Temprano Trial).
Abstart 115LB. 22nd Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. Febraury
23-26.
Davidson, A. S., Zaller, N., Dukhovlinova, E., Toussova, O., Feller, E., Heimer, R., & Kozlov, A. 2012.
Speaking the truth: an analysis of gender differences in serostatus disclosure practices among HIV-infected
patients in St Petersburg, Russia. International Journal of STD & AIDS, 23(10), 685-688. doi:
10.1258/ijsa.2012.011463
De Beaudrap, P., J. Etard, A. Diouf, I. Ndiaye, G. Ndeye, P. Sow, K. Ndeye, R. Ecochard and E. Delaporte for
the ANRS 1215 Study Group.2010. “Incidence and Determinants of New AIDS-Defining Illnesses after HAART
Initiation in a Senegalese Cohort.” BMC Infectious Diseases 10:179.
De Cock, K. M., & El-Sadr, W. M. 2013a. When to start ART in Africa. The New England Journal of Medicine,
368(23), 2238. doi: 10.1056/NEJMc1304494
De Cock, K. M., & El-Sadr, W. M. 2013b. Clinical trials provide the evidence critical for patient empowerment.
Journal of the International AIDS Society, 16, 18811. doi: 10.7448/IAS.16.1.18811
De Walque, D. 2007. “Sero-Discordant Couples in Five African Countries: Implications for Prevention
Strategies.” Population and Development Review 33 (3): 501-523.
De Walque, D., Kazianga, H., & Over, M. 2012. Antiretroviral therapy perceived efficacy and risky sexual
behaviors: Evidence from Mozambique. Economic Development and Cultural Change, 61(1), 97-126. doi:
10.1086/666951
Decker, M. R., Crago, A. L., Chu, S. K., Sherman, S. G., Seshu, M. S., Buthelezi, K., Dhaliwal, M., & Beyrer, C.
2014. Human rights violations against sex workers: burden and effect on HIV. Lancet. doi: 10.1016/S01406736(14)60800-X
Decroo, T., Ford, N., & Laga, M. 2014. Lifelong ART for 20 million people in sub-Saharan Africa: communities
will be key for success. Lancet Global Health, 2(5), e262-263. doi: 10.1016/S2214-109X(14)70038-5
Decroo, T., Rasschaert, F., Telfer, B., Remartinez, D., Laga, M., & Ford, N. 2013. Community-based
antiretroviral therapy programs can overcome barriers to retention of patients and decongest health services in
sub-Saharan Africa: a systematic review. International Health, 5(3), 169-179. doi: 10.1093/inthealth/iht016
Decroo, T., B. Telfer, M. Biot, J. Maikere, S. Dezembro, L. Cumba, C. das Dores, K. Chu and N. Ford. 2011.
“Distribution of Antiretroviral Treatment through Self-forming Groups of Patients in Tete Province,
Mozambique.” Journal of Acquired Immune Deficiency Syndromes 56 (2): e39-e44.
Delva, W., & Abdool Karim, Q. 2014. The HIV epidemic in Southern Africa - Is an AIDS-free generation
possible? Current HIV/AIDS Reports, 11(2), 99-108. doi: 10.1007/s11904-014-0205-0
Delva, W., Eaton, J. W., Meng, F., Fraser, C., White, R. G., Vickerman, P., Boily, M. C., & Hallett, T. B. 2012.
HIV treatment as prevention: optimising the impact of expanded HIV treatment programmes. PLoS Med, 9(7),
e1001258. doi: 10.1371/journal.pmed.1001258

93	
  
	
  
Deribe, K., K. Woldemichael, M. Wondafrach, A. Haile and A. Amberir. 2008. “Disclosure Experience and
Associated Factors among HIV Positive Men and Women Clinical Service Users in Southwest Ethiopia.” BMC
Public Health 8: 81.
DeSilva, M., S. Merry, P. Fischer, J. Rohrer, C. Isichei and S. Cha. 2009. “Youth, Unemployment, and Male
Gender Predict Mortality in AIDS Patients Started on HAART in Nigeria.” AIDS Care 21:70-7.
DHHS. 2011. Guidelines for the Use of Antiretroviral Agents in HIV-1-infected Adults and Adolescents.
Washington, DC: DHHS.
Dieffenbach, C. W. 2012. Preventing HIV transmission through antiretroviral treatment-mediated virologic
suppression: aspects of an emerging scientific agenda. Current Opinion in HIV and AIDS, 7(2), 106-110. doi:
10.1097/COH.0b013e32834f3f13
Dieffenbach, C. and A. Fauci. 2011. “Thirty years of HIV and AIDS: Future Challenges and Opportunities.”
Annals of Internal Medicine 154 (11): 1-6.
Dieffenbach, C. and A. Fauci. 2009. “Universal Voluntary Testing and Treatment for Prevention of HIV
Transmission.” Journal of the American Medical Association 301 (22): 2380-2382.
Dilmitis, S. 2015. Personal communication.
Dilmitis, S. 2014. Move discussion and rhetoric into action… Women’s rights are human rights. Mujeres
Adelante Quaterly, AIDS Legal Network.
Diouf, A., G. Batista, E. Sall, D. Gueye, M. Sy, F. Mbaye-Diouf and P. Sow. 2012. “Quality of Care and Causes
of Death or Loss to Follow-up in a Decentralized Region: Senegal.” Poster Abstract #663. 19th Conference on
Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Dlodlo, R., P. Fujiwara, Z. Hwalima, S. Mungofa and A. Harries. 2011. “Adult Mortality in the Cities of
Bulawayo and Harare, Zimbabwe: 1979-2008.” Journal of the International AIDS Society 14 (Supplement 1):
S2.
Do, N., K. Phiri, H. Bussmann, T. Gaolathe, R. Marlink and W. Wester. 2010. “Psychosocial Factors affecting
Medication Adherence among HIV-1 Infected Adults Receiving Combination Antiretroviral Therapy (cART) in
Botswana.” AIDS Research and Human Retroviruses 26 (6): 685-691.
Donastorg, Y., Barrington, C., Perez, M., & Kerrigan, D. 2014. Abriendo Puertas: baseline findings from an
integrated intervention to promote prevention, treatment and care among FSW living with HIV in the Dominican
Republic. PLoS One, 9(2), e88157. doi: 10.1371/journal.pone.0088157
Donnell, D., J. Baeten, J. Kiarie, K. Thomas, W. Stevens, C. Cohen, J. McIntyre, J. Lingappa, C. Celum, for the
Partners in Prevention HSV/HIV Transmission Study Team. 2010. “Heterosexual HIV-1 Transmission after
Initiation of Antiretroviral Therapy: A Prospective Cohort Analysis.” Lancet 375 (9731): 2092-2098.
Donnelly, J. 2011. “Battles with Donors Cloud Malawi’s HIV Prevention Plan.” The Lancet 378: 315-216.
Dou, Z., Xu, J., Jiao, J. H., Ma, Y., Durako, S, Yu, L., Zhao, Y., & Zhang, F. 2011. Gender Difference in 2-Year
Mortality and Immunological Response to ART in an HIV-Infected Chinese Population, 2006–2008. PLoS ONE,
6(8), e22707. doi:10.1371/journal.pone.0022707
Druyts, E., Dybul, M., Kanters, S., Nachega, J. B., Birungi, J., Ford, N., Thorlund, K., Negin, J., Lester, R.,
Yaya, S., & Mills, E. J. 2013. Male sex and the risk of mortality among individuals enrolled in antiretroviral

94	
  
	
  
therapy programs in Africa: a systematic review and meta-analysis. AIDS, 27(3), 417-425. doi:
10.1097/QAD.0b013e328359b89b
Duncan, J., S. Jarrett and K. Harvey. 2010a. “Using Estimation and Projection Package and Spectrum for
Jamaica’s National HIV Estimates and Targets.” Sexually Transmitted Infections 86 (Supplement 2): ii43-ii47.
Dunkle, K., R. Stephenson, E. Karita, E. Chomba, and K. Kayitenkore. 2008. “New Heterosexually Transmitted
HIV Infections in Married or Cohabitating Couples in Urban Zambia and Rwanda: An Analysis of Survey and
Clinical Data.” Lancet 371: 2183-2191.
Eaton, J. W., Menzies, N. A., Stover, J., Cambiano, V., Chindelevitch, L., Cori, A., Hontelez, J. A. C., Humair,
S., Kerr, C. C., Klein, D. J., Mishra, S., Mitchell, K. M., Nichols, B. E., Vickerman, P., Bakker, R.,
Barnighausen, T., Bershteyn, A., Bloom, D. E., Boily, M. C., Chang, S. T., Cohen, T., Dodd, P. J., Fraser, C.,
Gopalappa, C., Lundgren, J., Martin, N. K., Mikkelsen, E., Mountain, E., Pham, Q. D., Pickles, M., Phillips, A.,
Platt, L., Pretorius, C., Prudden, H. J., Salomon, J. A., van de Vijver, D. A., de Vlas, S. J., Wagner, B. G., White,
R. G., Wilson, D. P., Zhang, L., Blandford, J., Meyer-Rath, G., Remme, M., Revill, P., Sangrujee, N., TerrisPrestholt, F., Doherty, M., Shaffer, N., Easterbrook, P. J., Hirnschall, G., & Hallett, T. B. 2014. Health benefits,
costs, and cost-effectiveness of earlier eligibility for adult antiretroviral therapy and expanded treatment
coverage: a combined analysis of 12 mathematical models. Lancet Global Health, 2(1), e23-34. doi:
10.1016/S2214-109X(13)70172-4
Eaton, J. W., Menzies, N. A., Stover, J., Cambiano, V., Chindelevitch, L., Cori, A., Hontelez, J. A. C., Humair,
S., Kerr, C. C., Klein, D. J., Mishra1, S., Mitchell, K. M., Nichols, B. E., Vickerman, P., Bakker, R.,
Bärnighausen, T., Bershteyn, A., Bloom, D. E., Boily, M. C., Chang, S. T., Cohen, T., Dodd, P. J., Fraser, C.,
Gopalappa, C., Lundgren, J., Martin, N. K., Mikkelsen, E., Mountain, E., Pham, Q. D., Pickles, M., Phillips, A.,
Platt, L., Pretorius, C., Prudden, H. J., Salomon, J. A., van de Vijver, D. A., de Vlas, S. J., Wagner, B. G., White,
R. G., Wilson, D. P., Zhang, L., Blandford, J., Meyer-Rath, G., Remme, M., Revill, P., Sangrujee, N., TerrisPrestholt, F., Doherty, M., Shaffer, N., Easterbrook, P. J., Hirnschall, G., & Hallett, T. B. 2013. How should HIV
programmes respond to evidence for the benefits of earlier treatment initiation? A combined analysis of twelve
mathematical models. The World Health Organization. WHO/HIV/2013.56.
Eduardo, E., Lamb, M. R., Kandula, S., Howard, A., Mugisha, V., Kimanga, D., Kilama, B., El-Sadr, W., & Elul,
B. 2014. Characteristics and outcomes among older HIV-positive adults enrolled in HIV programs in four subSaharan African countries. PLoS One, 9(7), e103864. doi: 10.1371/journal.pone.0103864
Eholie, S. P., Vella, S., & Anglaret, X. 2014. Commentary: Antiretroviral therapy initiation criteria in low
resource settings - from 'when to start' to 'when not to start'. AIDS, 28 Suppl 2, S101-104. doi:
10.1097/QAD.0000000000000237
El-Khatib, Z., A. Ekström, J. Ledwaba, L. Mohapi, F. Laher, A. Karstaedt, S. Charalambous, M. Petzold, D.
Katzenstein and L. Morris. 2010. “Viremia and Drug Resistance among HIV-1 Patients on Antiretroviral
Treatment- a Cross-Sectional Study in Soweto, South Africa.” AIDS 24:1679-1687.
Elliott, J., P. Phlong, V. Saphon, J. Kaldor, C. Mean and L. Maher. 2011. “Social Meanings of Adherence to
Antiretroviral Therapy in Cambodia.” Culture, Health & Sexuality 13 (06): 685-697.
Essajee, S., & Kumarasamy, N. 2014. Commentary: The monitoring of adults and children on antiretroviral
therapy in the 2013 WHO consolidated ARV guidelines. AIDS, 28 Suppl 2, S147-149. doi:
10.1097/QAD.0000000000000238
Estopinal, C. B., van Dijk, J. H., Sitali, S., Stewart, H., Davidson, M. A., Spurrier, J., & Vermund, S. H. 2012.
Availability of volunteer-led home-based care system and baseline factors as predictors of clinical outcomes in
HIV-infected patients in rural Zambia. PLoS One, 7(12), e49564. doi: 10.1371/journal.pone.0049564

95	
  
	
  
Etiebet, M., M. Coker, H. Chang, G. Awwal, J. Jumare, M. Babashani, A. Habib and N. Ndembi. 2012. “Low
Levels of HIV-1 Drug Resistance Mutations Seen in ART Adherence Intervention Study Participants.” Poster
Abstract #720. 19th Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Ettiègne-Traoré, V. 2013. Differences between HIV-infected men and women in antiretroviral therapy outcomes
– six African countries, 2004-2014. CDC, Morbidity and Mortality Weekly Report, 62(47), 945-952.
Evans, D., Menezes, C., Mahomed, K., Macdonald, P., Untiedt, S., Levin, L., Jaffray, I., Bhana, N., Firnhaber,
C., & Maskew, M. 2013. Treatment outcomes of HIV-infected adolescents attending public-sector HIV clinics
across Gauteng and Mpumalanga, South Africa. AIDS Research and Human Retroviruses, 29(6), 892-900. doi:
10.1089/AID.2012.0215
Eyakuze, C., D. Jones, A. Starrs and N. Sorkin. 2008. “From PMTCT to a More Comprehensive AIDS Response
for Women: A Much Needed Shift.” Developing World Bioethics 8 (1): 33-42.
Faal, M., N. Naidoo, D. Glencorss, W. Venter and R. Osih. 2011. “Providing Immediate CD4 Count Results at
HIV Testing Improves ART Initiation.” Journal of Acquired Immune Deficiency Syndromes 58 (3): e54-59.
Fardet, L., M. Mary-Krause, I. Heard, M. Partisani and D. Costagliola, for the French Hospital Database on HIV.
2006. “Influence of gender and HIV transmission group on initial highly active antiretroviral therapy prescription
and treatment response.” HIV Medicine 7: 520–529.
Fatti, G., Meintjes, G., Shea, J., Eley, B., & Grimwood, A. 2012. Improved survival and antiretroviral treatment
outcomes in adults receiving community-based adherence support: 5-year results from a multicentre cohort study
in South Africa. Journal of Acquired Immune Deficiency Syndromes, 61(4), e50-58. doi:
10.1097/QAI.0b013e31826a6aee
Fauci, A. S., & Marston, H. D. 2014. Ending AIDS--is an HIV vaccine necessary? The New England Journal of
Medicine, 370(6), 495-498. doi: 10.1056/NEJMp1313771
Fauci, A. 2009a. “The Future of Global HIV Treatment and Prevention.” Presentation at the Center for Strategic
and International Studies. Washington, DC. December 14
Ferreira, A., Young, T., Mathews, C., Zunza, M., & Low, N. 2013. Strategies for partner notification for sexually
transmitted infections, including HIV. Cochrane Database of Systematic Reviews, 10, CD002843. doi:
10.1002/14651858.CD002843.pub2
Filler, S., A. Berruti, N. Menzies, R. Berzon, T. Ellerbrock, R. Ferris and J. Blanford. 2011. “Characteristcs of
HIV Care and Treatment in PEPFAR-supported Sites.” Journal of Acquired Immune Deficiency Syndromes
57(1): e1-e6.
Firnhaber, C., L. Smeaton, B. Grinszstejn, Y. chen, U. Lalloo, S. Faesen, W. Samaneka, J. Lama, A. Rana and T.
Campbell. 2012b. “Sex Association with ARV Efficacy Outcomes in a Prospective Randomized Clinical Trial of
ART in Diverse Multinational Settings: The ACTG PEARLS Study.” Oral Abstract #89. 19th Conference on
Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Fisher, J. D., Cornman, D. H., Shuper, P. A., Christie, S., Pillay, S., Macdonald, S., Ngcobo, N., Rivet Amico,
K., Lalloo, U., Friedland, G., Fisher, W. A., & the S. A. Options Team. 2014. HIV Prevention Counseling
Intervention Delivered During Routine Clinical Care Reduces HIV Risk Behavior in HIV-Infected South
Africans Receiving Antiretroviral Therapy: The Izindlela Zokuphila/Options for Health Randomized Trial.
Journal of Acquired Immune Deficiency Syndromes. doi: 10.1097/QAI.0000000000000348
Floridia, M., M. Giuliano, L. Palmisano and S. Vella. 2008. “Gender Differences in the Treatment of HIV
Infection.” Pharmacological Research 58: 172-182.

96	
  
	
  
Floyd, S., A. Molesworth, A. Dube, E. Banda, A. Jahn, C. Mwafulirwa, B. Ngwira, K. Branson, A. Crampin, B.
Zaba, J. Glynn and N. French. 2010. “Population-Level Reduction in Adult Mortality after Extension of Free
Anti-Retroviral Therapy Provision into Rural Areas in Northern Malawi.” PloS One 5(10): e13499
Ford, N., Stinson, K., Davies, M. A., Cox, V., Patten, G., Cragg, C., Van Cutsem, G., & Boulle, A. 2014. Is it
safe to drop CD4+ monitoring among virologically suppressed patients: a cohort evaluation from Khayelitsha,
South Africa. AIDS, 28(14), 2003-2005. doi: 10.1097/QAD.0000000000000406
Ford, N., Flexner, C., Vella, S., Ripin, D., & Vitoria, M. 2013a. Optimization and simplification of antiretroviral
therapy for adults and children. Current Opinion in HIV and AIDS, 8(6), 591-599. doi:
10.1097/COH.0000000000000010
Ford, N., Vitoria, M., Hirnschall, G., &, M. 2013b. Getting to zero HIV deaths: progress, challenges and ways
forward. Journal of the International AIDS Society, 16, 18927. doi: 10.7448/IAS.16.1.18927
Ford, N., & Mills, E. J. 2011. Simplified ART delivery models are needed for the next phase of scale up. PLoS
Med, 8(7), e1001060. doi: 10.1371/journal.pmed.1001060
Ford, N., K. Kranzer, K. Hilderbrand, G. Jouquet, E. Goemaere, N. Vlahakis, L. Triviño, L. Makakole and H.
Bygrave. 2010b. “Early Initiation of Antiretroviral Therapy and Associated Reduction in Mortality, Morbidity
and Defaulting in a Nurse-Managed, Community Cohort in Lesotho.” AIDS 24: 2645-2650.
Ford, N., D. Wilsono, P. Cawthorne, A. Kumphitak, S. Kasi-Sedapan, S. Kaetkaew, S. Teemanaka, B. Donmon
and C. Preuanbuapan. 2009a. “Challenge and Co-operation: Civil Society Activism for Access to HIV Treatment
in Thailand.” Tropical Medicine and International Health 14 (3): 258-266.
Ford, N., E. Mills and A. Calmy. 2009b. “Rationing Antiretroviral Therapy in Africa – Treating Too Few, Too
Late.” New England Journal of Medicine 360 (18): 1808-1810.
Ford, N., J. Nachega, M. Engel and E. Mills. 2009c. “Directly Observed Antiretroviral Therapy: A Systematic
Review and Meta-Analysis of Randomised Clinical Trials.” The Lancet 374: 2064-2071.
Foster, S., S. Nakamanya, R. Kyomuhangi, J. Amurwon, G. Namara, B. Amuron, C. Nabiryo, J. Birungi, B.
Wolff, S. Jaffar and H. Grosskurth. 2010b. “The Experience of ‘Medical Companions’ to Support Adherence to
Antiretroviral Therapy: Quantitative and Qualitative Data from a Trial Population in Uganda.” AIDS Care 22 (1):
35-43.
Fox, M. P., Shearer, K., Maskew, M., Macleod, W., Majuba, P., Macphail, P., & Sanne, I. 2012. Treatment
outcomes after 7 years of public-sector HIV treatment. AIDS, 26(14), 1823-1828. doi:
10.1097/QAD.0b013e328357058a
Fox, M. and S. Rosen. 2010. “Patient Retention in Antiretroviral Therapy Programs Up to Three Years on
Treatment in Sub-Saharan Africa, 2007-2009: Systematic Review.” Tropical Medicine and International Health
15 (Supplement 1): 1-15.
Fox, M., A. Mazimba, P. Seidenberg, D. Crooks, B. Sikateyo and S. Rosen. 2010a. “Barriers to Initiation of
Antiretroviral Treatment in Rural and Urban Areas of Zambia: A Cross-sectional Study of Cost, Stigma, and
Perceptions about ART.” Journal of the International AIDS Society 13 (8): 8.
Fox, M., I. Sanne, F. Conradie, J. Zeinecker, C. Orrell, P. Ive, M. Rassool, M. Dehlinger, C. van der Horst, J.
McIntyre and R. Wood. 2010b. “Initiating Patients on ART at CD4 Counts above 200 is Associated with
Improved Treatment Outcomes in South Africa.” AIDS 24(13):2041–2050.
Franke, M. F., Kaigamba, F., Socci, A. R., Hakizamungu, M., Patel, A., Bagiruwigize, E., Niyigena, P., Walker,
K. D., Epino, H., Binagwaho, A., Mukherjee, J., Farmer, P. E., & Rich, M. L. 2013. Improved retention

97	
  
	
  
associated with community-based accompaniment for antiretroviral therapy delivery in rural Rwanda. Clinical
Infectious Diseases, 56(9), 1319-1326. doi: 10.1093/cid/cis1193
Freeman, A., Newman, J., Hemingway-Foday, J., Iriondo-Perez, J., Stolka, K., Akam, W., Balimba, A., Kalenga,
L., Mbaya, M., Mfangam Molu, B., Mukumbi, H., Niyongabo, T., Woelk, G., Kiumbu, M., & Atibu, J. 2012.
Comparison of HIV-positive women with children and without children accessing HIV care and treatment in the
IeDEA Central Africa cohort. AIDS Care, 24(6), 673-679. doi: 10.1080/09540121.2011.630364
Furin, J., Miller, A. C., Lesia, N., Cancedda, C., Haidar, M., Joseph, K., Ramanagoaela, L., & Rigodon, J. 2012.
Gender differences in enrolment in an HIV-treatment programme in rural Lesotho, 2006-2008: a brief report.
International Journal of STD & AIDS, 23(10), 689-691. doi: 10.1258/ijsa.2012.012052
Gabillard, D., Lewden, C., Ndoye, I., Moh, R., Segeral, O., Tonwe-Gold, B., Etard, J. F., Pagnaroat, M.,
Fournier-Nicolle, I., Eholie, S., Konate, I., Minga, A., Mpoudi-Ngole, E., Koulla-Shiro, S., Zannou, D. M.,
Anglaret, X., Laurent, C., & Group, A. M. M. S. 2013. Mortality, AIDS-morbidity, and loss to follow-up by
current CD4 cell count among HIV-1-infected adults receiving antiretroviral therapy in Africa and Asia: data
from the ANRS 12222 collaboration. Journal of Acquired Immune Deficiency Syndromes, 62(5), 555-561. doi:
10.1097/QAI.0b013e3182821821
Gallant, J. E., Mehta, S. H., & Sugarman, J. 2013. Universal antiretroviral therapy for HIV infection: should US
treatment guidelines be applied to resource-limited settings? Clin Infect Dis, 57(6), 884-887. doi:
10.1093/cid/cit382
Gamarel, K. E., Neilands, T. B., Golub, S. A., & Johnson, M. O. 2014. An omitted level: an examination of
relational orientations and viral suppression among HIV serodiscordant male couples. Journal of Acquired
Immune Deficiency Syndromes, 66(2), 193-196. doi: 10.1097/QAI.0000000000000148
Gari, S., Martin-Hilber, A., Malungo, J. R., Musheke, M., & Merten, S. 2014. Sex differentials in the uptake of
antiretroviral treatment in Zambia. AIDS Care, 26(10), 1258-1262. doi: 10.1080/09540121.2014.897911
Gari, T., D. Habte and E. Markos. 2010. “HIV Positive Serostatus Disclosure among Women Attending ART
Clinic at Hawassa University Referral Hospital, South Ethiopia.” East African Journal of Public Health 7 (1):
89-93.
Gartland, M. G., Chintu, N. T., Li, M. S., Lembalemba, M. K., Mulenga, S. N., Bweupe, M., Musonda, P.,
Stringer, E. M., Stringer, J. S., & Chi, B. H. 2013. Field effectiveness of combination antiretroviral prophylaxis
for the prevention of mother-to-child HIV transmission in rural Zambia. AIDS, 27(8), 1253-1262. doi:
10.1097/QAD.0b013e32835e3937
Geffen, N., Robinson, M., Venter, F., & Low, M. 2014. One size doesn’t fit all: Tailoring adult antiretroviral
treatment. South African Jounral of HIV Medicine. Southern African Journal of HIV Medicine 15(3), 77-78. doi:
10.4102/hivmed.v15i3.6
Geng, E., J. Kahn, K.Christopoulos, O. Chang, S. Decks, M. Gandhi, B. Hare and D. Havlir. 2012a. “The Effect
of a Municipal ‘Universal ART’ Recommendations on HIV RNA Levels in Patients Entering Care with a CD4
Count Greater than 500 Cells/ul.” Poster Abstract #671. 19th Conference on Retroviruses and Opportunistic
Infections. Seattle, Washington. March 5-8.
Geng, E., J. Namusoboya, F. Semitala, J. Kabami, G. Chamie, E. Charlebois, D. Havlir and M. Kamya. 2012b.
“Retention in Care and Mortality among HIV+ Patients Entering Care with High CD4 levels – Understanding
Outcomes in the Pre-ART Period Using a Sampling-based Approach: Uganda.” Poster Abstact # 1151. 19th
Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Geng, E. H., Glidden, D. V., Bangsberg, D. R., Bwana, M. B., Musinguzi, N., Nash, D., Metcalfe, J. Z.,
Yiannoutsos, C. T., Martin, J. N., & Petersen, M. L. 2012c. A causal framework for understanding the effect of

98	
  
	
  
losses to follow-up on epidemiologic analyses in clinic-based cohorts: the case of HIV-infected patient as on
antiretroviral therapy in Africa. Am J Epidemiol, 175(10), 1080-1087. doi: 10.1093/aje/kwr444
Geng, E., D. Bangsberg, N. Musinguzi, N. Emenyonu, M. Bwana, C. Yiannoutsos, D. Glidden, S. Deeks and J.
Martin. 2010a. “Understanding Reasons for and Outcomes of Patients Lost to Follow-up in Antiretroviral
Therapy Programs in Africa through a Sampling-based Approach.” Journal of Acquired Immune Deficiency
Syndromes 53 (3): 405-411.
Geng, E., D. Nash, A. Kambugu, Y. Zhang, P. Braitstein, K. Christopoulos, W. Muyindike, M. Bwana, C.
Yiannoutsos, M. Peterson and J. Martin. 2010b. “Retention in Care among HIV-infected Patients in Resourcelimited Settings: Emerging Insights and New Directions.” Current HIV/AIDS Reports 7: 234-244.
Gerberry, D. and S. Blower. 2012. “Predicting the Impact of Second-line Therapies on Decreasing Drugresistance from Treatment-associated Mutations: Sub-Saharan Africa.” Poster Abstract #728. 19th Conference on
Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Gerberry, D. and S. Blower. 2011. “Could We – Should We- Calculate a Risk Exposure Score for an HIVnegative Individual in a Serodiscordant Couple?” AIDS 25: 1119-1121.
Gilbert, L. and L. Walker. 2009. “’They (ARVs) Are My Life, Without them I’m Nothing’ – Experiences of
Patients Attending a HIV/AIDS Clinic in Johannesburg, South Africa.” Health & Place 15: 1123-1129.
Gilliam, P. and D. Straub. 2009. “Prevention with Positives: A Review of Published Research, 1998-2008.”
Journal of the Association of Nurses in AIDS Care 20 (2): 92-109.
Global HIV Prevention Working Group. 2008. Behavior Change and HIV Prevention: [Re]Considerations for
the 21st Century. www.GlobalHIVPrevention.org
Global Network of People Living with HIV (GNP+) and UNAIDS. 2011. Positive Health, Dignity and
Prevention: A Policy Framework. Amsterdam, The Netherlands: GNP+. Website: www.gnpplus.net
Govindasamy, D., Meghij, J., Kebede Negussi, E., Clare Baggaley, R., Ford, N., & Kranzer, K. 2014a.
Interventions to improve or facilitate linkage to or retention in pre-ART (HIV) care and initiation of ART in lowand middle-income settings--a systematic review. Journal of the International AIDS Society, 17, 19032. doi:
10.7448/IAS.17.1.19032
Govindasamy, D., Kranzer, K., & Ford, N. 2014b. Strengthening the HIV cascade to ensure an effective future
ART response in sub-Saharan Africa. Transactions of the Royal Society of Tropical Medicine and Hygiene,
108(1), 1-3. doi: 10.1093/trstmh/trt105
Govindasamy, D., Ford, N., & Kranzer, K. 2012. Risk factors, barriers and facilitators for linkage to
antiretroviral
therapy
care:
a
systematic
review.
AIDS,
26(16),
2059-2067.
doi:
10.1097/QAD.0b013e3283578b9b
Grangeiro, A., M. Escuder, P. Menezes, R. Alencar and E. Ayres de Castilho. 2011. “Late Entry into HIV Care:
Estimated Impact on AIDS Mortality Rates in Brazil, 2003-2006.”PLoS ONE 6:e14585.
Granich, R., Kahn, J. G., Bennett, R., Holmes, C. B., Garg, N., Serenata, C., Sabin, M. L., Makhlouf-Obermeyer,
C., De Filippo Mack, C., Williams, P., Jones, L., Smyth, C., Kutch, K. A., Ying-Ru, L., Vitoria, M., Souteyrand,
Y., Crowley, S., Korenromp, E. L., & Williams, B. G. 2012. Expanding ART for treatment and prevention of
HIV in South Africa: estimated cost and cost-effectiveness 2011-2050. PLoS One, 7(2), e30216. doi:
10.1371/journal.pone.0030216

99	
  
	
  
Granich, R., S. Crowley, M. Vitoria, Y. Lo, Y. Souteyrand, C. Dye, C. Gilks, T. Guerma, K. De Cock and B.
Williams. 2010. “Highly Active Antiretroviral Therapy Treatment for the Prevention of HIV Transmission.”
Journal of the International AIDS Society 13 (1).
Granich, R., C. Gilks, C. Dye, K. De Cock and B. Williams. 2009. “Universal Voluntary HIV Testing with
Immediate Antiretroviral Therapy as a Strategy for Elimination of HIV Transmission: A Mathematical Model.”
Lancet 373: 48-57.
Gray, R., V. Ssempiija, J. Shelton, D. Serwadda, F. Nalugoda, J. Kagaayi, G. Kigozi and M. Wawer. 2011. “The
Contribution of HIV-discordant Relationships to New HIV Infections in Rakai, Uganda.” AIDS 25: 863-865.
Gregson, S. and G. Garnett. 2010. “Antiretroviral Treatment Is a Behavioral Intervention: But Why?” AIDS 24:
2739-2740.
Greig, J., O'Brien, D. P., Ford, N., Spelman, T., Sabapathy, K., & Shanks, L. 2012a. Similar mortality and
reduced loss to follow-up in integrated compared with vertical programs providing antiretroviral treatment in
sub-saharan Africa. Journal of Acquired Immune Deficiency Syndromes, 59(5), e92-98. doi:
10.1097/QAI.0b013e31824206c7
Greig, J., Casas, E. C., O'Brien, D. P., Mills, E. J., & Ford, N. 2012b. Association between older age and adverse
outcomes on antiretroviral therapy: a cohort analysis of programme data from nine countries. AIDS, 26 Suppl 1,
S31-37. doi: 10.1097/QAD.0b013e3283558446
Greig J., P. du Cros, D. Klarkowski, C. Mills, S. Jørgensen, P. Harrigan and D. O’Brien. 2011. “Viral load
testing in a resource-limited setting: quality control is critical.” Journal of the International AIDS Society 14:23.
Griffiths, K., and Ford, N. 2013. Provision of antiretroviral care to displaced populations in humanitarian
settings: A systematic review. Medicine, Conflict and Survival, 29(3), 198-215.
Grinsztejn, B., Hosseinipour, M. C., Ribaudo, H. J., Swindells, S., Eron, J., Chen, Y. Q., Wang, L., Ou, S. S.,
Anderson, M., McCauley, M., Gamble, T., Kumarasamy, N., Hakim, J. G., Kumwenda, J., Pilotto, J. H.,
Godbole, S. V., Chariyalertsak, S., de Melo, M. G., Mayer, K. H., Eshleman, S. H., Piwowar-Manning, E.,
Makhema, J., Mills, L. A., Panchia, R., Sanne, I., Gallant, J., Hoffman, I., Taha, T. E., Nielsen-Saines, K.,
Celentano, D., Essex, M., Havlir, D., Cohen, M. S., & Team, H. A. S. 2014. Effects of early versus delayed
initiation of antiretroviral treatment on clinical outcomes of HIV-1 infection: results from the phase 3 HPTN 052
randomised controlled trial. Lancet Infectious Diseases, 14(4), 281-290. doi: 10.1016/S1473-3099(13)70692-3
Grinsztejn, B., Smeaton, L., Barnett, R., Klingman, K., Hakim, J., Flanigan, T., Kumarasamy, N., Campbell, T.,
Currier, J., & ACTG, P. s. t. o. t. 2011. Sex-associated differences in pre-antiretroviral therapy plasma HIV-1
RNA in diverse areas of the world vary by CD4(+) T-cell count. Antiviral Therapy, 16(7), 1057-1062. doi:
10.3851/IMP1872
Groves, A. K., Maman, S., & Moodley, D. 2012. HIV+ women's narratives of non-disclosure: resisting the label
of immorality. Global Public Health, 7(8), 799-811. doi: 10.1080/17441692.2012.679742
Grulich, A., Bacinton, B., Jin, F., Prestage, G., Zablowtska, I., Koelsch, K., Frinsztejn, B., Phanuphak, N., &
Moore, R. 2015. HIV Transmission in Male Serodiscordant couples in Australia, Thailand and Brazil. Abstract
1019LB. 22nd Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. February 23-26.
Gruskin, S., L. Ferguson, and D. Bochego. 2007a. “Beyond the Numbers: Using Rights-Based Perspectives to
Enhance Antiretroviral Treatment Scale-up.” AIDS 21 (5): S13-S19.
Gupta, R. K., Jordan, M. R., Sultan, B. J., Hill, A., Davis, D. H., Gregson, J., Sawyer, A. W., Hamers, R. L.,
Ndembi, N., Pillay, D., & Bertagnolio, S. 2012. Global trends in antiretroviral resistance in treatment-naive

100	
  
	
  
individuals with HIV after rollout of antiretroviral treatment in resource-limited settings: a global collaborative
study and meta-regression analysis. Lancet, 380(9849), 1250-1258. doi: 10.1016/S0140-6736(12)61038-1
Gupta, R. K., Hill, A., Sawyer, A. W., Cozzi-Lepri, A., von Wyl, V., Yerly, S., Lima, V. D., Gunthard, H. F.,
Gilks, C., & Pillay, D. 2009. Virological monitoring and resistance to first-line highly active antiretroviral
therapy in adults infected with HIV-1 treated under WHO guidelines: a systematic review and meta-analysis.
Lancet Infect Dis, 9(7), 409-417. doi: 10.1016/S1473-3099(09)70136-7
Guthrie, B., R. Choi, A. Liu, R. Mackelprang, A. Rositch, R. Bosire, L. Manyara, A. Gatugta, J. Kiarie and C.
Farquhar. 2011. “Barriers to Antiretroviral Initiation in HIV-1-discordant Couples.” Journal of Acquired Immune
Deficiency Syndromes 58 (3): e87-e93.
Haberer, J., J. Kahane, I. Kigozi, N. Emenyou, P. Hunt, J. Martin and D. Bangsberg. 2010. “Real-time
Adherence Monitoring for HIV Antiretroviral Therapy.” AIDS & Behavior 14: 1340-1346.
Hall, C. and J. Marrazzo. 2007. “Emergining Issues in Management of Sexually Transmitted Diseases in HIV
Infection.” Current Infectious Disease Reports 9: 518-530.
Hamers, R. L., Sawyer, A. W., Tuohy, M., Stevens, W. S., Rinke de Wit, T. F., Hill, A. M., & Consortium, A.-A.
2012a. Cost-effectiveness of laboratory monitoring for management of HIV treatment in sub-Saharan Africa: a
model-based analysis. AIDS, 26(13), 1663-1672. doi: 10.1097/QAD.0b013e3283560678
Hamers, R. L., Sigaloff, K. C., Wensing, A. M., Wallis, C. L., Kityo, C., Siwale, M., Mandaliya, K., Ive, P.,
Botes, M. E., Wellington, M., Osibogun, A., Stevens, W. S., Rinke de Wit, T. F., Schuurman, R., &
PharmAccess African Studies to Evaluate, R. 2012b. Patterns of HIV-1 drug resistance after first-line
antiretroviral therapy (ART) failure in 6 sub-Saharan African countries: implications for second-line ART
strategies. Clinical Infectious Diseases, 54(11), 1660-1669. doi: 10.1093/cid/cis254
Hammer, S. 2011. “Antiretroviral Treatment as Prevention.” New England Journal of Medicine 365 (6): 561562.
Han, S., J. Zhou, S. Saghayam, S. Vanar, N. Phanuphak, Y.-M. Chen, T. Sirisanthana, C. Lee, S. Pujari, P. Li, S.
Oka, V. Saphorn, F. Zahang, T. Merati, M. Law and J. Choi on behalf of The TREAT Asia Observational
Database. 2011. “Prevalence and Risk Factors for Lipodystrophy among HIV-infected Patients Receiving
Combined Antiretroviral Treatment in the Asia-Pacific Region: Results from the TREAT Asia HIV
Observational Database (TAHOD). Endocrine Journal 58 (6): 475-484.
Hardee, K., K. Newman, L. Bakamjian, J. Kumar, S. Harris, M. Rodriguez, and K. Willson. 2013. Voluntary
Family Planning Programs that Respect, Protect, and Fulfill Human Rights: A Conceptual Framework.
Washington, DC: Futures Group.
Harding, R., V. Simms, S. Penfold, P. McCrone, S. Moreland, J. Downing, R. Powell, F. Mwangi-Powell, E.
Namisango, P. Fayers, S. Curtis and I. Higginson. 2010. "Multi-centred Mixed-methods PEPFAR HIV Care &
Support Public Health Evaluation: Study Protocol." BMC Public Health, 10(584).
Hardon, A., D. Akurut, C. Comoro, C. Ekezie, H. Irunde, T. Gerritis, J. Kglatwane, J. Kinsman, R. Kwasa, J.
Maradi, T. Moroka, S. Moyo, A. Nakiyemba, S. Nsimba, R. Ogenyi, T. Oyabba, F. Temu and R. Lang. 2007.
“Hunger, Waiting Time and Transport Costs: Time to Confront Challenges to ART Adherence in Africa.” AIDS
Care 19 (5): 658-665.
Harries, A., R. Zachariah, S. Lawn and S. Rosen. 2010. “Strategies to Improve Patient Retention on
Antiretroviral Therapy in Sub-Saharan Africa.” Tropical Medicine and International Health 15 (Supplement 1):
70-75.

101	
  
	
  
Hart, J., C. Jeon, L. Ivers, H. Behforouz, A. Caldas, P. Drobac and S. Shin. 2010. “Effect of Directly Observed
Therapy for HAART on Virologic, Immunologic and Adherence Outcomes: A Meta-analysis and Systematic
Review.” Journal of Acquired Immune Deficiency Syndromes 54 (2): 167-179.
Hasan, S., S. Keong, C. Choong, S. Ahmed, T. Ching, M. Anwar, K. Ahmadi and M. Babar. 2011. “Patientreported Adverse Drug Reactions and Drug-drug Interactions: A Cross-sectional Study on Malaysian HIV/AIDS
Patients.” Medical Principles & Practice 20: 265-270.
He, N., Duan, S., Ding, Y., Rou, K., McGoogan, J. M., Jia, M., Yang, Y., Wang, J., Montaner, J. S., Wu, Z., &
China National, H. I. V. P. S. G. 2013. Antiretroviral therapy reduces HIV transmission in discordant couples in
rural Yunnan, China. PLoS One, 8(11), e77981. doi: 10.1371/journal.pone.0077981
Heidari, S., Q. Abdool Karim, J. Auerbach, S. Buitendjik, P. Cahn, M. Curno, C. Hankins, E. Katabira, S.
Kippax, R. Marlink, J. Marsh, A. Marusic, H. Nass, J. Montaner, E. Politzer, M. Ruiz-Cantero, L. Sherr, P. Sow,
K. Squires and M. Wainberg. 2012b. “Gender-sensitive Reporting in Medical Research.” Journal of the
International AIDS Society 15 (11).
Heidari, S., E. Gruslin, R. Kort, C. Roll, D. Gilden and the IAS-ILF Reference Group and Advisory Group.
2010. Environmental Scan: Mapping HIV Research Priorities for Women and Children. Geneva, Switzerland:
International AIDS Society. www.iasociety.org
Hirnschall, G., Harries, A. D., Easterbrook, P. J., Doherty, M. C., & Ball, A. 2013. The next generation of the
World Health Organization's global antiretroviral guidance. Journal of the International AIDS Society, 16,
18757. doi: 10.7448/IAS.16.1.18757
Hoffman, S., Wu, Y., Lahuerta, M., Kulkarni, S. G., Nuwagaba-Biribonwoha, H., Sadr, W. E., Remien, R. H.,
Mugisha, V., Hawken, M., Chuva, E., Nash, D., Elul, B., Team, L., & the Identifying Optimal Models of, H. I.
V. C. C. 2014. Advanced disease at enrollment in HIV care in four sub-Saharan African countries: change from
2006
to
2011
and
multilevel
predictors
in
2011.
AIDS,
28(16),
2429-2438.
doi:
10.1097/QAD.0000000000000427
Hoffmann, C. J., Fielding, K. L., Charalambous, S., Innes, C., Chaisson, R. E., Grant, A. D., & Churchyard, G. J.
2010b. Reducing mortality with cotrimoxazole preventive therapy at initiation of antiretroviral therapy in South
Africa. AIDS, 24(11), 1709-1716. doi: 10.1097/QAD.0b013e32833ac6bc
Hogan, C., V. DeGruttola, X. Sun, S. Fiscus, C. Del Rio, C. Hare, M. Markowitz E. Connick, B. Macatangay, K.
Tashima, B. Kallungal, R. Camp. T. Morton, E. Daar, S. Little and the A5217 Study Team. 2012. “The Setpoint
Study (ACTG A5217): Effect of Immediate Versus Deferred Antiretroviral Therapy on Virologic Set Point in
Recently HIV-1-Infected Individuals.” Journal of Infectious Diseases 205:87-95.
Holmes, C., H. Thirumurthy, N. Padian and E. Goosby. 2010a. “AIDS Funds: Prevention.” Science 330: 176177.
Holmes, C., W. Coggin, D. Jamieson, H. Mihm, R. Granich, P. Savio, M. Hope, C. Ryan, M. Moloney-Kitts, E.
Goosby and M. Dybul. 2010b. “Use of Generic Antiretroviral Agents and Cost Savings in PEPFAR Treatment
Programs.” JAMA 304 (3): 313-320.
Holstad, M. M., Essien, J. E., Ekong, E., Higgins, M., Teplinskiy, I., & Adewuyi, M. F. 2012. Motivational
groups support adherence to antiretroviral therapy and use of risk reduction behaviors in HIV positive Nigerian
women: a pilot study. African Journal of Reproductive Health, 16(3), 14-27.
Holstad, M., C. Dilorio and M. Magowe. 2006. “Motivating HIV Positive Women to Adhere to Antiretroviral
Therapy and Risk Reduction Behavior: The Kharma Project.” Journal of Issues in Nursing 11 (1): 78-94.

102	
  
	
  
Hong, K., N. van Anh and J. Ogden. 2004. Because this is the Disease of the Century.” Understanding HIV and
AIDS-Related Stigma and Discrimination in Vietnam. Washington, DC: International Center for Research on
Women. www.icrw.org
Hong, S., J. Nachega, L. Jerger, S. Cohen, A. Jonas, A. Badi, D. Pereko, A. Trotter, C. Wanke and M. Jordan.
2012. “Medication Possession Ratio Predictive of Short-term Virologic and Immunologic Response in
Individuals Initiating ART: Namibia.” Poster Abstract #661. 19th Conference on Retroviruses and Opportunistic
Infections. Seattle, Washington. March 5-8.
Hong, Y., A. Jonas, E. Dumeni, A. Badi, D. Pereko, A. Blom, V. Muthiani, A. Shiningavamwe, J. Mukamba, G.
Andemichael, R. Barbara, D. Bennet and M. Jordan. 2010. “Population-Based Monitoring of HIV Drug
Resistance in Namibia with Early Warning Indicators.” Journal of Acquired Immune Deficiency Syndrome
55:27-31.
Hontelez, J. A., de Vlas, S. J., Baltussen, R., Newell, M. L., Bakker, R., Tanser, F., Lurie, M., & Barnighausen,
T. 2012. The impact of antiretroviral treatment on the age composition of the HIV epidemic in sub-Saharan
Africa. AIDS, 26 Suppl 1, S19-30. doi: 10.1097/QAD.0b013e3283558526
Horvath, T., Azman, H., Kennedy, G. E., & Rutherford, G. W. 2012. Mobile phone text messaging for promoting
adherence to antiretroviral therapy in patients with HIV infection. Cochrane Database of Systematic Reviews, 3,
Cd009756. doi: 10.1002/14651858.cd009756
Hsieh, A. C., Mburu, G., Garner, A. B., Teltschik, A., Ram, M., Mallouris, C., Penazzato, M., Shaffer, N.,
Easterbrook, P. J., & Ball, A. 2014. Community and service provider views to inform the 2013 WHO
consolidated antiretroviral guidelines: key findings and lessons learnt. AIDS, 28 Suppl 2, S205-216. doi:
10.1097/QAD.0000000000000251
Hsieh, A. 2013. Understanding the perspectives and experiences of women living with HIV regarding Option B+
in Uganda and Malawi. Global Network of People Living with HIV, International Community of Women Living
with HIV/AIDS (ICW) Global, ICW Eastern Africa and Coalition of Women Living with HIV and AIDS.
Huet, C., A. Oudragogo, I. Konate, I. Traore, F. Rouet, A. Kabore, A. Sanon, P. Mayaud, P. Van de Perre and N.
Nagot. 2011. “Long Term Virological, Immunological and Mortality Outcomes in a Cohort of HIV-infected
Female Sex Workers Treated with Highly Active Antiretroviral Therapy in Africa.” BMC Public Health 11:700.
Hughes, J. P., Baeten, J. M., Lingappa, J. R., Magaret, A. S., Wald, A., de Bruyn, G., Kiarie, J., Inambao, M.,
Kilembe, W., Farquhar, C., Celum, C., & Partners in Prevention, H. S. V. H. I. V. T. S. T. 2012. Determinants of
per-coital-act HIV-1 infectivity among African HIV-1-serodiscordant couples. The Journal of Infectious
Diseases, 205(3), 358-365. doi: 10.1093/infdis/jir747
Hull, M. and J. Montaner. 2011. “Antiretroviral Therapy: A Key Component of a Comprehensive HIV
Prevention Strategy.” Curr HIV/AIDS Rep 8: 85-93.
Human Rights Watch (HRW). 2007. Hidden in the Mealie Meal: Gender-based Abuses and Women’s HIV
Treatment in Zambia. New York, NY.
Hyle, E. P., Jani, I. V., Lehe, J., Su, A. E., Wood, R., Quevedo, J., Losina, E., Bassett, I. V., Pei, P. P., Paltiel, A.
D., Resch, S., Freedberg, K. A., Peter, T., & Walensky, R. P. 2014. The clinical and economic impact of pointof-care CD4 testing in mozambique and other resource-limited settings: a cost-effectiveness analysis. PLoS Med,
11(9), e1001725. doi: 10.1371/journal.pmed.1001725
Idoko, J., O. Agbaji, P. Agaba, C. Akolo, B. Inuwa, Z. Hassan, L. Akintunde, B. Badung, M. Muazu, M.
Danang, G. Imade, J. Sankale and P. Kanki. 2007. “Direct Observation Therapy-Highly Active Antiretroviral
Therapy in a Resource-Limited Setting: The Use of Community Treatment Support Can be Effective.”
International Journal of STD & AIDS 18 (11): 760-3.

103	
  
	
  
Igumbor, J., E. Scheepers, R. Ebrahim, A. Jason and A. Grimwood. 2011. “An Evaluation of the Impact of a
Community-based Adherence Support Programme on ART Outcomes in Selected Government HIV Treatment
Sites in South Africa.” AIDS Care 23 (2): 231-236.
Insight Strategic Timing of AntiRetroviral Treatment (START) Study Group. 2015. Why START? Reflections
that led to the conduct of this large long-term strategic HIV trial. HIV Medicine, 16(Supplment 1), 1-9.
Institute of Medicine, National Academy of Sciences (IOM). 2013. Evaluation of PEPFAR. Washington, DC:
National Academy Press.
Institute of Medicine, National Academy of Sciences (IOM, NAS). 2011. Preparing for the Future of HIV/AIDS
in Africa: A Shared Responsibility. Washington, DC: National Academy Press.
International AIDS Society (IAS). 2010. Willing We End the HIV Epidemic the Impact of HIV Treatment on HIV
Prevention and Implications for the Replenishment of the Global Fund to Fight AIDS, TB and Malaria. Geneva,
Switzerland: IAS.
International Community of Women Living with HIV/AIDS (ICW). 2015, June 15. To START, or not to
START: A Holistic Approach to Treatment Initiation; ICW reflections on early treatment initiation.
International Treatment Preparedness Coalition (ITPC). 2014. ACT Toolkit: Advocacy for community treatment,
strengthening community responses to HIV treatment and prevention. New York, NY.
Iwuji, C., B. Mayanja, H. Weiss, E. Atuhumuza, P. Hughes, D. Maher and H. Grosskurth. 2011. “Morbidity in
HIV-1-Infected Individuals Before and After The Introduction of Antiretroviral Therapy: a Longitudinal Study
of a Population-Based Cohort in Uganda.” HIV Medicine 12:553-561.
Jacobson, J. O., Creswell, J., Guardado, M. E., Lee, J. C., Isabel Nieto, A., & Paz-Bailey, G. 2012. Coverage of
HIV prevention components among people with long-standing diagnosed HIV infection in El Salvador. Sexually
Transmitted Diseases, 39(9), 694-700. doi: 10.1097/OLQ.0b013e3182593b33
Jaffar, S., B. Amuron, S. Foster, J. Birungi, J. Levin, G. Namara, C. Nabiryo, N. Ndembi, R. Kyomuhangi, A.
Opio, R. Bunnell, J. Tappero, J. Mermin, A. Coutinho and H. Grosskurth, on behalf of the Jinja trial team. 2009.
“Rates of Virological Failure in Patients Treated in a Home-Based Versus a Facility-Based HIV-Care Model in
Jinja, Southeast Uganda: A Cluster-Randomized Equivalence Trial.” Lancet 374:2080-89.
Jahn, A., S. Floyd, A. Crampin, F. Mwaungulu, H. Mvula, F. Munthali, N. McGrath, J. Mwafilaso, V. Mwinuka,
B. Mangongo, P. Fine, B. Zaba and J. Glynn. 2008. “Population-Level Effect of HIV on Adult Mortality and
Early Evidence of Reversal after Introduction of Antiretroviral Therapy in Malawi.” Lancet 371 (9624): 16031611.
Jani, I., N. Sitoe, E. Alfai, P. Chongo, J. Quevedo, B. rocha, J. Lehe and T. Peter. 2011. “Effect of Point-of-Care
CD4 Cell Count Tests on Retention of Patients and Rates of Antiretroviral Therapy Initiation in Primary Health
Clinics: An Observational Cohort Study.” Lancet 378: 1572-1579.
Jean, K., Gabillard, D., Moh, R., Danel, C., Fassassi, R., Desgrees-du-Lou, A., Eholie, S., Lert, F., Anglaret, X.,
& Dray-Spira, R. 2014. Effect of early antiretroviral therapy on sexual behaviors and HIV-1 transmission risk
among adults with diverse heterosexual partnership statuses in Cote d'Ivoire. The Journal of Infectious Diseases,
209(3), 431-440. doi: 10.1093/infdis/jit470
Jia, Z., Mao, Y., Zhang, F., Ruan, Y., Ma, Y., Li, J., Guo, W., Liu, E., Dou, Z., Zhao, Y., Wang, L., Li, Q., Xie,
P., Tang, H., Han, J., Jin, X., Xu, J., Xiong, R., Zhao, D., Li, P., Wang, X., Wang, L., Qing, Q., Ding, Z., Chen,
R. Y., Liu, Z., & Shao, Y. 2013. Antiretroviral therapy to prevent HIV transmission in serodiscordant couples in

104	
  
	
  
China (2003-11): a national observational cohort study. Lancet, 382(9899), 1195-1203. doi: 10.1016/S01406736(12)61898-4
Johannessen, A. 2011. “Are Men the Losers of the Antiretroviral Scale-up?” AIDS 25: 1225-1226.
Johnson, B., M. Carey, S. Chaudoir and A. Reid. 2006. “Sexual Risk Reduction for Persons Living with HIV:
Research Synthesis of Randomized Controlled Trials, 1993-2004.” Journal of Acquired Immune Deficiency
Syndromes 41 (5): 642-650.
Johnson, L. F., Mossong, J., Dorrington, R. E., Schomaker, M., Hoffmann, C. J., Keiser, O., Fox, M. P., Wood,
R., Prozesky, H., Giddy, J., Garone, D. B., Cornell, M., Egger, M., Boulle, A., & International Epidemiologic
Databases to Evaluate, A. S. A. C. 2013. Life expectancies of South African adults starting antiretroviral
treatment: collaborative analysis of cohort studies. PLoS Med, 10(4), e1001418. doi:
10.1371/journal.pmed.1001418
Johnson, L. F. 2012. Access to antiretroviral treatment in South Africa, 2004-2011. The Southern African
Journal of HIV Medicine, 13(1), 22-27.
Johnston, V., Fielding, K., Charalambous, S., Mampho, M., Churchyard, G., Phillips, A., & Grant, A. D. 2012.
Second-line antiretroviral therapy in a workplace and community-based treatment programme in South Africa:
determinants of virological outcome. PLoS One, 7(5), e36997. doi: 10.1371/journal.pone.0036997
Jones, D., Kashy, D., Chitalu, N., Kankasa, C., Mumbi, M., Cook, R., & Weiss, S. 2014. Risk reduction among
HIV-seroconcordant and -discordant couples: the Zambia NOW2 intervention. AIDS Patient Care STDS, 28(8),
433-441. doi: 10.1089/apc.2014.0039
Jones, D., D. Ross, S. Weiss, G. Bhat and N. Chitalu. 2005. “Influence of Partner Participation on Sexual Risk
Behavior Reduction among HIV-Positive Zambian Women.” Journal of Urban Health 82 (3 Supplement 4):
iv92-100.
Jordan, M. 2011. “Assessments of HIV Drug Resistance Mutation in Resource-Limited Setting.” Clinical
Infectious Diseases 52:1058-60.
Joshi, B., Chauhan, S., Pasi, A., Kulkarni, R., Sunil, N., Bachani, D., Mankeshwar, R., & group, A. R. T. a. s.
2014. Level of suboptimal adherence to first line antiretroviral treatment & its determinants among HIV positive
people in India. Indian Journal of Medical Research, 140(1), 84-95.
Juarez-Vilchez and E. Pozo. 2010. “Percepciones sobre Comportamientos Sexuales de Riesgo en Personas Que
Viven con VIH/SIDA y Reciben Tratamiento Antiretroviral en Piura, Peru.” Revista Peruana de Medicina
Experimental y Salud Publica 27 (1): 31-37.
Jurgens, R., WHO, UNODC and UNAIDS. 2007. Evidence for Action Technical Papers: Interventions to
Address HIV in Prisons: HIV Care, Treatment and Support. Geneva, Switzerland: WHO, UNDOC and
UNAIDS. http://www.who.int/hiv/pub/advocacy/idupolicybriefs/en/
Justice, A., & Falutz, J. 2014. Aging and HIV: an evolving understanding. Current Opinion in HIV and AIDS,
9(4), 291-293. doi: 10.1097/COH.0000000000000081
Kaai, S., S. Bullock, A. Sarna, M. Chersich, S. Luchters, S. Geibel, P. Munyao, K. Mandaliya, M. Temmerman
and N. Rutenberg. 2010. “Perceived Stigma among Patients Receiving Antiretroviral Treatment: A Prospective
Randomised Trial comparing an M-DOT Strategy with Standard-of-care in Kenya.” Journal of Social Aspects of
HIV/AIDS Research Alliance 7 (2): 62-70.
Kagee, A., R. Remien, A. Berkman, S. Hoffman, L. Campos and L. Swartz. 2011. “Structural Barriers to ART
Adherence in Southern Africa: Challenges and Potential Ways Forward.” Global Public Health 6(1): 83-97.

105	
  
	
  
Kaida, A., G. Gray, F. Bastos, I. Andia, M. Maier, J. McIntyre, B. Brinszstein, S. Strathdee, D. Bangsberg and R.
Hogg. 2008. “The Relationship between HAART Use and Sexual Activity among HIV-positive Women of
Reproductive Age in Brazil, south Africa and Uganda.” AIDS Care 20 (1): 21-25.
Kalichman, K, L. Simbayi, R. Vermaak, D. Cain, G. Smith, J. Mthebu and S. Jooste. 2008. “Randomized Trial of
a Community-based Alcohol-related HIV Risk-reduction Intervention for Men and Women in Cape Town South
Africa.” Annals of Behavioral Medicine 36:270-279.
Kanters, S., Nansubuga, M., Mwehire, D., Odiit, M., Kasirye, M., Musoke, W., Druyts, E., Yaya, S., Funk, A.,
Ford, N., & Mills, E. J. 2013. Increased mortality among HIV-positive men on antiretroviral therapy: survival
differences between sexes explained by late initiation in Uganda. HIV/AIDS – Research and Palliative Care, 5,
111-119. doi: 10.2147/HIV.S42521
Kasamba, I., Baisley, K., Mayanja, B. N., Maher, D., & Grosskurth, H. 2012. The impact of antiretroviral
treatment on mortality trends of HIV-positive adults in rural Uganda: a longitudinal population-based study,
1999-2009. Tropical Medicine & International Health, 17(8), e66-73. doi: 10.1111/j.1365-3156.2012.02841.x
Katz, I. T., Ryu, A. E., Onuegbu, A. G., Psaros, C., Weiser, S. D., Bangsberg, D. R., & Tsai, A. C. 2013. Impact
of HIV-related stigma on treatment adherence: systematic review and meta-synthesis. Journal of the
International AIDS Society, 16(3 Suppl 2), 18640. doi: 10.7448/IAS.16.3.18640
Katz, I., T. Essien, E. Marinda, G. Gray, D. Bangsberg, N. Martinson and G. De Bruyn. 2011. “Antiretroviral
Therapy Refusal among Newly Diagnosed HIV-infected Adults.” AIDS 25: 2177-2181.
Kaufmann, F., L. Elzi, R. Weber, H. Furrer, S. Giulieri, P. Vernazza, E. Bernasconi, B. Hirschel and M.
Battegay, the Swiss HIV Cohort Study. 2011. “Interruptions of cART Limits CD4 T-Cell Recovery and
Increases the Risk for Opportunistic Complications and Death.” AIDS 25:441-451.
Kavanagh, M., Cohn, J., Mabote, L., Meier, B. M., Williams, B., Russell, A., Sikwese, K., & Baker, B. 2015.
Evolving Human Rights and the Science of Antiretroviral Medicine. Health Hum Rights, 17(1), E76-90.
Kavanagh, M. M. 2014. The politics of transition and the economics of HIV: AIDS & PEPFAR in South Africa.
Health Gap Global Access Project.
Kayigamba, F. R., Bakker, M. I., Fikse, H., Mugisha, V., Asiimwe, A., & Schim van der Loeff, M. F. 2012.
Patient enrolment into HIV care and treatment within 90 days of HIV diagnosis in eight Rwandan health
facilities: a review of facility-based registers. PLoS One, 7(5), e36792. doi: 10.1371/journal.pone.0036792
Kazooba, P., Kasamba, I., Baisley, K., Mayanja, B. N., & Maher, D. 2012. Access to, and uptake of,
antiretroviral therapy in a developing country with high HIV prevalence: a population-based cohort study in rural
Uganda, 2004-2008. Trop Med Int Health, 17(8), e49-57. doi: 10.1111/j.1365-3156.2012.02942.x
Keebler, D., Revill, P., Braithwaite, S., Phillips, A., Blaser, N., Borquez, A., Cambiano, V., Ciaranello, A., Estill,
J., Gray, R., Hill, A., Keiser, O., Kessler, J., Menzies, N. A., Nucifora, K. A., Vizcaya, L. S., Walker, S., Welte,
A., Easterbrook, P., Doherty, M., Hirnschall, G., & Hallett, T. B. 2014. Cost-effectiveness of different strategies
to monitor adults on antiretroviral treatment: a combined analysis of three mathematical models. Lancet Global
Health, 2(1), e35-43. doi: 10.1016/S2214-109X(13)70048-2
Kelley, A., E. Karita, P. Sullivan, F. Katangulia, E. Chomba, M. Carael, J. Telfair, S. Dunham, D. Vwalika, M.
Kautzman, K. Wall and S. Allen. 2011. “Knowledge and Perceptions of Couples’ Voluntary Counseling and
Testing in Urban Rwanda and Zambia: A Cross-Sectional Household Study.” PLoS ONE 6 (5): e19573.

106	
  
	
  
Kelly, J., S. Morin, R. Remien, W. Steward, J. Higgins, D. Seal, R. Dubrow, J. Atkinson, P. Kerndt, S. Pinkerton,
K. Mayer and K. Sikkema. 2009. "Lessons Learned about Behavioral Science and Acute/Early HIV Infection.
The NIMH Multisite Acute HIV Infection Study: V." AIDS & Behavior 13 (6): 1068-1074.
Kembabazi, A., Bajunirwe, F., Hunt, P. W., Martin, J. N., Muzoora, C., Haberer, J. E., Bangsberg, D. R., &
Siedner, M. J. 2013. Disinhibition in risky sexual behavior in men, but not women, during four years of
antiretroviral
therapy
in
rural,
southwestern
Uganda.
PLoS
One,
8(7),
e69634.
doi:
10.1371/journal.pone.0069634
Kendall, T., van Dijk, M., Wilson, K., Picasso, N., Lara, D., & Garcia. , S. 2012. A lifetime of violence: Results
from an exploratory survey of Mexican women with HIV. Journal of the Association of Nurses in AIDS Care
23(5), 377-387.
Kennedy, C., A. Medley, M. Sweat and K. O’Reilly. 2010b. “Behavioural Interventions for HIV Positive
Prevention in Developing Countries: A Systematic Review and Meta-analysis.” Bulletin of the World Health
Organization 88: 615-623.
Kennedy, C., K. O'Reilly, A. Medley, M. Sweat. 2007. “The Impact of HIV Treatment on Risk Behaviour in
Developing Countries: A Systematic Review.” AIDS Care 19(6): 707-20.
Kiefer, E., Hoover, D. R., Shi, Q., Dusingize, J. C., Cohen, M., Mutimura, E., & Anastos, K. 2011. Association
of pre-treatment nutritional status with change in CD4 count after antiretroviral therapy at 6, 12, and 24 months
in Rwandan women. PLoS One, 6(12), e29625. doi: 10.1371/journal.pone.0029625
Kipp, W., A. Alibhai, L. Duncan-Saunders, A. Senthilselvan, A. Kaler, J. Konde-lule, J. Okech-ojony and T.
Rubaale. 2010. “Gender Differences in Antiretroviral Therapy Treatment Outcomes off HIV Patients in Rural
Uganda.” AIDS Care 22 (3): 271-278.
Kitahata, M., S. Gange, A. Abraham, B. Merriman, M. Saag, A. Justice, R. Hogg, S. Deeks, J. Eron, J. Brooks, S.
Rourke, J. Gill, R. Bosch, J. Martin, M. Klein, L. Jacobson, B. Rodriguez, T. Sterling, G. Kirk, S. Napravnik, A.
Rachlis, L. Calzavara, M. Horberg, M. Silverberg, K. Gebo, J. Goedert, C. Benson, A. Collier, S. Van Rompaey,
H. Crane, R. McKaig, B. Lau, A. Freeman and R. Moore for the NA-ACCORD Investigators. 2009. “Effect of
Early versus Deferred Antiretroviral Therapy for HIV on Survival.” New England Journal of Medicine 360: 112.
Klausner, J., C. Serenata, H. O’Bra, C. Mattson, J. Brown, M. Wilson, T. Mbengashe and T. Goldman. 2011.
“Scale-up and Continuation of Antiretroviral Therapy in South African Treatment Programs, 2005-2009.”
Journal of Acquired Immune Deficiency Syndromes 56 (3): 292-295.
Koenig, S., H. Bang, P. Severe, M. Jean Juste, A. Ambroise, A. Edwards, J. Hippolyte, D. Fitzgerald, J.
McGreevy, C. Riviere, S. Marcelin, R. Secours, W. Johnson, J. Pape and B. Schackman 2011. “CostEffectiveness of Early Verus Standard Antiretroviral Therapy in HIV-Infected Adults in Haiti”. PLoS Medicine
8(9): 1-11.
Kohler, P. K., Chung, M. H., McGrath, C. J., Benki-Nugent, S. F., Thiga, J. W., & John-Stewart, G. C. 2011.
Implementation of free cotrimoxazole prophylaxis improves clinic retention among antiretroviral therapyineligible clients in Kenya. AIDS, 25(13), 1657-1661. doi: 10.1097/QAD.0b013e32834957fd
Konde-Lule, J., F. Makumbi, N. Pakker, A. Muyinda, M. Mubiru and F. Cobelens. 2011. “Effect of Changing
Antiretroviral Treatment Eligibility Criteria on Patient Load in Kampala, Uganda.” AIDS Care 23 (1): 35-41.
Konings, E., Ambaw, Y., Dilley, K., Gichangi, P., Arega, T., & Crandall, B. 2012. Implications of adopting new
WHO guidelines for antiretroviral therapy initiation in Ethiopia. Bulletin of the World Health Organization,
90(9), 659-663. doi: 10.2471/BLT.11.089599

107	
  
	
  
Koole, O., Tsui, S., Wabwire-Mangen, F., Kwesigabo, G., Menten, J., Mulenga, M., Auld, A., Agolory, S.,
Mukadi, Y. D., Colebunders, R., Bangsberg, D. R., van Praag, E., Torpey, K., Williams, S., Kaplan, J., Zee, A.,
& Denison, J. 2014. Retention and risk factors for attrition among adults in antiretroviral treatment programmes
in Tanzania, Uganda and Zambia. Tropical Medicine & International Health, 19(12), 1397-1410. doi:
10.1111/tmi.12386
Koole, O., Kalenga, L., Kiumbu, M., Menten, J., Ryder, R. W., Mukumbi, H., & Colebunders, R. 2012.
Retention in a NGO supported antiretroviral program in the Democratic Republic of Congo. PLoS One, 7(7),
e40971. doi: 10.1371/journal.pone.0040971
Kouanda, S., F. Bocoum, , B. Doulougou, B. Bila, M. Maemogo, M. Sanou, M. Sawadogo, B. Sondo, P. Msellati
and A. Desclaux. 2010b. “User Fees and Access to ARV Treatment for Persons Living with HIV/AIDS:
Implementation and Challenges in Burkina Faso, a Limited-resource Country.” AIDS Care 22 (9): 1146-1152.
Kozlowski, P., Grzeszczuk, A., & Flisiak, R. 2014. The justification for the early introduction of antiretroviral
therapy in patients living with HIV. Przeglad Epidemiologiczny, 68(1), 5-9, 101-104.
Kranzer, K., Lawn, S. D., Johnson, L. F., Bekker, L. G., & Wood, R. 2013. Community viral load and CD4 count
distribution among people living with HIV in a South African Township: implications for treatment as
prevention.
Journal
of
Acquired
Immune
Deficiency
Syndromes,
63(4),
498-505.
doi:
10.1097/QAI.0b013e318293ae48
Kranzer, K., Govindasamy, D., Ford, N., Johnston, V., & Lawn, S. D. 2012. Quantifying and addressing losses
along the continuum of care for people living with HIV infection in sub-Saharan Africa: a systematic review.
Journal of the International AIDS Society, 15(2), 17383. doi: 10.7448/IAS.15.2.17383
Kranzer, K., & Ford, N. 2011. Unstructured treatment interruption of antiretroviral therapy in clinical practice: a
systematic review. Tropical Medicine & International Health, 16(10), 1297-1313. doi: 10.1111/j.13653156.2011.02828.x
Kranzer, K., J. Zeinecker, P. Ginsberg, C. Orrell, N. Kalawe, S. Lawn, L.-G. Bekker and R. Wood. 2010.
“Linkage to HIV Care and Antiretroviral Therapy in Cape Town, South Africa.” PLoS ONE 5 (11): e13801.
Kredo, T., Ford, N., Adeniyi, F. B., & Garner, P. 2013. Decentralising HIV treatment in lower- and middleincome
countries.
Cochrane
Database
of
Systematic
Reviews,
6,
CD009987.
doi:
10.1002/14651858.CD009987.pub2
Kunutsor, S., J. Walley, E. Katabira, S. Muchoro, H. Balidawa, E. Namagala and E. Ikoona. 2010. “Using
Mobile Phones to Improve Clinic Attendance amongst an Antiretroviral Treatment Cohort in Rural Uganda: A
Cross-sectional and Prospective Study.” AIDS Behav 14: 1347-1352.
Kwan, C., W. Leelawiwat, P. Intalapaporn, T. Anekthananon, B. Taengsakulrach, P. Peters, J. McNicholl, B.
Park, M. McConnell and P. Weidle. 2012. “Utility of CrAg Screening and Evolution of Asymptomatic
Crytococcal Antigenemia among HIV+ Women Starting ART: Thailand.” Abstract 954. 19th Conference on
Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Labhardt, N. D., Keiser, O., Sello, M., Lejone, T. I., Pfeiffer, K., Davies, M. A., Egger, M., Ehmer, J., Wandeler,
G., SolidarMed, A.R.T.P., & Ie, D.E.A.S.A. 2013. Outcomes of antiretroviral treatment programmes in rural
Lesotho: health centres and hospitals compared. Journal of the International AIDS Society, 16, 18616. doi:
10.7448/IAS.16.1.18616
Lahuerta, M., Wu, Y., Hoffman, S., Elul, B., Kulkarni, S. G., Remien, R. H., Nuwagaba-Biribonwoha, H., ElSadr, W., Nash, D., Multi-level determinants of late, initiation in sub-Saharan Africa & Identifying Optimal
Models of H. I. V. C. in sub-Saharan Africa Collaboration. 2014. Advanced HIV disease at entry into HIV care

108	
  
	
  
and initiation of antiretroviral therapy during 2006-2011: findings from four sub-saharan African countries.
Clinical Infectious Diseases, 58(3), 432-441. doi: 10.1093/cid/cit724
Lahuerta, M., Ue, F., Hoffman, S., Elul, B., Kulkarni, S. G., Wu, Y., Nuwagaba-Biribonwoha, H., Remien, R.
H., El Sadr, W., & Nash, D. 2013. The problem of late ART initiation in Sub-Saharan Africa: a transient aspect
of scale-up or a long-term phenomenon? Journal of Health Care for the Poor and Underserved, 24(1), 359-383.
doi: 10.1353/hpu.2013.0014
Lahuerta, M., Lima, J., Nuwagaba-Biribonwoha, H., Okamura, M., Alvim, M. F., Fernandes, R., Assan, A.,
Hoos, D., Elul, B., El-Sadr, W. M., & Nash, D. 2012. Factors associated with late antiretroviral therapy initiation
among adults in Mozambique. PLoS One, 7(5), e37125. doi: 10.1371/journal.pone.0037125
Lal, V., S. Kant, R. Dewan, S. Rai and A. Biswas. 2010. “A Two-site Hospital-based Study on Factors
Associated with Nonadherence to HAART.” Indian Journal of Public Health 54 (4): 179-183.
Lamb, M. R., El-Sadr, W. M., Geng, E., & Nash, D. 2012. Association of adherence support and outreach
services with total attrition, loss to follow-up, and death among ART patients in sub-Saharan Africa. PLoS One,
7(6), e38443. doi: 10.1371/journal.pone.0038443
Larson, B., A. Brenna, L. McNamara, L. Long, S. Rosen, I. Sanne and M. Fox. 2010. “Lost Opportunities to
Complete CD4+ Lymphocyte Testsing among Patients Who Tested Positive for HIV in South Africa.” Bulletin
of the World Health Organization 88: 675-680.
Lawn, D., A. Harries, X. Anglaret, L. Myer, and R. Wood. 2008. “Early Mortality among Adults Accessing
Antiretroviral Treatment Programmes in Sub-Saharan Africa.” AIDS 22: 1897-1908.
Layer, E. H., Brahmbhatt, H., Beckham, S. W., Ntogwisangu, J., Mwampashi, A., Davis, W. W., Kerrigan, D. L.,
& Kennedy, C. E. 2014. "I pray that they accept me without scolding:" experiences with disengagement and reengagement in HIV care and treatment services in Tanzania. AIDS Patient Care and STDs, 28(9), 483-488. doi:
10.1089/apc.2014.0077
Lazenby, G. B. 2012. Opportunistic infections in women with HIV AIDS. Clinical Obstetetrics Gynecology,
55(4), 927-937. doi: 10.1097/GRF.0b013e3182718e0d
Le, T., Wright, E. J., Smith, D. M., He, W., Catano, G., Okulicz, J. F., Young, J. A., Clark, R. A., Richman, D.
D., Little, S. J., & Ahuja, S. K. 2013. Enhanced CD4+ T-cell recovery with earlier HIV-1 antiretroviral therapy.
The New England Journal of Medicine, 368(3), 218-230. doi: 10.1056/NEJMoa1110187
Le Coeur, S., I. Collins, J. Pannetier and E. Lelievre. 2009. “Gender and Access to HIV Testing and
Antiretroviral Treatment in Thailand: Why Do Women Have More and Earlier Access? Social Science &
Medicine 69: 846-853.
Ledikwe, J. H., Kejelepula, M., Maupo, K., Sebetso, S., Thekiso, M., Smith, M., Mbayi, B., Houghton, N.,
Thankane, K., O'Malley, G., & Semo, B. W. 2013. Evaluation of a well-established task-shifting initiative: the
lay counselor cadre in Botswana. PLoS One, 8(4), e61601. doi: 10.1371/journal.pone.0061601
Lee, H.-C., N.-Y. Ko, N.-Y. Lee, C.-M. Chang, S.-Y. Liu and W.-C. Ko. 2010. “Trends in Sexually Transmitted
Diseases and Risky Behaviors among HIV-infected Patients at an Outpatient Clinic in Southern Taiwan.”
Sexually Transmitted Diseases 37 (2): 86-93.
Legal Assistance Center AIDS Law Unit and University of Wyoming College of Law. 2008. “Struggle to
Survive: A Report on HIV/AIDS and Prisoners’ Rights in Namibia.”

109	
  
	
  
Lessells, R. J., Mutevedzi, P. C., Iwuji, C. C., & Newell, M. L. 2014. Reduction in early mortality on
antiretroviral therapy for adults in rural South Africa since change in CD4+ cell count eligibility criteria. Journal
of Acquired Immune Deficiency Syndromes, 65(1), e17-24. doi: 10.1097/QAI.0b013e31829ceb14
Lessells, R., P. Mutevedzi, G. Cooke and M.-L. Newell. 2011. “Retention in Care for Individuals Not Yet
Eligible for Antiretroviral Therapy: Rural KwaZulu-Natal, South Africa.” Journal of Acquired Immune
Deficiency Syndromes 56 (3): e 79-86.
Lester, R., P. Ritvo, E. Mills, A. Karari, S. Karanja,M. Chung, W. Jack, J. Habyarimana, M. Sadatsafvi, M.
Najafzadeh, C. Marra, B. Estambele, E. Ngugi, T. Ball, L Thabane, L. Gelmon, J. Kimani, M. Ackers and F.
Plummer. 2010. “Effects of a Mobile Phone Short Message Service on Antiretroviral Treatment Adherence in
Kenya (WelTel Kenya1): A Randomized Trial.” Lancet 376: 1838-1845.
Lewden, C., Gabillard, D., Minga, A., Ekouevi, D. K., Avit, D., Konate, I., Amani-Bosse, C., Messou, E., Coffie,
P., Ouedraogo, A., Laurent, C., Anglaret, X., & Group, A. M. S. 2012. CD4-specific mortality rates among HIVinfected adults with high CD4 counts and no antiretroviral treatment in West Africa. Journal of Acquired
Immune Deficiency Syndromes, 59(2), 213-219. doi: 10.1097/QAI.0b013e31823b837e
Lewin, S. R. 2014. Finding a cure for HIV: much work to do. Annals of Internal Medicine, 161(5), 368-369. doi:
10.7326/M14-1573
Li, L., Ji, G., Ding, Y., Tian, J., & Lee, A. 2012. Perceived burden in adherence of antiretroviral treatment in
rural China. AIDS Care, 24(4), 502-508. doi: 10.1080/09540121.2011.613912
Liamputtong, P., Haritavorn, N., & Kiatying-Angsulee, N. 2012. Living positively: the experiences of Thai
women living with HIV/AIDS in central Thailand. Qualitative Health Research, 22(4), 441-451. doi:
10.1177/1049732311421680
Lima, V., D. Bangsberg, R. Harrigan, S. Deeks, B. Yip, R. Hogg and J. Montaner. 2010. “Risk of Viral Failure
Declines with Duration of Suppression on HAART Irrespective of Adherence Level.” Journal of Acquired
Immune Deficiency Syndromes 55 (4): 460-465.
London, L., P. Orner and L. Myer. 2008. “’Even if You’re Positive, You Still Have Rights Because You Are a
Person’: Human Rights and the Reproductive Choice of HIV-positive Persons.” Developing World Bioethics 8
(1): 11-22.
Longinetti, E., Santacatterina, M., & El-Khatib, Z. 2014. Gender perspective of risk factors associated with
disclosure of HIV status, a cross-sectional study in Soweto, South Africa. PLoS One, 9(4), e95440. doi:
10.1371/journal.pone.0095440
Losina, E., I. Bassett, J. Giddy, S. Chetyy, S. Regan, R. Walensky, D. ross, C. Scott, L. Uhler, J. Katz, H. Holst
and K. Freedberg. 2010. “The ‘ART’ of Linkage: Pre-Treatment Loss to Care after HIV Diagnosis at Two
PEPFAR Sites in Durban, South Africa.” PLoS ONE 5 (3): e9538.
Loubiere, S., P. Peretti-Watel, S. Boyer, J. Blanche, S. Abega and B. Spire. 2009. “HIV Disclosure and Unsafe
Sex among HIV-infected Women in Cameroon: Results from the ANRS-EVAL Study.” Social Science &
Medicine 69: 885-891.
Loutfy, M. R., Wu, W., Letchumanan, M., Bondy, L., Antoniou, T., Margolese, S., Zhang, Y. M., Rueda, S.,
McGee, F., Peck, R., Binder, L., Allard, P., Rourke, S. B., & Rochon, P. A. 2013. Systematic Review of HIV
Transmission between Heterosexual Serodiscordant Couples where the HIV-Positive Partner Is Fully Suppressed
on Antiretroviral Therapy. PLoS One, 8(2). doi: 10.1371/journal.pone.0055747
Low, A. J., Konate, I., Nagot, N., Weiss, H. A., Kania, D., Vickerman, P., Segondy, M., Mabey, D., Pillay, D.,
Meda, N., van de Perre, P., Mayaud, P., & Yerelon Study, G. 2014. Cervicovaginal HIV-1 shedding in women

110	
  
	
  
taking antiretroviral therapy in Burkina Faso: a longitudinal study. Journal of Acquired Immune Deficiency
Syndromes, 65(2), 237-245. doi: 10.1097/QAI.0000000000000049
Luca, A., M. Prosperi and L. Bracciale. 2010. “Resistance considerations in sequencing of antiretroviral therapy
in low-middle income countries with currently available options.” Current Opinion in HIV and AIDS 5:27-37.
Lundgren, J. D., Babiker, A. G., Gordin, F. M., Borges, A. H., & Neaton, J. D. 2013. When to start antiretroviral
therapy: the need for an evidence base during early HIV infection. BMC Medicine, 11, 148. doi: 10.1186/17417015-11-148
Luque-Fernandez, M. A., Van Cutsem, G., Goemaere, E., Hilderbrand, K., Schomaker, M., Mantangana, N.,
Mathee, S., Dubula, V., Ford, N., Hernan, M. A., & Boulle, A. 2013. Effectiveness of patient adherence groups
as a model of care for stable patients on antiretroviral therapy in Khayelitsha, Cape Town, South Africa. PLoS
One, 8(2), e56088. doi: 10.1371/journal.pone.0056088
Lynch, S., Ford, N., van Cutsem, G., Bygrave, H., Janssens, B., Decroo, T., Andrieux-Meyer, I., Roberts, T.,
Balkan, S., Casas, E., Ferreyra, C., Bemelmans, M., Cohn, J., Kahn, P., & Goemaere, E. 2012. Public health.
Getting HIV treatment to the most people. Science, 337(6092), 298-300. doi: 10.1126/science.1225702
MacGregor, H. and E. Mills. 2011. “Framing Rights and Responsibilities: Accounts of Women with a History of
Activism.” BMC International Health 11 (Supplement 3): S7.
Machera, M. 2009. “A Case Study: Linkages between Violence against Women and HIV/AIDS among WOFAK
Beneficiaries.” Nairobi, Kenya. Women Fighting AIDS in Kenya and ActionAID International Kenya.
MacPherson, P., Lalloo, D. G., Choko, A. T., Mann, G. H., Squire, S. B., Mwale, D., Manda, E., Makombe, S.
D., Desmond, N., Heyderman, R., & Corbett, E. L. 2012a. Suboptimal patterns of provider initiated HIV testing
and counselling, antiretroviral therapy eligibility assessment and referral in primary health clinic attendees in
Blantyre, Malawi. Tropical Medicine & International Health, 17(4), 507-517. doi: 10.1111/j.13653156.2011.02946.x
MacPherson, P., Corbett, E. L., Makombe, S. D., van Oosterhout, J. J., Manda, E., Choko, A. T., Thindwa, D.,
Squire, S. B., Mann, G. H., & Lalloo, D. G. 2012b. Determinants and consequences of failure of linkage to
antiretroviral therapy at primary care level in Blantyre, Malawi: a prospective cohort study. PLoS One, 7(9),
e44794. doi: 10.1371/journal.pone.0044794
Madiba, S., & Canti-Sigaqa, V. 2012. Barriers to participate in support groups for people living with HIV: a
qualitative study with men receiving antiretroviral treatment in a HIV clinic in Mthatha, South Africa. Global
Journal of Health Science, 4(6), 119-128. doi: 10.5539/gjhs.v4n6p119
Magnano San Lio, M., S. Mancinelli, L. Palombi, E. Buonomo, A. Doros Altan, P. German, N. Magid and M.
Marazzi. 2009. “The DREAM Model’s Effectiveness in Health Promotion of AIDS Patients in Africa.” Health
Promotion International 24 (1): 6-15.
Mahy, M., Autenrieth, C. S., Stanecki, K., & Wynd, S. 2014. Increasing trends in HIV prevalence among people
aged 50 years and older: evidence from estimates and survey data. AIDS, 28 Suppl 4, S453-459. doi:
10.1097/QAD.0000000000000479
Mahy, M., J. Stover, K. Stanecki, r. Stoneburner and J. Tassie. 2010b. “Estimating the Impact of Antiretroviral
Therapy: Regional and Global Estimates of Life-Years Gained Among Adults.” Sexually Transmitted Infections
86: ii67-ii71.
Makwiza, I., L. Nyirenda, G. Bongololo, T. Banda, R. Chimzizi and S. Theobald. 2009. “Who Has Access to
Counseling and Testing and Anti-retroviral Therapy in Malawi – An Equity Analysis.” International Journal for
Equity in Health 8: 13.

111	
  
	
  
Mallon, P. W. 2014. Aging with HIV: osteoporosis and fractures. Current Opinion in HIV and AIDS, 9(4), 428435. doi: 10.1097/coh.0000000000000080
Malta, M., M. Magnanini, S. Strathdee and F. Bastos. 2010. “Adherence to Antiretroviral Therapy among HIVinfected Drug Users: A Meta-analysis.” AIDS & Behavior 14: 731-747.
Maman, D., Pujades-Rodriguez, M., Nicholas, S., McGuire, M., Szumilin, E., Ecochard, R., & Etard, J. F. 2012a.
Response to antiretroviral therapy: improved survival associated with CD4 above 500 cells/mul. AIDS, 26(11),
1393-1398. doi: 10.1097/QAD.0b013e328352d054
Maman, D., Pujades-Rodriguez, M., Subtil, F., Pinoges, L., McGuire, M., Ecochard, R., & Etard, J. F. 2012b.
Gender differences in immune reconstitution: a multicentric cohort analysis in sub-Saharan Africa. PLoS One,
7(2), e31078. doi: 10.1371/journal.pone.0031078
Maman, S., J. Mbwambo, N. Hogan, G. Kilonzo and M. Sweat. 2001a. “Women’s Barriers to HIV-1 Testing and
Disclosure: Challenges for HIV-1 Voluntary Counseling and Testing.” AIDS Care 13(5): 595-603.
Mao, N.-L., H-F. Pan, M.-M. Lu, S.-Y. Dai. G.-M. Chen, M. Tian, Z.-J. Huang and D.-Q. Ye. 2010. “AIDS
Awareness and Condom Use among Patients in a High-HIV-prevalence Area in Rural Northern Anhi, China.”
Journal of Investigative Medicine 58 (6): 801-803.
Marcellin, F., C. Abe, S. Loubiere, S. Boyer, J. Blanche, S. Koulla-Shiro, P. Ongolo-Zogo, J.-P. Moatti, B. Spire,
M. Carrieri and the EVAL Study Group. 2009. “Delayed First Consultation after Diagnosis of HIV Infection in
Cameroon.” AIDS 23: 1015-1019.
Margolis, D. M. 2014. Persistent HIV infection in newborns: how soon is soon enough? AIDS, 28(7), 1069-1070.
doi: 10.1097/QAD.0000000000000179
Marra, C., E. Ho, L. Tantalo, S. Sahi, S. Dunaway, T. Jones and S. Lukehart. 2012. “ARV Use Decreases
Neurosyphilis Risk and Improves Response to Neurosyphilis Therapy.” Poster Abstract 486. 19th Conference on
Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Marston, M., Michael, D., Wringe, A., Isingo, R., Clark, B. D., Jonas, A., Mngara, J., Kalongoji, S., Mbaga, J.,
Changalucha, J., Todd, J., Zaba, B., & Urassa, M. 2012. The impact of antiretroviral therapy on adult mortality in
rural Tanzania. Tropical Medicine & International Health, 17(8), e58-65. doi: 10.1111/j.13653156.2011.02924.x
Maskew, M., Brennan, A. T., Westreich, D., McNamara, L., MacPhail, A. P., & Fox, M. P. 2013. Gender
differences in mortality and CD4 count response among virally suppressed HIV-positive patients. Journal of
Women’s Health - Mary Ann Liebert, Inc., 22(2), 113-120. doi: 10.1089/jwh.2012.3585
Mastro, T., M. Cohen and H. Rees. 2011. “Antiretrovirals for Safer Conception for HIV-negative Women and
their HIV-infected Male Partners: How Safe and How Available?” AIDS 25: 2049-2051.
Matthews, L., T. Crankshaw, J. Giddy, A. Kaida, J. Smit, N. Ware and D. Bangsberg. 2011. “Reproductive
Decision-making and Periconception Practices among HIV-positive Men and Women Attending HIV Services in
Durban, South Africa.” AIDS & Behaviour (epublished ahead of print).
Matthews, L., J. Baeten, C. Celum and D. Bangsberg. 2010. “Periconception Pre-exposoure Prophylaxis to
Prevent HIV Transmission: Benefits, Risks and Challenges to Implementation.” AIDS 24: 1975-1982.
Mavedzenge, S., B. Van Der Pol, H. Cheng, E. Montgomery, K. Blanchard, G. de Bruyn, G. Ramjee and A. van
der Straten. 2010. “Epidemiological Synergy of Trichomonas Vaginalis and HIV in Zimbabwean and South
African Women.” Sexually Transmitted Diseases 37: 460-466.

112	
  
	
  
Mbonye, M., Nakamanya, S., Birungi, J., King, R., Seeley, J., & Jaffar, S. 2013. Stigma trajectories among
people living with HIV (PLHIV) embarking on a life time journey with antiretroviral drugs in Jinja, Uganda.
BMC Public Health, 13, 804. doi: 10.1186/1471-2458-13-804
Mbuagbaw, L., Thabane, L., Ongolo-Zogo, P., Lester, R. T., Mills, E. J., Smieja, M., Dolovich, L., &
Kouanfack, C. 2012. The Cameroon Mobile Phone SMS (CAMPS) trial: a randomized trial of text messaging
versus usual care for adherence to antiretroviral therapy. PLoS One, 7(12), e46909. doi:
10.1371/journal.pone.0046909
Mburu, G., Hodgson, I., Teltschik, A., Ram, M., Haamujompa, C., Bajpai, D., & Mutali, B. 2013. Rights-based
services for adolescents living with HIV: adolescent self-efficacy and implications for health systems in Zambia.
Reprod Health Matters, 21(41), 176-185. doi: 10.1016/S0968-8080(13)41701-9
McClellan, K., R. Patel, G. Kadzirange, T. Chipato and D. Katzenstein. 2010. “Fertility Desires and Condom
Use among HIV-positive Women at an Antiretroviral Roll-out Program in Zimbabwe.” African Journal of
Reproductive Health 14 (2): 27.
McGrath, J. W., Kaawa-Mafigiri, D., Bridges, S., & Kakande, N. 2012. 'Slipping through the cracks': policy
implications of delays in HIV treatment seeking. Global Public Health, 7(10), 1095-1108. doi:
10.1080/17441692.2012.701318
McGrath, N., Richter, L., & Newell, M. L. 2013. Sexual risk after HIV diagnosis: a comparison of pre-ART
individuals with CD4>500 cells/microl and ART-eligible individuals in a HIV treatment and care programme in
rural KwaZulu-Natal, South Africa. Journal of the International AIDS Society, 16, 18048. doi:
10.7448/IAS.16.1.18048
McGrath, N., J. Gylnn, J. Saul, K. Kranzer, A. Jahn, F. Mwaungulu, M. Ngwira, H. Mvula, F. Munthali, V.
Mwinuka, L. Mwaungulu, P. Fine and A. Crampin. 2010. “What Happens to ART-eligible Patients Who Do Not
Start ART? Dropout between Screening and ART Initiation: A Cohort Study in Karonga, Malawi.” BMC Public
Health 10: 601.
McGuire, M., Pinoges, L., Kanapathipillai, R., Munyenyembe, T., Huckabee, M., Makombe, S., Szumilin, E.,
Heinzelmann, A., & Pujades-Rodriguez, M. 2012. Treatment initiation, program attrition and patient treatment
outcomes associated with scale-up and decentralization of HIV care in rural Malawi. PLoS One, 7(10), e38044.
doi: 10.1371/journal.pone.0038044
McNairy, M. L., & El-Sadr, W. M. 2014. Antiretroviral therapy for the prevention of HIV transmission: what
will it take? Clinical Infectious Diseases, 58(7), 1003-1011. doi: 10.1093/cid/ciu018
McNairy, M. L., Howard, A. A., & El-Sadr, W. M. 2013a. Antiretroviral therapy for prevention of HIV and
tuberculosis: a promising intervention but not a panacea. Journal of Acquired Immune Deficiency Syndromes, 63
Suppl 2, S200-207. doi: 10.1097/QAI.0b013e3182986fc6
McNairy, M. L., Cohen, M., & El-Sadr, W. M. 2013b. Antiretroviral therapy for prevention is a combination
strategy. Current HIV/AIDS Reports, 10(2), 152-158. doi: 10.1007/s11904-013-0152-1
McNairy, M. L., & El-Sadr, W. M. 2012. The HIV care continuum: no partial credit given. AIDS, 26(14), 17351738. doi: 10.1097/QAD.0b013e328355d67b
Medecins sans Frontières. 2010. “The Ten Consequences of AIDS Treatment Delayed, Deferred or Denied.”
Geneva, Switzerland. www.msfaccess.org

113	
  
	
  
Medecins sans Frontières, South African Medical Unit (MSF). 2013. Community ART Group Toolkit: How to
implement the CAG model. Bringing treatment closer to home and empowering patients. Cape Town, South
Africa: MSF SAMU. www.samumsf.org.
Menzies, N., A. Berruti, R. Rezon, S. Filler, R. Ferris, T. Ellerbrock and J. Blandford. 2011. “The Cost of
Providing Comprehensive HIV Treatment in PEPFAR-supported Programs.” AIDS 25: 1-8.
Meya, D.B., Y.C. Manabe, B. Castelnuovo, B.A. Cook, A.M. Elbireer, A. Kambugu, M.R. Kamya, P.R.
Bohjanen and D.R. Boulware. 2010. “Serum Cryptococcal Antigen (CRAG) Screening is a Cost-Effective
Method to Prevent Death in HIV- infected persons with CD4 ≤100/µL starting HIV therapy in Resource-Limited
Settings.” Clinical Infectious Diseases 51(4):448-455.
Mfecane, S. 2012. Narratives of HIV disclosure and masculinity in a South African village. Culture, Health and
Sexuality, 14 Suppl 1, S109-121. doi: 10.1080/13691058.2011.647081
Miiro, G., S. Nakubulwa, C. Watera, P. Munderi, S. Floyd and H. Grosskurth. 2010. “Evaluation of Affordable
Screening Markers to Detect CD4+ T-cell Counts below 200 Cells/ul among HIV-1-infected Ugandan Adults.”
Tropical Medicine and International Health 15 (4): 396-404.
Miller, W., N. Rosenberg, S. Rutstein and K. Powers. 2010. “The Role of Acute and Early HIV Infection in the
Sexual Transmission of HIV?” Current Opinion in HIV and AIDS 5 (4): 277-282.
Mills, E. J., Nachega, J. B., & Ford, N. 2013. Can we stop AIDS with antiretroviral-based treatment as
prevention? Global Health: Science and Practice, 1(1), 29-34. doi: 10.9745/GHSP-D-12-00053
Mills, E. J., Barnighausen, T., & Negin, J. 2012a. HIV and aging--preparing for the challenges ahead. The New
England Journal of Medicine, 366(14), 1270-1273. doi: 10.1056/NEJMp1113643
Mills, E. J., Lester, R., & Ford, N. 2012b. Promoting long term adherence to antiretroviral treatment. BMJ, 344,
e4173. doi: 10.1136/bmj.e4173
Mills, F. P., Ford, N., Nachega, J. B., Bansback, N., Nosyk, B., Yaya, S., & Mills, E. J. 2012c. Earlier
initialization of highly active antiretroviral therapy is associated with long-term survival and is cost-effective:
findings from a deterministic model of a 10-year Ugandan cohort. Journal of Acquired Immune Deficiency
Syndromes, 61(3), 364-369. doi: 10.1097/QAI.0b013e318265df06
Mills, E. J., Lester, R., & Ford, N. 2012d. Adherence to antiretroviral therapy: supervision or support? Lancet
Infectious Diseases, 12(2), 97-98. doi: 10.1016/S1473-3099(11)70354-1
Mills, E.J, C. Bakanda, J. Birungi, K. Chan, N. Ford, C. Cooper , J. Nachega, M. Dybul and R.S. Hogg. 2011b.
“Life Expectancy of Persons Receiving Combination Antiretroviral Therapy in Low-income Countries: A Cohort
Analysis from Uganda.” Annals of Internal Medicine 155(4): 209-216.
Mills, E.J, C. Bakanda, J. Birungi, K. Chan, R.S. Hogg, N. Ford, J. Nachega and C. Cooper. 2011c. “Male
Gender Predicts Mortality in a Large Cohort of Patients Receiving Antiretroviral Therapy in Uganda.” Journal of
International AIDS Society 14 (52).
Mills, E., J. Nachega, I. Buchan, J. Orbinski, A. Attaran, S. Singh, B. Rachlis, P. Wu, C. Cooper, L. Thabane, K.
Wilson, G. Guyatt and D. Bangsberg. 2006. “Adherence to Antiretroviral Therapy in Sub-Saharan Africa and
North America: A Meta-analysis.” JAMA 296 (6): 679-690.
Mimiaga, M., S. Safren, S. Dvoryak, S. Reisner, R. Needle and G. Woody. 2010. “We fear the police, and the
police fear us”: Structural and Individual Barriers and Facilitators to HIV Medication Adherence among
Injection Drug Users in Kiev, Ukraine.” AIDS Care 22: 1305-1313.

114	
  
	
  
Mkandawire-Valhmu, L. and P. Stephens. 2010. “The Critical Value of Focus Group Discussions with Women
Living with HIV in Malawi.” Qualitative Health Research 20(5): 684-695.
Mlisana, K., Sobieszczyk, M., Werner, L., Feinstein, A., van Loggerenberg, F., Naicker, N., Williamson, C., &
Garrett, N. 2013. Challenges of diagnosing acute HIV-1 subtype C infection in African women: performance of a
clinical algorithm and the need for point-of-care nucleic-acid based testing. PLoS One, 8(4), e62928. doi:
10.1371/journal.pone.0062928
Moatti, J. P., Prudhomme, J., Traore, D. C., Juillet-Amari, A., Akribi, H. A., Msellati, P., & Cote d'Ivoire, H. I.
V. D. A. I. S.-B. E. G. 2003. Access to antiretroviral treatment and sexual behaviours of HIV-infected patients
aware of their serostatus in Cote d'Ivoire. AIDS, 17 Suppl 3, S69-77.
Modjarrad, K. and S. Vermund. 2010. “Effect of Treating Co-infections on HIV-1 Viral Load: A Systematic
Review.” Lancet Infectious Diseases 10: 455–63.
Moon, S.-J., U. Gurkan, J. Blander, W. Fawzi, S. Aboud, F. Mugusi, D. Kuritzkes and U. Demirci. 2011.
“Enumeration of CD4+ T-Cells Using a Portable Microchip Count Platform in Tanzanian HIV-infected
Patients.” PLoS One 6 (7): e21409.
Morrison, C., P. Chen, I. Nankya, A. Rinaldi, B. Van Der Pol, Y. Ma, T. Chipato, R. Mugerwa, M. Dunbar, E.
Arts and R. Salata. 2011. “Hormonal Contraceptive Use and HIV Disease Progression among Women in Uganda
and Zimbabwe.” Journal of Acquired Immune Deficiency Syndromes 57 (2): 157-164.
Mosha, F., Muchunguzi, V., Matee, M., Sangeda, R. Z., Vercauteren, J., Nsubuga, P., Lyamuya, E., &
Vandamme, A. M. 2013. Gender differences in HIV disease progression and treatment outcomes among HIV
patients one year after starting antiretroviral treatment (ART) in Dar es Salaam, Tanzania. BMC Public Health,
13, 38. doi: 10.1186/1471-2458-13-38
Mountain, E., Mishra, S., Vickerman, P., Pickles, M., Gilks, C., & Boily, M. C. 2014. Antiretroviral therapy
uptake, attrition, adherence and outcomes among HIV-infected female sex workers: a systematic review and
meta-analysis. PLoS One, 9(9), e105645. doi: 10.1371/journal.pone.0105645
Mtapuri-Zinyowera, S., M. Chideme, D. Mangwanya. O. Wugurungi, S. Gudukeya, K. Hatzold, A. Mangwiro,
G. Bahttacharya, J. Lehe and T. Peter. 2010. “Evaluation of PIMA Point-of-Care CD4 Analyzer in VCT Cliinics
in Zimbabwe.” J Acquir Immune Defic Syndr 55: 1-7.
Mugglin, C., K. Althoff, K. Wools-Kaloustian, J. Sterne, D. nash, F. Dabis, C. Williams, C. McGowan, D.
Cooper, M. Egger and IeDEA and ART-CC Collaboration. 2012a. “Immunodeficiency at the Start of ART:
Global View.” Oral Abstract 100. 19th Conference on Retroviruses and Opportunistic Infections. Seattle,
Washington. March 5-8.
Mugglin, C., Estill, J., Wandeler, G., Bender, N., Egger, M., Gsponer, T., Keiser, O., & D. E. A. Southern Africa.
2012b. Loss to programme between HIV diagnosis and initiation of antiretroviral therapy in sub-Saharan Africa:
systematic review and meta-analysis. Tropical Medicine & International Health, 17(12), 1509-1520. doi:
10.1111/j.1365-3156.2012.03089.x
Mujugira, A., J. Baeten, D. Donnell, C. cohen, E.Katabira, E. Tumweigye, J. Wangisi, J. Brantley and C. Celum.
2012. “Barriers to ART Initiation among HIV-1 Individuals: East Africa.” Poster Abstract # 649. 19th Conference
on Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Mukolo, A., Villegas, R., Aliyu, M., & Wallston, K. A. 2013. Predictors of late presentation for HIV diagnosis: a
literature review and suggested way forward. AIDS and Behavior, 17(1), 5-30. doi: 10.1007/s10461-011-0097-6
Mulissa, Z., D. Jerene and B. Lindtjorn. 2010. “Patients Present Earlier and Survival Has Improved, but Pre-ART
Attrition Is High in a Six-year HIV Cohort Data from Ethiopia.” PLoS ONE 5: e13268.

115	
  
	
  
Munoz, M., K. Finnegan, J. Zeladita, A. Caldas, E. Sanchez, M. Callacna, C. Rojas, J. Arevalo, J. Sebastian, C.
Bonilla, J. Bayona and S. Shin. 2010b. “Community-based DOT-HAART Accompaniment in an Urban
Resource-Poor Setting.” AIDS Behav 14: 721-730.
Murillo, W., I. de Rivera, L. Parham, E. Jovel, E. Palou, A. Karisson and J. Albert. 2010. “Prevalence of Drug
Resistance and Importance of Viral Load Measurements in Honduran HIV-infected Patients Failing
Antiretroviral Treatment.” HIV Medicine 11: 95-103.
Murray, L., K. Semrau, E. McCurley, D. Thea, N. Scott, M. Mwiya, C. Kankasa, J. Bass and P. Bolton. 2009.
“Barriers to Acceptance and Adherence of Antiretroviral Therapy in Urban Zambian Women: A Qualitative
Study.” AIDS Care 21 (1): 78-86.
Muronya, W., Sanga, E., Talama, G., Kumwenda, J. J., & van Oosterhout, J. J. 2011. Cardiovascular risk factors
in adult Malawians on long-term antiretroviral therapy. Trans R Soc Trop Med Hyg, 105(11), 644-649. doi:
10.1016/j.trstmh.2011.07.016
Musheke, M., Bond, V., & Merten, S. 2013a. Deterrents to HIV-patient initiation of antiretroviral therapy in
urban Lusaka, Zambia: a qualitative study. AIDS Patient Care and STDs, 27(4), 231-241. doi:
10.1089/apc.2012.0341
Musheke, M., Bond, V., & Merten, S. 2013b. Self-care practices and experiences of people living with HIV not
receiving antiretroviral therapy in an urban community of Lusaka, Zambia: implications for HIV treatment
programmes. AIDS Research and Therapy, 10(1), 12. doi: 10.1186/1742-6405-10-12
Musheke, M., Bond, V., & Merten, S. 2012. Individual and contextual factors influencing patient attrition from
antiretroviral therapy care in an urban community of Lusaka, Zambia. Journal of the International AIDS Society,
15 Suppl 1, 1-9. doi: 10.7448/IAS.15.3.17366
Musiime, S., Muhairwe, F., Rutagengwa, A., Mutimura, E., Anastos, K., Hoover, D. R., Qiuhu, S., Munyazesa,
E., Emile, I., Uwineza, A., & Cowan, E. 2011. Adherence to highly active antiretroviral treatment in HIVinfected Rwandan women. PLoS One, 6(11), e27832. doi: 10.1371/journal.pone.0027832
Musoko, J., W. Akam, P. Weidle, J. Brooks, A. Aweh, T. Kinge, S. Pals and P. Raghunathan. 2011. “Retention
in an Antiretroviral Therapy Programme during and Era of Decreasing Drug Cost in Limbe, Cameroon.” Journal
of the International AIDS Society 14 (32).
Mwagomba, B., R. Zachariah, M. Massaquoi, D. Misindi, M. Manzi, B. Mandere, M. Bembelmans, M. Phillips,
K. Kamoto, E. Schouten and A. Harries. 2010. “Mortality Reduction Associated with HIV/AIDS Care and
Antiretroviral Treatment in Rural Malawi: Evidence from Registers, Coffin Sales and Funerals.” PLoS ONE 5
(5): e10452.
Mwai, G. W., Mburu, G., Torpey, K., Frost, P., Ford, N., & Seeley, J. 2013. Role and outcomes of community
health workers in HIV care in sub-Saharan Africa: a systematic review. Journal of the International AIDS
Society, 16, 18586. doi: 10.7448/IAS.16.1.18586
Myer, L., R. Carter, M. Katyai, P. Toro, W. El-Sadr and E. Abrams. 2010. “Impact of Antiretroviral Therapy on
Incidence of Pregnancy among HIV-infected Women in Sub-Saharan Africa: A Cohort Study.” PLoS Medicine 7
(2): e1000229. www.plosmedicine.org
Nachega, J. B., Parienti, J. J., Uthman, O. A., Gross, R., Dowdy, D. W., Sax, P. E., Gallant, J. E., Mugavero, M.
J., Mills, E. J., & Giordano, T. P. 2014. Lower pill burden and once-daily antiretroviral treatment regimens for
HIV infection: A meta-analysis of randomized controlled trials. Clinical Infectious Diseases, 58(9), 1297-1307.
doi: 10.1093/cid/ciu046

116	
  
	
  
Nachega, J. B., Morroni, C., Zuniga, J. M., Sherer, R., Beyrer, C., Solomon, S., Schechter, M., & Rockstroh, J.
2012. HIV-related stigma, isolation, discrimination, and serostatus disclosure: a global survey of 2035 HIVinfected adults. Journal of the International Association of Physicians in AIDS Care, 11(3), 172-178. doi:
10.1177/1545109712436723
Nachega, J. B., R. Liesegang, D. Bishai, H. Nguyen, M. Hislop, S. Cleary, L. Regensberg and G. Maartens.
2010a. “Association of Antiretroviral Therapy Adherence and Health Care Costs.” Annals of Internal Medicine
152 (1): 18-25.
Nachega, J. B., R. Chaisson, R. Goliath, A. Efron, M. Chaudhary, M. Ram, C. Morroni, H. Schoeman, A.
Knowlton and G. Maartens. 2010b. “Randomized Controlled Trial of Trained Patient-nominated Treatment
Supporters Providing Partial Directly Observed Antiretroviral Therapy.” AIDS 24 (9): 1273-1280.
Nachega, J. B., E. Mills and M. Schechter. 2010c. “Antiretroviral Therapy Adherence and Retention in Care in
Middle-income and Low-income Countries: Current Status of Knowledge and Research Priorities.” Current
Opinion in HIV and AIDS 5: 70-77.
Nachega, J. B., M. Hislop, H. Nguyen, D. Dowdy, R. Chaisson, L. Regensberg, M. Cotton and G. Maartens.
2009. “ Antiretroviral Therapy Adherence, Virologic and Immunologic Outcomes in Adolescents Compared
With Adults in Southern Africa.” Journal of Acquired Immune Deficiency Syndrome 51: 65-71.
Nakagawa, F., May, M., & Phillips, A. 2013. Life expectancy living with HIV: recent estimates and future
implications. Current Opinion in Infectious Diseases, 26(1), 17-25. doi: 10.1097/QCO.0b013e32835ba6b1
Nakigozi, G., F. Maukumbi, S. Reynolds, R. Aliwango, J. Kagaayi, F. Nalugoda, A. Ssettuba, J. Sekasanvu, J.
Musuuza, D. Serwada, R. Gray and M. Wawer. 2011. “Non-enrollment for Free Community HIV Care: Findings
from a Population-based Study in Rakai, Uganda.” AIDS Care 23 (6): 764-770.
Nam, N., I. Bygbjerg, H. Mogensen and V. Rasch. 2011. “Antiretroviral Therapy: Unmet Need and Associated
Socio-demographic Characteristics among HIV-positive Women in Haiphong, Vietnam.” AIDS Care 23 (1): 1-9.
Nam, N., I. Bygbjerg, H. Mogensen and V. Rasch. 2010. “Factors Associated with the Failure to Seek HIV Care
and Treatment among HIV-positive Women in a Northern Province in Vietnam.” AIDS Patient Care and STDs
24: 325-332.
Namusobya, J., Semitala, F. C., Amanyire, G., Kabami, J., Chamie, G., Bogere, J., Jain, V., Clark, T. D.,
Charlebois, E., Havlir, D. V., Kamya, M., & Geng, E. H. 2013. High retention in care among HIV-infected
patients entering care with CD4 levels >350 cells/muL under routine program conditions in Uganda. Clinical
Infectious Diseases, 57(9), 1343-1350. doi: 10.1093/cid/cit490
Nash, D., Y. Wu, B. Elul, D. Hoss and W. El Sadr for the International Center for AIDS Care and Treatment
Programs (ICAP). 2011. “Program-Level and Contextual-Level Determinants of Low Median CD4+ Cell Count
in Cohorts of Persons Initiating ART in 8 Sub-Saharan African Countries.” AIDS 25 (12): 1523-1533.
National Institute of Drug Abuse (NIDA) and International AIDS Society (IAS). 2010. Meeting Report:
Prevention and Treatment of HIV/AIDS among Drug Using Populations: A Global Perspective, January 11-12,
Washington, DC: IAS and NIDA. http://nidahivaids.seiservices.com/globalEng.pdf
National Institutes of Health (NIH). 2015, May 27. Starting antiretroviral treatment early improves outcomes for
HIV-infected individuals. Press Release.
National Institutes of Health. July 20, 2015. Press release, “HIV control through treatment durably prevents
heterosexual transmission of virus.”

117	
  
	
  
Naughton, J., H. Hughes, L. Wilkinson and T. Boyles. 2011. “HIV Counselling and Testing in South African
Schools.” Lancet 377: 1748.
Ndawinz, J. D., Chaix, B., Koulla-Shiro, S., Delaporte, E., Okouda, B., Abanda, A., Tchomthe, S., Mboui, E.,
Costagliola, D., & Supervie, V. 2013. Factors associated with late antiretroviral therapy initiation in Cameroon: a
representative multilevel analysis. Journal of Antimicrobial Chemotherapy, 68(6), 1388-1399. doi:
10.1093/jac/dkt011
Negin, J., Barnighausen, T., Lundgren, J. D., & Mills, E. J. 2012. Aging with HIV in Africa: the challenges of
living longer. AIDS, 26 Suppl 1, S1-5. doi: 10.1097/QAD.0b013e3283560f54
Nelson, L. J., Beusenberg, M., Habiyambere, V., Shaffer, N., Vitoria, M. A., Montero, R. G., Easterbrook, P. J.,
& Doherty, M. C. 2014. Adoption of national recommendations related to use of antiretroviral therapy before and
shortly following the launch of the 2013 WHO consolidated guidelines. AIDS, 28 Suppl 2, S217-224. doi:
10.1097/QAD.0000000000000239
Newman, J., Iriondo-Perez, J., Hemingway-Foday, J., Freeman, A., Akam, W., Balimba, A., Kalenga, L., Mbaya,
M., Mfangam Molu, B., Mukumbi, H., Niyongabo, T., Atibu, J., Azinyue, I., & Kiumbu, M. 2012. Older Adults
Accessing HIV Care and Treatment and Adherence in the IeDEA Central Africa Cohort. AIDS Research and
Treatment, 2012, 725713. doi: 10.1155/2012/725713
Nglazi, M., S. Lawn, R. Kaplan, K. Kranzer, C. Orrell, R. Wood and L.-G. Bekker. 2011. “Changes in
Programmatic Outcomes during 7 Years of Scale-up at a Community-based Antiretroviral Treatment Services in
South Africa.” Journal of Acquired Immune Deficiency Syndromes 56 (1): e1-e8.
Nguyen, N. T., Rasch, V., Bygbjerg, I. C., & Mogensen, H. O. 2013. Vietnamese women's struggle to access
antiretroviral drugs in a context of free treatment. Health Care for Women International, 34(3-4), 209-226. doi:
10.1080/07399332.2012.755979
Nguyen, N. T., Rasch, V., Bygbjerg, I. C., & Mogensen, H. O. 2012. Pursuing treatment and moral worth: HIVinfected women in a northern province of Vietnam living with antiretroviral therapy. Journal of the Association
of Nurses in AIDS Care, 23(4), 339-349. doi: 10.1016/j.jana.2011.06.006
Nichols, B. E., Sigaloff, K. C., Kityo, C., Mandaliya, K., Hamers, R. L., Bertagnolio, S., Jordan, M. R., Boucher,
C. A., Rinke de Wit, T. F., & van de Vijver, D. A. 2014. Averted HIV infections due to expanded antiretroviral
treatment eligibility offsets risk of transmitted drug resistance: a modeling study. AIDS, 28(1), 73-83. doi:
10.1097/01.aids.0000433239.01611.52
Nixon, S. A., Cameron, C., Hanass-Hancock, J., Simwaba, P., Solomon, P. E., Bond, V. A., Menon, A.,
Richardson, E., Stevens, M., & Zack, E. 2014. Perceptions of HIV-related health services in Zambia for people
with disabilities who are HIV-positive. Journal of the International AIDS Society, 17, 18806. doi:
10.7448/IAS.17.1.18806
Nolan, S., & Wood, E. 2014. End of the debate about antiretroviral treatment initiation. Lancet Infectious
Diseases, 14(4), 258-259. doi: 10.1016/S1473-3099(13)70329-3
Nunes, A., I. Melo, A. Silva, L. Rezende, P. Guimaraes and M. Silva-Vergara. 2010. “Hospitalization for
HIV/AIDS: Differences between Sexes.” Gender Medicine 7 (1): 28-38.
Nyamathi, A., Hanson, A. Y., Salem, B. E., Sinha, S., Ganguly, K. K., Leake, B., Yadav, K., & Marfisee, M.
2012. Impact of a rural village women (Asha) intervention on adherence to antiretroviral therapy in southern
India. Nursing Research, 61(5), 353-362. doi: 10.1097/NNR.0b013e31825fe3ef

118	
  
	
  
Nyamathi, A.M., S. Sinha, K.K. Ganguly, R.R. Wiliam, A. Heravian, P. Ramakrishnan, B. Greengold, M.
Ekstrand and P.V. Rama Rao. 2011. “Challenges Experiences by Rural Women in India Living with AIDS and
Implications for the Delivery of HIV/AIDS Care.” Health Care for Women International 32: 300-313.
Nyamhanga, T. M., Muhondwa, E. P., & Shayo, R. 2013. Masculine attitudes of superiority deter men from
accessing antiretroviral therapy in Dar es Salaam, Tanzania. Global Health Action, 6, 21812. doi:
10.3402/gha.v6i0.21812
Nyandiko, W. M., Ayaya, S., Nabakwe, E., Tenge, C., Sidle, J. E., Yiannoutsos, C. T., Musick, B., WoolsKaloustian, K., & Tierney, W. M. 2006. Outcomes of HIV-infected orphaned and non-orphaned children on
antiretroviral therapy in western Kenya. Journal of Acquired Immune Deficiency Syndromes, 43(4), 418-425.
doi: 10.1097/01.qai.0000243122.52282.89
O'Connor, C., Osih, R., & Jaffer, A. 2011. Loss to follow-up of stable antiretroviral therapy patients in a
decentralized down-referral model of care in Johannesburg, South Africa. Journal of Acquired Immune
Deficiency Syndromes, 58(4), 429-432. doi: 10.1097/QAI.0b013e318230d507
Oliveira, I. , S. Jensen-Fangel, D. da Silva, A. Ndumba, C. Medina, A. Nandje, D. Rasmussen, F. Rudolf, C.
Wejse, Z. da Silva, M. Sodemann and A. Laursen. 2010a. “Epidemic Stevens-Johnson Syndrome in HIV Patients
in Guinea-Bissau: A Side Effect of the Drug Supply.” AIDS 24: 783-787.
Omunakwe, H. E., Okoye, H., Efobi, C., Onodingene, M., Chinenye, S., & Nwauche, C. A. 2014. Disclosure
amongst adult HIV patients on antiretroviral therapy in Port Harcourt, Nigeria. International Journal of STD &
AIDS. doi: 10.1177/0956462414552815
One in Nine Campaign. 2012. “We were never meant to survive” : violence in the lives of HIV positive women
in South Africa. Johannesburg, South Africa. www.oninine.org.za
Onoya, D., Reddy, P. S., Ruiter, R. A., Sifunda, S., Wingood, G., & van den Borne, B. 2011. Psychosocial
correlates of condom use consistency among Isixhosa-speaking women living with HIV in the Western Cape
Province of South Africa. J Health Psychol, 16(8), 1208-1220. doi: 10.1177/1359105311402862
Ortego, C., Huedo-Medina, T. B., Santos, P., Rodriguez, E., Sevilla, L., Warren, M., & Llorca, J. 2012. Sex
differences in adherence to highly active antiretroviral therapy: a meta-analysis. AIDS Care, 24(12), 1519-1534.
doi: 10.1080/09540121.2012.672722
Osinde, M., Kaye D., & Kakaire., O. 2011. Intimate partner violence among women with HIV infection in rural
Uganda: Critical Implicaitons for policy and practice. BMC Women’s Health 11, 50.
Osler, M., Hilderbrand, K., Hennessey, C., Arendse, J., Goemaere, E., Ford, N., & Boulle, A. 2014. A three-tier
framework for monitoring antiretroviral therapy in high HIV burden settings. Journal of the International AIDS
Society, 17, 18908. doi: 10.7448/IAS.17.1.18908
Over, M. 2011. "Achieving an AIDS Transition: Preventing Infections to Sustain Treatment." Washington, DC:
Center for Global Development.
Oyomopito, R., M. Lee, P. Phanuphak, P. Lim, R. Ditangco, J. Zhou, T. Sirisanthana, Y. Chen, S. Pujari, N.
Kumarasamy, S. Sungkanuparph, C. Lee, A. Kamarulzaman, S. Oka, F. Zhang, C. Mean, T. Merati, G. Tau, J.
Smith and P. Li. 2010. “Measures of Site Resourcing Predict Virologic Suppression, Immunologic Response and
HIV Disease Progression Following Highly Active Antiretroviral (HAART) in the TREAT Asia HIV
Observational Database (TAHOD).” HIV Medicine 11: 519-529.
Padian, N. S., Holmes, C. B., McCoy, S. I., Lyerla, R., Bouey, P. D., & Goosby, E. P. 2011a. Implementation
science for the US President's Emergency Plan for AIDS Relief (PEPFAR). Journal of Acquired Immune
Deficiency Syndromes, 56(3), 199-203. doi: 10.1097/QAI.0b013e31820bb448

119	
  
	
  
Padian, N., S. McCoy, S. Abdool Karim, N. Hasen, J. Kim, M. Bartos, E. Katabira, S. Bertozzi, B. Schwartlander
and M. Cohen. 2011b. “HIV Prevention Transformed: The New Prevention Research Agenda.” Lancet 378: 269278.
Pan American Health Organization (PAHO), JSI, World Professional Association for Transgender Health et al.
Blueprint for the provision of comprehensive care for trans persons and their communities in the Caribbean and
other
Anglophone
countries.
Arlington,
VA:
John
Snow,
Inc.
2014
http://www.paho.org/hq/index.php?option=com_docman&task=doc_view&gid=28440&lang=en
Panel on Antiretroviral Guidelines for Adults and Adolescents. 2013. Guidelines for the Use of Antiretroviral
Agents in HIV-1-Infected Adults and Adolescents. Washington, DC: Department of Health and Human Services.
http://aidsinfo.nih.gov/contentfiles/lvguidelines/adultandadolescentgl.pdf
Parienti, J., D. Bangsberg, R. Verdon and D. Gardner. 2009. “Better Adherence with Once-Daily Antiretroviral
Regimens: A Meta-Analysis.” Clinical Infectious Diseases 48: 484-488.
Patel, R., Ratner, J., Gore-Felton, C., Kadzirange, G., Woelk, G., & Katzenstein, D. 2012. HIV disclosure
patterns, predictors, and psychosocial correlates among HIV positive women in Zimbabwe. AIDS Care, 24(3),
358-368. doi: 10.1080/09540121.2011.608786
Pati, R., Lahuerta, M., Elul, B., Okamura, M., Alvim, M. F., Schackman, B., Bang, H., Fernandes, R., Assan, A.,
Lima, J., Nash, D., & Identifying Optimal Models of, H.I.V.C.i.M.S.G. 2013. Factors associated with loss to
clinic among HIV patients not yet known to be eligible for antiretroviral therapy (ART) in Mozambique. Journal
of the International AIDS Society, 16, 18490. doi: 10.7448/IAS.16.1.18490
Payne, R., Muenchhoff, M., Mann, J., Roberts, H. E., Matthews, P., Adland, E., Hempenstall, A., Huang, K. H.,
Brockman, M., Brumme, Z., Sinclair, M., Miura, T., Frater, J., Essex, M., Shapiro, R., Walker, B. D., Ndung'u,
T., McLean, A. R., Carlson, J. M., & Goulder, P. J. 2014. Impact of HLA-driven HIV adaptation on virulence in
populations of high HIV seroprevalence. Proceedings of the National Academy of Sciences of the United States
of America. doi: 10.1073/pnas.1413339111
Paz-Bailey, G., Isern Fernandez, V., Morales Miranda, S., Jacobson, J. O., Mendoza, S., Paredes, M. A.,
Danaval, D. C., Mabey, D., & Monterroso, E. 2012. Unsafe sexual behaviors among HIV-positive men and
women in Honduras: the role of discrimination, condom access, and gender. Sexually Transmitted Diseases,
39(1), 35-41. doi: 10.1097/OLQ.0b013e318231cf2d
Pearson, C., S. Cassels, A. Kurth, P. Montoya, M.Micek and S. Gloyed. 2011. “Change in Sexual Activity 12
Months after ART Initiation among HIV-Positive Mozambicans.” AIDS & Behavior 15: 778-787.
PEPFAR Scientfic Advisory Board, including the HPTN 052 Subcommitte and HTPN 052 Writing Group, El
Sadr, W., M. Cohen, K. DeCock, L.-G. Bekker, S. Abdool-Karim, L. Guay, D. Des Jarlais, M. Rotheram-Borus,
B. Williams and G. Garnett. 2011. PEPFAR Scientific Advisory Board Recommendations for the OGAC:
Implications of HPTN 052 for PEPFAR’s Treatment Programs.” Washington, DC: PEPFAR. www.pepfar.gov
Peterson, M., Y. Wang, M. van der Lann, D. Guzman, E. Riley and D. Bangsberg. 2007. “Pillbox Organizers Are
Associated with Improved Adherence to HIV Antiretroviral Therapy and Viral Suppression: A Marginal
Structural Model Analysis.” Clinical Infectious Diseases 45: 908-915.
Pettifor, A., C. MacPhail, A. Corneli, J. Sibeko, G. Kamanga, N. Rosenberg, W. Miller, I. Hoffman, H. Rees, M.
Cohen and NIAID Center for HIV/AIDS Vaccinology. 2011. “Continued High Risk Sexual Behavior Following
Diagnosis with Acute HIV Infection in South Africa and Malawi: Implications for Prevention.” AIDS &
Behavior 15: 1243-1250.

120	
  
	
  
Pfeiffer, J., P. Montoya, A. Baptista, M. Kararianis, M. de Morais Pugas, M. Micek, W. Johnson, K. Sherr, S.
Gimbel, S. Baird, B. Lambdin and S. Gloyd. 2010. “Integration of HIV/AIDS Services into African Primary
Health Care: Lessons Learned for Health System Strengthening in Mozambique – A Case Study.”Journal of
International AIDS Society 13:3.
Phanuphak, N., S. Pattanachawit, T. Pankam, W. Pima, A. Avihingsanon, N. Terratkulpisarn and P. Phanuphak.
2011. “Active Voluntary Counseling and Testing with Integrated CD4 Count Service Can Enhance Early HIV
Testing and Early CD4 Count Measurement: Experiences from the Thai Red Cross Anonymous Clinic in
Bangkok, Thailand.” Journal of Acquired Immune Deficiency Syndromes 56: 244-252.
Phillips, A. 2015. MSM in the UK: Prevention effects of ART in perspective. 21st Conference on Retroviruses
and Opportunistic Infections. Boston, Massachusetts. March 3-6.
Phillips, A. N., Munderi, P., Revill, P. A., El-Sadr, W. M., & Lundgren, J. D. 2014. Antiretroviral therapy
recommendations for the global community: aspiration versus reality. AIDS, 28(7), 939-941. doi:
10.1097/QAD.0000000000000171
Phillips, A., D. Pillay, G. Garnett, D. Bennett, M. Vitoria, V. Cambiano and J. Lundgren. 2011. “Effect on
Transmission of HIV-1 Resistance of Timing of Implementation of Viral Load Monitoring to Determine
Switches from First to Second-Line Antiretroviral Regimens in Resource-Limited Settings.” AIDS 25:843-850.
Phipps, W., F. Ssewankambo, H. Nguyen, M. Saracino, A. Walkd, L. Corey, J. Orem, A. Kambugu and C.
Casper. 2010. “Gender Differences in Clinical Presentation and Outcomes of Epidemic Kaposi Sarcoma in
Uganda.” PLoS One 5(11): e13936.
Pillay, P., Ford, N., Shubber, Z., & Ferrand, R. A. 2013. Outcomes for efavirenz versus nevirapine-containing
regimens for treatment of HIV-1 infection: a systematic review and meta-analysis. PLoS One, 8(7), e68995. doi:
10.1371/journal.pone.0068995
Pinto, A. D., van Lettow, M., Rachlis, B., Chan, A. K., & Sodhi, S. K. 2013. Patient costs associated with
accessing HIV/AIDS care in Malawi. Journal of the International AIDS Society, 16, 18055. doi:
10.7448/IAS.16.1.18055
Piot, P., Abdool Karim, S., Hecht, R., Legido-Quigley, H., Buse, K., Stover, J., Resch, S., Ryckman, Møgedal,
S., Dybul, M., Goosby, E., Watts, C., Kilonzo, N., McManus, J., Sidibé, M. 2015. A UNAIDS–Lancet
Commission on Defeating AIDS—Advancing Global Health Defeating AIDS—Advancing Global Health.
Lancet 386, 171–218.
Piot, P., & Quinn, T. C. 2013. Response to the AIDS pandemic--a global health model. The New England
Journal of Medicine, 368(23), 2210-2218. doi: 10.1056/NEJMra1201533
Piroth, L., I. Fournel, S. Mahy, Y. Yazdanpanah, D. Rey, C. Rabaud, J. Faller, B. Hoen, M. Fardeheb, C.
Quantin, P. Chavanet and C. Binquet, for the Groupe InterCOrevih du Nord-Est(ICONE). 2011. “A Decision
Tree to Help Determine the Best Timing and Antiretroviral Strategy in HIV-Infected Patients.” Epidemiology
and Infection 139: 1835-1844.
Pop-Eleches, C., H. Thirumurthy, J. Habyarimana, J. Zivin, M. Goldstein, D. de Walque, L. MacKeen, J.
Harberer, S. Kimaiyo, J. Sidle, D. Ngare and D. Bangsberg. 2011. “Mobile Phone Technologies Improve
Adherence to Antiretroviral Treatment in a Resource-limited Setting: A Randomized Controlled Trial of Text
Message Reminders.” AIDS 25(6): 825-834.
Posse, M., Tirivayi, N., Saha, U. R., Baltussen, R. 2013. The effect of Food Assistance on Adherence to
Antiretroviral Therapy among HIV/AIDS Patients in Sofala Province, in Mozambique: A Retrospective Study.
The Journal of AIDS and Clinical Research 4(3). doi: 10.4172/2155-6113.1000198

121	
  
	
  
Posse, M. and R. Baltussen. 2009. “Barriers to Access to Antiretroviral Treatment in Mozambique, as Perceived
by Patients and Health Workers in Urban and Rural Settings.” AIDS Patient Care and STDs 23 (10): 867-875.
Potchoo, Y., K. Tchamdja, A. Balogou, V. Pitche, I. Guissou and E. Kassang. 2010. “Knowledge and Adherence
to Antiretroviral Therapy among Adult People Living with HIV/AIDS Treated in the Health Care Centers of the
Association ‘Espoir Vie Togo’ in Togo, West Africa.” BMC Clinical Pharmacology 10 (11).
Powers, K. A., Kretzschmar, M. E., Miller, W. C., & Cohen, M. S. 2014. Impact of early-stage HIV transmission
on treatment as prevention. Proceedings of the National Academy of the Sciences of the United States of
America, 111(45), 15867-15868. doi: 10.1073/pnas.1418496111
Powers, K. A., Ghani, A. C., Miller, W. C., Hoffman, I. F., Pettifor, A. E., Kamanga, G., Martinson, F. E., &
Cohen, M. S. 2011. The role of acute and early HIV infection in the spread of HIV and implications for
transmission prevention strategies in Lilongwe, Malawi: a modelling study. Lancet, 378(9787), 256-268. doi:
10.1016/S0140-6736(11)60842-8
Powers, K., C. Poole, A. Pettifor and M. Cohen. 2008. “Rethinking the Heterosexual Infectivity of HIV-1: A
Systematic Review and Meta-analysis.” Lancet 8: 533-563.
Price, M., C. Wallis, S. Lakhi, E. Karita, A. Kamali, O. Anzala, E. Sanders, L. Bekker, R. Twesigye, E. Hunter,
P. Kaleebu, K. Kayitenkore, S. Allen, E. Ruzgira, M. Mwangome, G. Mutua, P. Amornkul, G. Stevens, S. Pond,
M. Schaefer, M. Papathanasopoulos, W. Stevens, J. Gilmour and the IAVI Early Infection Cohort Group. 2011.
“Transmitted HIV Type 1 Drug Resistance Among Individuals with Recent HIV Infection in East and Southern
Africa.” AIDS Research and Human Retroviruses 27:1.
Protopopescu, C., F. Marcellin, M. Preau, D. Gabillard, R. Moh, A. Minga, A. Anzian, M. Carrieri, C. Danel and
B. Spire. 2010. “Psychosocial Correlates of Inconsistent Condom Use among HIV-infected Patients Enrolled in a
Structured ART Interruptions Trial in Cote d’Ivoire: Results from the TRIVACAN Trial (ANRS 1269).”
Tropical Medicine and International Health 15 (6): 706-712.
Puskas, C. M., Forrest, J. I., Parashar, S., Salters, K. A., Cescon, A. M., Kaida, A., Miller, C. L., Bangsberg, D.
R., & Hogg, R. S. 2011. Women and vulnerability to HAART non-adherence: a literature review of treatment
adherence by gender from 2000 to 2011. Current HIV/AIDS Reports, 8(4), 277-287. doi: 10.1007/s11904-0110098-0
Quinn, T. C., Wawer, M. J., Sewankambo, N., Serwadda, D., Li, C., Wabwire-Mangen, F., Meehan, M. O.,
Lutalo, T., & Gray, R. H. 2000. Viral load and heterosexual transmission of human immunodeficiency virus type
1. Rakai Project Study Group. The New England Journal of Medicine, 342(13), 921-929. doi:
10.1056/NEJM200003303421303
Rabkin, M., Kruk, M. E., & El-Sadr, W. M. 2012. HIV, aging and continuity care: strengthening health systems
to support services for noncommunicable diseases in low-income countries. AIDS, 26 Suppl 1, S77-83. doi:
10.1097/QAD.0b013e3283558430
Ragnarsson, A., A. Ekstrom, J. Carter, F. Ilado, A. Lukwaro, g. Marrone and A. Tthorson. 2011. “Sexual Risk
among Patients on Antiretroviral Therapy in an Urban Informal Settlement in Kenya: A Cross-Sectional Study.”
Journal of the International AIDS Society 14: 20.
Ramjan, R., Calmy, A., Vitoria, M., Mills, E. J., Hill, A., Cooke, G., & Ford, N. 2014. Systematic review and
meta-analysis: Patient and programme impact of fixed-dose combination antiretroviral therapy. Tropical
Medicine & International Health, 19(5), 501-513. doi: 10.1111/tmi.12297
Rasschaert, F., Telfer, B., Lessitala, F., Decroo, T., Remartinez, D., Biot, M., Candrinho, B., Mbofana, F., & Van
Damme, W. 2014. A qualitative assessment of a community antiretroviral therapy group model in Tete,
Mozambique. PLoS One, 9(3), e91544. doi: 10.1371/journal.pone.0091544

122	
  
	
  
Rawizza, H. E., Chaplin, B., Meloni, S. T., Eisen, G., Rao, T., Sankale, J. L., Dieng-Sarr, A., Agbaji, O.,
Onwujekwe, D. I., Gashau, W., Nkado, R., Ekong, E., Okonkwo, P., Murphy, R. L., Kanki, P. J., & Team, A. P.
2011. Immunologic criteria are poor predictors of virologic outcome: implications for HIV treatment monitoring
in resource-limited settings. Clinical Infectious Diseases, 53(12), 1283-1290. doi: 10.1093/cid/cir729
Reda, A. A., & Biadgilign, S. 2012. Determinants of Adherence to Antiretroviral Therapy among HIV-Infected
Patients in Africa. AIDS Research and Treatment, 2012, 574656. doi: 10.1155/2012/574656
Redd, A. D., Mullis, C. E., Serwadda, D., Kong, X., Martens, C., Ricklefs, S. M., Tobian, A. A., Xiao, C.,
Grabowski, M. K., Nalugoda, F., Kigozi, G., Laeyendecker, O., Kagaayi, J., Sewankambo, N., Gray, R. H.,
Porcella, S. F., Wawer, M. J., & Quinn, T. C. 2012. The rates of HIV superinfection and primary HIV incidence
in a general population in Rakai, Uganda. The Journal of Infectious Diseases, 206(2), 267-274. doi:
10.1093/infdis/jis325
Renaud, A., Basenya, O., de Borman, N., Greindl, I. and Meyer-Rath, G. 2011. “The Cost Effectiveness of
Integrated Care for People Living with HIV Including Antiretroviral Treatment in Primary Health Care Centre in
Bujumbura, Burundi. AIDS Care 21(11): 1388-1394.
Reniers, G., T. Araya, G.Davey, N. Nagelkerke, Y. Berhane, R. Coutinho and E. Sanders. 2009. “Steep Declines
in Population-Level AIDS Mortality Following the Introduction of Antiretroviral Therapy in Addis Ababa,
Ethiopia.” AIDS 23:511-518.
Resch, S., E. Korenromp, J. Stover, M. Bakley, C. Krubiner, K. Thorien, R. Hecht and R. Atun. 2011.
“Economic Returns to Investment in AIDS Treatment in Low and Middle Income Countries.” PLoS ONE
6:e25310.
Reynolds, S., F. Makumbi, G. Nakigozi, J. Kaggayi, R. Gray, M. Wawer, T. Quinn, and D. Serwadda. 2011.
“HIV-1 Transmission among HIV-1 Discordant Couples before and after the Introduction of Antiretroviral
Therapy.” AIDS 25: 473-477.
Rich, M. L., Miller, A. C., Niyigena, P., Franke, M. F., Niyonzima, J. B., Socci, A., Drobac, P. C., Hakizamungu,
M., Mayfield, A., Ruhayisha, R., Epino, H., Stulac, S., Cancedda, C., Karamaga, A., Niyonzima, S., Yarbrough,
C., Fleming, J., Amoroso, C., Mukherjee, J., Murray, M., Farmer, P., & Binagwaho, A. 2012. Excellent clinical
outcomes and high retention in care among adults in a community-based HIV treatment program in rural
Rwanda.
Journal
of
Acquired
Immune
Deficiency
Syndromes,
59(3),
e35-42.
doi:
10.1097/QAI.0b013e31824476c4
Riyarto, S., B. Hidayat, B. Johns, A. Probandari, Y. Mahendradhata, A. Utarini, L. Trisanantoro and S.
Flessenkaemper. 2010. “The Financial Burden of HIV Care, Including Antiretroviral Therapy, on Patients in
Three Sites in Indonesia.” Health Policy and Planning 25: 272-282.
Rocha, G., C. Machado, F. Acurcio and M. Guimaraes. 2011. “Monitoring Adherence to Antiretroviral
Treatment in Brazil: An Urgent Challenge.” Cadernos de Saude Publica 27 (Supplement 1): S67-S78.
Ronen, K., McCoy, C. O., Matsen, F. A., Boyd, D. F., Emery, S., Odem-Davis, K., Jaoko, W., Mandaliya, K.,
McClelland, R. S., Richardson, B. A., & Overbaugh, J. 2013. HIV-1 superinfection occurs less frequently than
initial infection in a cohort of high-risk Kenyan women. PLoS Pathogens, 9(8), e1003593. doi:
10.1371/journal.ppat.1003593
Rongkavilit, C., S. Naar-King, L. Kaljee, A. Panthong, J. Koken, T. Bunupradah and J. Parsons. 2010. “Applying
the Information-Motivation-Behavioral Skills Model in Medication Adherence among Thai Youth Living with
HIV: A Qualitative Study.” AIDS Patient Care and STDs 24 (12): 787-794.

123	
  
	
  
Root, R., & Whiteside, A. 2013. A qualitative study of community home-based care and antiretroviral adherence
in Swaziland. Journal of the International AIDS Society, 16, 17978. doi: 10.7448/IAS.16.1.17978
Rosen, S. and M. Fox. 2011. “Retention in HIV Care between Testing and Treatment in Sub-Saharan Africa.”
PLoS Medicine8 (7): e1001056.
Rosen, S., B. Larson, A. Brennan, L. Long, M. Fox, C. Mongwenyana, M. Kethapile and I. Sanne. 2010.
“Economic Outcomes of Patients Receiving Antiretroviral Therapy for HIV/AIDS in South Africa Are Sustained
through Three Years on Treatment.” PLoS ONE 5(9): e12731.
Roura, M., A. Wringe, J. Busza, B. Nhandi, D. Mbata, B. Zaba and M. Urassa. 2009. ‘Just Like a Fever’: A
Qualitative Study on the Impact of Antiretroviral Provision on the Normalisation of HIV in Rural Tanzania and
its Implications for Prevention.” BMC International Health and Human Rights 9 (22).
Roux, P., M. Carrieri, J. Cohen, I. Ravaux, I. Poizot-Martin, P. Dellamonica and B. Spire. 2009. “Retention in
Opioid Substitution Treatment: A Major Predictor of Long-term Virological Success of HIV-infected Injection
Drug Users Receiving Antiretroviral Treatment.” Clinical Infectious Diseases 49: 1433-1440.
Ruanjahn, G. D. Roberts and L. Monterosso. 2010. “An Exploration of Factors Influencing Adherence to
HAART among People living with HIV in Northern Thailand.” AIDS Care 22(12): 1555-1561.
Russell, S., & Seeley, J. 2010. The transition to living with HIV as a chronic condition in rural Uganda: working
to create order and control when on antiretroviral therapy. Social Sciences & Medicine, 70(3), 375-382. doi:
10.1016/j.socscimed.2009.10.039
Sabapathy, K., Ford, N., Chan, K. N., Kyaw, M. K., Elema, R., Smithuis, F., & Floyd, S. 2012. Treatment
outcomes from the largest antiretroviral treatment program in Myanmar (Burma): a cohort analysis of retention
after scale-up. Journal of Acquired Immune Deficiency Syndromes, 60(2), e53-62. doi:
10.1097/QAI.0b013e31824d5689
Saberi, P., Dong, B. J., Johnson, M. O., Greenblatt, R. M., & Cocohoba, J. M. 2012. The impact of HIV clinical
pharmacists on HIV treatment outcomes: a systematic review. Journal of Patient Preference and Adherence, 6,
297-322. doi: 10.2147/PPA.S30244
Sabin, L., M. Desilva, D. Hamer, X. Keyi, Y. Yue, F. Wen, L. Tao, H. Heggenhougen, L. Seton, I. Wilson and C.
Gill. 2008. “Barriers to Adherence to Antiretroviral Medications among Patients Living with HIV in Southern
China: A Qualitative Study.” AIDS Care 20:1242-1250.
Safren, S. A., Hendriksen, E. S., Smeaton, L., Celentano, D. D., Hosseinipour, M. C., Barnett, R., Guanira, J.,
Flanigan, T., Kumarasamy, N., Klingman, K., & Campbell, T. 2012. Quality of life among individuals with HIV
starting antiretroviral therapy in diverse resource-limited areas of the world. AIDS and Behavior, 16(2), 266-277.
doi: 10.1007/s10461-011-9947-5
Salamander Trust. 2014. Building a safe house on firm ground: key findings from a global values and
preferences survey regarding the sexual and reproductive health and human rights of women living with HIV.
Geneva,
Switzerland:
The
World
Health
Organization
(WHO).
http://salamandertrust.net/resources/BuildingASafeHouseOnFirmGroundFINALreport190115.pdf
Salami, A., A. Fadeyi, J. Ogunmodede and O. Desalu. 2010. “Factors Influencing Adherence to Antiretroviral
Medication in Ilorin, Nigeria.” Journal of the International Association of Physicians in AIDS Care 9: 191-195.
Sarna, A., M. Chersich, J. Okal, S. Luchters, K. Mandaliy, N. Rutenberg and M. Temmerman. 2009. “Changes in
Sexual Risk Taking with Anitretroviral Treatment: Influence of Context and Gender Norms in Mombasa,
Kenya.” Culture, Health & Sexuality 11 (8): 783-797.

124	
  
	
  
Sarna, A, S M F Luchters, S Geibel, S Kaai, P Munyao, K S Shikely, K Mandaliya, J van Dam and M
Temmerman. 2008. “Sexual Risk Behavior and HAART: A Comparative Study of HIV-Infected Persons on
HAART and on Preventive Therapy in Kenya.” International Journal of STD & AIDS 19: 85-89.
Sasaki, Y., Kakimoto, K., Dube, C., Sikazwe, I., Moyo, C., Syakantu, G., Komada, K., Miyano, S., Ishikawa, N.,
Kita, K., & Kai, I. 2012. Adherence to antiretroviral therapy (ART) during the early months of treatment in rural
Zambia: influence of demographic characteristics and social surroundings of patients. Annals of Clinical
Microbiology and Antimicrobials, 11, 34. doi: 10.1186/1476-0711-11-34
Sasco, A., A. Jacquet, E. Boidin, D. Ekouevi, F. Thouillot, T. LeMabec, M.-A. Forstin, P. Renaudier, P. N’Dom,
D. Malvy and F. Dabis. 2010. “The Challenge of AIDS-related Malignancies in Sub-Saharan Africa.” PLoS ONE
5 (1): e8621.
Sawe, F. and J. McIntyre. 2009. “Monitoring HIV Antiretroviral Therapy in Resource-Limited Settings: Time to
Avoid Costly Outcomes.” Clinical Infectious Diseases 49:463-465.
Saxton, J., R. Malyuta, I. Semenenko, T. Pilipenko, R. Tereshenko, E. Kulakovskaya, I. Adejnova, L. Kvashna
and C. Thorne. 2010. “Previous Reproductive History among Post-natal Family Planning among HIV-infected
Women in Ukraine.” Human Reproduction 25 (9): 2366-2373.
Schneider, H., Govender, V., Harris, B., Cleary, S., Moshabela, M., & Birch, S. 2012. Gender differences in
experiences of ART services in South Africa: a mixed methods study. Tropical Medicine & International Health,
17(7), 820-826. doi: 10.1111/j.1365-3156.2012.03009.x
Scott, C. A., Iyer, H. S., McCoy, K., Moyo, C., Long, L., Larson, B. A., & Rosen, S. 2014. Retention in care,
resource utilization, and costs for adults receiving antiretroviral therapy in Zambia: a retrospective cohort study.
BMC Public Health, 14, 296. doi: 10.1186/1471-2458-14-296
Sears, D., C. Cabrera, F. Ortiz-Mejia, B. Anderson and M. Stein. 2011. “Sexual Risk Behavior among HIVpositive Patients at an Urban Clinic in Santiago, Dominican Republic.” AIDS Care 23 (12): 1637-1643.
Sedio, G. 2008b. Interview with Jill Gay, Gabarone, Botswana.
Selke, H., S. Kimayo, J. Sidle, R. Vedanthan, W. Tierney, C. Shen, C. Deenski, A. Katschke and K. WoolsKaloustian. 2010. “Task-shifting of Antiretroviral Delivery from Health Care Workers to Persons Living with
HIV/AIDS: Clinical Outcomes of a Community-based Program in Kenya.” Journal of Acquired Immune
Deficiency Syndromes 55 (4): 483-490.
Serna-Bolea, C., J. Munoz, J. Almeida, A. Nhacolo, E. Letang, T. Nhampossa, E. Ferreir, P. Alonso and D.
Naniche. 2010. “High Prevalence of Symptomatic Acute HIV Infection in an Outpatient Ward in Southern
Mozambique: Identification and Follow-up.” AIDS 24: 603-608.
Severe, P., M. Jean-Juste, A. Ambroise, L. Elliacin, C. Marchand, S. Apollon, A. Edwards, H. Bang, J. Nicotera,
C. Godfrey, R. Gulick, W. Johnson, J. Pape and D. Fitzgerald. 2010. “Early versus Standard Antiretroviral
Therapy for HIV-Infected Adults in Haiti.” The New England Journal of Medicine 363:257-65.
Shafer, L., R. Nsubuda, R. White, B. Mayanja, R. Chapman, K. O’Brien, L. Van der Paal, H. Grosskurth and D.
Maher. 2011. “Antiretroviral Therapy and Sexual Behavior in Uganda: A Cohort Study.” AIDS 25: 671-678.
Shaffer, D., Hughes, M. D., Sawe, F., Bao, Y., Moses, A., Hogg, E., Lockman, S., & Currier, J. 2014.
Cardiovascular disease risk factors in HIV-infected women after initiation of lopinavir/ritonavir- and nevirapinebased antiretroviral therapy in Sub-Saharan Africa: A5208 (OCTANE). Journal of Acquired Immune Deficiency
Syndromes, 66(2), 155-163. doi: 10.1097/QAI.0000000000000131

125	
  
	
  
Shattock, R., M. Warren, S. McCormack and C. Hankins. 2011. “Turning the Tide against HIV.” Science 333:
42-43.
Shelton, J. 2011. “Scientists and the Media Must Give a Balanced View.” Nature 479: 7.
Shepherd, B., C. Jenkins, P. Robeiro, S. Stinnette, S. Bebawy, C. McGowan, T. Hulgan and T. Sterling. 2010.
“Estimating the Optimal CD4 Count for HIV-infected Persons to Start Antiretroviral Therapy.” Epidemiology
21: 698-705.
Sheth, P. M., Yi, T. J., Kovacs, C., Kemal, K. S., Jones, R. B., Osborne, B., Pilon, R., la Porte, C., Ostrowski,
M., Mazzulli, T., Burger, H., Weiser, B., & Kaul, R. 2012. Mucosal correlates of isolated HIV semen shedding
during effective antiretroviral therapy. Mucosal Immunol, 5(3), 248-257. doi: 10.1038/mi.2012.1
Shin, S., M. Munoz, J. Zeladita, S. Slavin, A. Caldas, E. Sanchez, M. Callacna, C. Rojas, J. Arevalo, J. Sebastian
and J. Bayona. 2010. “How Does Directly Observed Therapy Work? The Mechanisms and Impact of a
Comprehensive Directly Observed Therapy Intervention of HAART in Peru.” Health and Social Care in the
Community19 (3): 261-271.
Sidney, K., Antony, J., Rodrigues, R., Arumugam, K., Krishnamurthy, S., D'Souza, G., De Costa, A., & Shet, A.
2012. Supporting patient adherence to antiretrovirals using mobile phone reminders: patient responses from
South India. AIDS Care, 24(5), 612-617. doi: 10.1080/09540121.2011.630357
Siedner, M. J., Musinguzi, N., Tsai, A. C., Muzoora, C., Kembabazi, A., Weiser, S. D., Bennett, J., Hunt, P. W.,
Martin, J. N., Haberer, J. E., & Bangsberg, D. R. 2014. Treatment as long-term prevention: sustained reduction
in HIV sexual transmission risk with use of antiretroviral therapy in rural Uganda. AIDS, 28(2), 267-271. doi:
10.1097/QAD.0000000000000136
Siegfried, N., O. Uthman and G. Rutherford. 2010. “Optimal Time of Initiation of Antiretroviral Therapy in
Asymptomatic, HIV-Infected, Treatment-Naïve Adults (Review).”Cochrane Database of Systematic Reviews 3:
CD008272.
Simbayi, L, S. Kalichman, A. Strebel, A. Cloete, N. Henda and A. Mqeketo. 2007. “Disclosure of HIV Status to
Sex Partners and Sexual Risk Behaviours among HIV-positive Men and Women, Cape Town, South Africa.”
Sexually Transmitted Infections 83: 29-34.
Simon, M., F. Altice, A. Moll, M. Shange and G. Friedland. 2010. “Preparing for Highly Active Antiretroviral
Therapy Rollout in Rural South Africa: An Assessment using the Information, Motivation and Behavioral Skills
Model.” AIDS Care 22 (4): 462-474.
Siringi, S. 2010. “HIV/AIDS on the Rise in Young People in Kenya.” Lancet 10: 149.
Siu, G. E., Seeley, J., & Wight, D. 2013. Dividuality, masculine respectability and reputation: how masculinity
affects men's uptake of HIV treatment in rural eastern Uganda. Social Science & Medicine, 89, 45-52. doi:
10.1016/j.socscimed.2013.04.025
Siu, G. E., Wight, D., & Seeley, J. 2012. How a masculine work ethic and economic circumstances affect uptake
of HIV treatment: experiences of men from an artisanal gold mining community in rural eastern Uganda. Journal
of the International AIDS Society, 15 Suppl 1, 1-9. doi: 10.7448/IAS.15.3.17368
Skovdal, M., C. Campbell, C. Madanhire, C. Nyamukapa and S. Gregson. 2011a. “Challenges Faced by Elderly
Guardians in Sustaining the Adherence to Antiretroviral Therapy in HIV-infected Children in Zimbabwe.” AIDS
Care 23 (8): 957-964.

126	
  
	
  
Skovdal, M., C. Campbell, C. Madanhire, C. Nyamukapa and S. Gregson. 2011b. “When Masculinity Interferes
with Women’s Treatment of HIV Infection: A Qualitative Study about Adherence to Antiretroviral Therapy in
Zimbabwe.” Journal of the International AIDS Society 14: 29.
Skovdal, M., C. Campbell, K. Nhongo, C. Nyamukapa and S. Gregson. 2011c. “Contextual and Psychosocial
Influences on Antiretroviral Therapy Adherence in Rural Therapy Adherence in Rural Zimbabwe: Towards a
Skovdal, M., Campbell, C., Madanhire, C., Mupambireyi, Z., Nyamukapa, C., & Gregson, S. 2011d. Masculinity
as a barrier to men's use of HIV services in Zimbabwe. Global Health, 7, 13. doi: 10.1186/1744-8603-7-13
Systematic Framework for Programme Planners.” International Journal of Health Planning & Management 26
(3): 296-318.
Slaymaker, E., Todd, J., Marston, M., Calvert, C., Michael, D., Nakiyingi-Miiro, J., Crampin, A., Lutalo, T.,
Herbst, K., & Zaba, B. 2014. How have ART treatment programmes changed the patterns of excess mortality in
people living with HIV? Estimates from four countries in East and Southern Africa. Global Health Action, 7,
22789. doi: 10.3402/gha.v7.22789
SMART – The Strategies for Management of Antiretroviral Therapy (SMART) Study Group. 2006. “CD4+
Count-Guided Interruption of Antiretroviral Treatment.” New England Journal of Medicine 355 (22): 2283-2296.
Smith, D. and B. Mbakwem. 2010. “Antiretroviral Therapy and Reproductive Life Projects: Mitigating the
Stigma of AIDS in Nigeria.” Social Science & Medicine 71 (2): 345-352.
Smith, L. R., Amico, K. R., Shuper, P. A., Christie, S., Fisher, W. A., Cornman, D. H., Doshi, M., MacDonald,
S., Pillay, S., Fisher, J. D., & Team, S. A. O. 2013a. Information, motivation, and behavioral skills for early preART engagement in HIV care among patients entering clinical care in KwaZulu-Natal, South Africa. AIDS Care,
25(12), 1485-1490. doi: 10.1080/09540121.2013.775398
Smith, K., K. Powers, A. Kashuba and M. Cohen. 2011. “HIV-1 treatment as prevention: the good, the bad, and
the challenges.” Current Opinion in HIV and AIDS 6:315–325.
Smith, M. K., Rutstein, S. E., Powers, K. A., Fidler, S., Miller, W. C., Eron, J. J., Jr., & Cohen, M. S. 2013b. The
detection and management of early HIV infection: a clinical and public health emergency. The Journal of
Acquired Immune Deficiency Syndrome, 63 Suppl 2, S187-199. doi: 10.1097/QAI.0b013e31829871e0
So-Armah, K., & Freiberg, M. S. 2014. Cardiovascular disease risk in an aging HIV population: not just a
question of biology. Current Opinion in HIV and AIDS, 9(4), 346-354. doi: 10.1097/COH.0000000000000065
Socias, M. E., Rotryng, F., Lapadula, P., Medrano, M., Paz, D., Stern, L., Lambierto, A., & Pryluka, D. 2013.
Treatment as prevention in resource-limited settings: is it feasible to maintain HIV viral load suppression over
time? The Journal of Infection in Developing Countries, 7(8), 593-599. doi: 10.3855/jidc.2926
Soon, G. G., Min, M., Struble, K. A., Chan-Tack, K. M., Hammerstrom, T., Qi, K., Zhou, S., Bhore, R., Murray,
J. S., & Birnkrant, D. B. 2012. Meta-analysis of gender differences in efficacy outcomes for HIV-positive
subjects in randomized controlled clinical trials of antiretroviral therapy (2000-2008). AIDS Patient Care and
STDs, 26(8), 444-453. doi: 10.1089/apc.2011.0278
Spino, A., M. Clark and S. Stash. 2010. “HIV Prevention for Serodiscordant Couples.” Arlington, VA. USAID/
JSI. Website: www.aidstar-one.com
Ssemwanga, D., F. Lyagoba, N. Ndembi, B. Mayanja, N. Larke, S. Wang, J. Baalwa, C. Williamson, H.
Grosskurth and P. Kaleebu. 2011. “Multiple HIV-1 Infections with Evidence of Recombination in Heterosexual
Partnerships in a Low Risk Rural Clinical Cohort in Uganda.” Virology 411 (1): 113-131.

127	
  
	
  
Steele, K., A. Steenhoff, C. Newcomb, T. Rantleru, R. Nthobatsang, G. Lesetedi, S. Bellamy, J. Nachega, R.
Gross and G. Bisson. 2011. “Early Mortality and AIDS Progression Despite High Initial Antiretroviral Therapy
Adherence and Virologic Suppression in Botswana.” PLoS ONE 6 (6): e20010.
Stevens, W. S., & Ford, N. 2014. Time to reduce CD4+ monitoring for the management of antiretroviral therapy
in HIV-infected individuals. South African Medical Journal, 104(8), 559-560. doi: 10.7196/samj.8299
Stewart, R. D., Wells, C. E., Roberts, S. W., Rogers, V. L., McElwee, B. S., McIntire, D. D., & Sheffield, J. S.
2014. Benefit of interpregnancy HIV viral load suppression on subsequent maternal and infant outcomes.
American Journal of Obstetrics & Gynecology, 211(3), 297 e291-296. doi: 10.1016/j.ajog.2014.04.020
Stinson, K., Ford, N., Cox, V., & Boulle, A. 2014. Patients lost to care are more likely to be viremic than patients
still in care. Clinical Infectious Diseases, 58(9), 1344-1345. doi: 10.1093/cid/ciu072
Stover, J., Gopalappa, C., Mahy, M., Doherty, M. C., Easterbrook, P. J., Weiler, G., & Ghys, P. D. 2014. The
impact and cost of the 2013 WHO recommendations on eligibility for antiretroviral therapy. AIDS, 28 Suppl 2,
S225-230. doi: 10.1097/QAD.0000000000000235
Stover, J., B. Fidzani, B. Molomo, T. Moeti and G. Musuka. 2008. “Estimated HIV Trends and Program Effects
in Botswana.” PLoS One 3 (11): e3729.
Stubbel, K., G. soon, M. Min, K. Chan-Tack, J. Murray and D. Birnkrant. 2009. “Meta-analysis of Efficacy
Outcomes for Treatment-naïve and Treatment-experienced HIV-infected Women in Randomized Controlled
Clinical Trials: 2000 to 20008.” Abstract 987B. 16th Conference on Retroviruses and Opportunistic Infections.
Montreal, Canada. February 8-11.
Sullivan, P., K. Kayitenkore, E. Chomba, E. Karita, L. Mwanayanda, C. Vwalika, M. Conkling, N. Luisi, A.
Tichacek and S. Allen. 2009. “Reduction of HIV Transmission Risk and High Risk Sex While Prescribed ART:
Results from Discordant Couples in Rwanda and Zambia.” Abstract 52LB. 16th Conference on Retroviruses and
Opportunistic Infections. Montreal, Canada.
Sullivan, S., Z. Wu and R. Detels. 2010b. “Missed Opportunities for HIV Testing and Counselling in Asia.”
AIDS 24 (Supplement 3): S49-S53.
Suthar, A. B., Granich, R., Mermin, J., & Van Rie, A. 2012. Effect of cotrimoxazole on mortality in HIVinfected adults on antiretroviral therapy: a systematic review and meta-analysis. Bulletin of the World Health
Organization, 90(2), 128C-138C. doi: 10.2471/BLT.11.093260
Tahir, N. B., & Uddin, Q. T. 2014. Treatment adherence and outcomes of antiretroviral agents in HIV positive
patients. Journal of the College of Physicians and Surgeons Pakistan, 24(9), 645-648. doi:
09.2014/JCPSP.645648
Talley, A. and A. Bettencourt. 2010. “A Relationship-oriented Model of HIV-related Stigma Derived from a
Review of the HIV-affected Couples Literature.” AIDS & Behavior 14: 72-86.
Takarinda, K. C., Harries, A. D., Shiraishi, R. W., Mutasa-Apollo, T., Abdul-Quader, A., & Mugurungi, O. 2015.
Gender-related differences in outcomes and attrition on antiretroviral treatment among an HIV-infected patient
cohort in Zimbabwe: 2007-2010. International Jouranl of Infectious Diseases, 30, 98-105. doi:
10.1016/j.ijid.2014.11.009
Tanser, F., Barnighausen, T., Grapsa, E., Zaidi, J., & Newell, M. L. 2013. High coverage of ART associated with
decline in risk of HIV acquisition in rural KwaZulu-Natal, South Africa. Science, 339(6122), 966-971. doi:
10.1126/science.1228160

128	
  
	
  
Tayler-Smith, K., R. Zachariah, M. Manzi, W. Kizto, A. Vandenbulcke, S. Dunkley, D. von Rege, T. Reid, L.
Arnould, A. Suleh and A. Harries. 2011. “Demographic Characteristics and Opportunistic Diseases Associated
with Attrition during Preparation for Antiretroviral Therapy in Primary Health Centres in Kibera, Kenya.”
Tropical Medicine and International Health 16 (5): 579-584.
Thanh, D., N. Hien, N. Tuan, B. Thang, N. Long and K. Fylkesnes. 2009b.”HIV Risk Behaviors and
Determinants among People Living with HIV/AIDS in Vietnam.” AIDS Behav 13: 1151-1159.
The Antiretroviral Therapy Cohort Collaboration. 2008. “Life Expectancy of Individuals on Combination
Antiretroviral Therapy in High-Income Countries: A Collaborative Analysis of 14 Cohort Studies.” Lancet 372:
293-299.
The Antiretroviral Therapy in Lower Income Countries (ART-LINC) Collaboration and ART Cohort
Collaboration (ART-CC) Groups [ART-LINC and ART-CC]. 2006. “Mortality of HIV-1-infected Patients in
the First Year of Antiretroviral Therapy: Comparison between Low-income and High-income Countries.” Lancet
367(9513, 11 March): 817 – 824.
The ART-LINC Collaboration of the International Databases to Evaluate AIDS (IeDEA). 2008. “Antiretroviral
Therapy in Resource-Limited Settings 1996 to 2006: Patient Characteristics, Treatment Regimens and
Monitoring in Sub-Saharan Africa, Asia and Latin America.” Tropical Medicine and International Health 15 (7):
870-879.
The HIV-CAUSAL Collaboration. 2011. “When to Initiate Combined Antiretroviral Therapy to Reduce
Mortality and AIDS Defining Illness in HIV-Infected Persons in Developed Countries: an Observational Study.”
Annals of Internal Medicine 154:509-515.
Thomas, B., P. Dewan, S. Vijay, A. Thomas, L. Chauhan, C. Vedachalam, P. Vaidyanathan and S. Swainathan.
2009. “Perceptions of Tuberculosis Patients on Provider-initiated HIV Testing and Counseling – A Study from
South India.” PLoS One 4 (12): e8389.
Thompson, M. A., Mugavero, M. J., Amico, K. R., Cargill, V. A., Chang, L. W., Gross, R., Orrell, C., Altice, F.
L., Bangsberg, D. R., Bartlett, J. G., Beckwith, C. G., Dowshen, N., Gordon, C. M., Horn, T., Kumar, P., Scott, J.
D., Stirratt, M. J., Remien, R. H., Simoni, J. M., & Nachega, J. B. 2012. Guidelines for improving entry into and
retention in care and antiretroviral adherence for persons with HIV: evidence-based recommendations from an
International Association of Physicians in AIDS Care panel. Annals of Internal Medicine, 156(11), 817-833, W284, W-285, W-286, W-287, W-288, W-289, W-290, W-291, W-292, W-293, W-294. doi: 10.7326/0003-4819156-11-201206050-00419
Tomita, A., Garrett, N., Werner, L., Burns, J. K., Ngcobo, N., Zuma, N., Mlisana, K., van Loggerenberg, F., &
Abdool Karim, S. S. 2014a. Impact of antiretroviral therapy on health-related quality of life among South
African women in the CAPRISA 002 acute infection study. AIDS and Behavior, 18(9), 1801-1807. doi:
10.1007/s10461-014-0800-5
Tomita, A., Garrett, N., Werner, L., Burns, J. K., Mpanza, L., Mlisana, K., van Loggerenberg, F., & Abdool
Karim, S. S. 2014b. Health-related quality of life dynamics of HIV-positive South African women up to ART
initiation: evidence from the CAPRISA 002 acute infection cohort study. AIDS and Behavior, 18(6), 1114-1123.
doi: 10.1007/s10461-013-0682-y
Tossonian, H. and B. Conway. 2012. “Recent HIV-Infection: To Treat or Not to Treat, That Is the Question.”
Journal of Infectious Diseases 205:10-12.
Tran, B. X. 2012. Quality of life outcomes of antiretroviral treatment for HIV/AIDS patients in Vietnam. PLoS
One, 7(7), e41062. doi: 10.1371/journal.pone.0041062

129	
  
	
  
Tsai, A. C., Bangsberg, D. R., Kegeles, S. M., Katz, I. T., Haberer, J. E., Muzoora, C., Kumbakumba, E., Hunt,
P. W., Martin, J. N., & Weiser, S. D. 2013. Internalized stigma, social distance, and disclosure of HIV
seropositivity in rural Uganda. Annals of Behavioral Medicine, 46(3), 285-294. doi: 10.1007/s12160-013-9514-6
Tucker, J. D., Bien, C. H., Easterbrook, P. J., Doherty, M. C., Penazzato, M., Vitoria, M., & Peeling, R. W. 2014.
Optimal strategies for monitoring response to antiretroviral therapy in HIV-infected adults, adolescents, children
and pregnant women: a systematic review. AIDS, 28 Suppl 2, S151-160. doi: 110.1097/QAD.0000000000000230
Tuller, D., D. Bangsberg, J. Senkungu, N. Ware, N. Emenyonu and S. Weiser. 2010. “Transportation Costs
Impede Sustained Adherence and Access to HAART in a Clinic Population in Southwestern Uganda: A
Qualitative Study.” AIDS & Behavior 14: 778-784.
Tunthanathip, P., R. Lolekha, L. Bollen, A. Chaovavanich, U. Siangophoe, C. Nandavisai, O. Suksripanich, P.
Sivirongrangson, A. Wiratchai, Y. Inthong, B. Eampokalap, J. Ausavapipit, P. Akaraewi and K. Fox. 2009.
“Indicators for Sexual HIV Transmission Risk among People in Thailand Attending HIV Care: The Importance
of Positive Prevention.” Sexually Transmitted Infections 85: 36-41.
Tunthanathip, P., Lolekha, R., Bollen, L. J., Chaovavanich, A., Siangphoe, U., Nandavisai, C., Suksripanich, O.,
Sirivongrangson, P., Wiratchai, A., Inthong, Y., Eampokalap, B., Ausavapipit, J., Akarasewi, P., & Fox, K. K.
2009. Indicators for sexual HIV transmission risk among people in Thailand attending HIV care: the importance
of positive prevention. Sexually Transmitted Infections, 85(1), 36-41. doi: 10.1136/sti.2008.032532
Tweya, H., Gareta, D., Chagwera, F., Ben-Smith, A., Mwenyemasi, J., Chiputula, F., Boxshall, M., Weigel, R.,
Jahn, A., Hosseinipour, M., & Phiri, S. 2010. Early active follow-up of patients on antiretroviral therapy (ART)
who are lost to follow-up: the 'Back-to-Care' project in Lilongwe, Malawi. Tropical Medicine & International
Health, 15 Suppl 1, 82-89. doi: 10.1111/j.1365-3156.2010.02509.x
Uhlmann, S., M. Milly, T.Kerr, R. Zhang, S. Guillemi, D. Marsh, R. Hogg, J. Montaner and E. Wood. 2010.
“Methadone Maintenance Therapy Promotes Initiation of Antiretroviral Therapy among Injection Drug Users.”
Addiction 105 (5): 907-913.
Ujiji, O., M. Eckstrom, F. Ilako, D. Indalo and B. Rubenson. 2010. “’I Will Not Let My HIV Status Stand in the
Way.’ Decisions on Motherhood among Women on ART in a Slum in Kenya – a Qualitative Study.” BMC
Women’s Health 10: 13.
Ukwe, C., O. Ekwufine, O. Udeogaranya and U. Iwuamadi. 2010. “Self-reported Adherence to HAART in
South-eastern Nigeria is related to Patients’ Use of Pill Box.” Journal of Social Aspects of HIV/AIDS 7 (1): 1015.
UNAIDS. 2015. How AIDS Changed Everything. MDG 6: 15 Years, 15 Lessons of Hope from the AIDS
Response. Geneva, Switzerland: UNAIDS.
UNAIDS. 2014a. The Gap Report. Geneva, Switzerland: UNAIDS.
UNAIDS. 2014b. 90-90-90: An ambitious treatment target to help end the AIDS epidemic. Geneva, Switzerland:
UNAIDS.
UNAIDS. 2013. HIV and aging: a special supplement to the UNAIDS report on the global AIDS epidemic 2013.
Geneva, Switzerland: UNAIDS.
UNAIDS. 2011a. AIDS at 30: Nations at the Crossroads. . Geneva, Switzerland: UNAIDS.
UNAIDS. 2011b. “How to Get to Zero: Faster, Smarter, Better.” UNAIDS World AIDS Day Report. Geneva.
Switzerland.

130	
  
	
  
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/JC2216_WorldAIDSda
y_report_2011_en.pdf
UNAIDS. 2009e. Towards Universal Access: Scaling Up Priority HIV/AIDS Interventions in the Health Sector.
Progress Report. Geneva, Switzerland: UNAIDS.
UNAIDS. 2005. “Treatment Education: A Critical Component of Efforts to Ensure Universal Accces to
Prevention, Treatment and Care.” Geneva, Switzerland: UNAIDS.
UNAIDS and Global Network of People Living with HIV (GNP+). 2013. Positive Health, Dignity and
Prevention: Operational Guidelines. Geneva, Switzerland: The Global Network of People Living with HIV.
http://www.unaids.org/sites/default/files/en/media/unaids/contentassets/documents/unaidspublication/2013/2013
0802_Positive_Health_Dignity_Prevention_Operational_Guidelines.pdf
UNAIDS and Médecins sans Frontières. 2015. Community-based antiretroviral therapy delivery: experiences of
médecins
sans
frontières.
Geneva,
Switzerland:
UNAIDS.
http://www.unaids.org/sites/default/files/media_asset/20150420_MSF_UNAIDS_JC2707.pdf
UNAIDS, UNFPA, IPPF and The Alan Guttmacher Institute. 2004a. “The Role of Reproductive Health
Providers in Preventing HIV.” Geneva, Switzerland: Issues in Brief, UNAIDS.
van Loggerenberg, F., Grant, A. D., Naidoo, K., Murrman, M., Gengiah, S., Gengiah, T. N., Fielding, K., &
Abdool Karim, S. S. 2014. Individualised Motivational Counselling to Enhance Adherence to Antiretroviral
Therapy is not Superior to Didactic Counselling in South African Patients: Findings of the CAPRISA 058
Randomised Controlled Trial. AIDS and Behavior. doi: 10.1007/s10461-014-0763-6
van Rooyen, H., Barnabas, R. V., Baeten, J. M., Phakathi, Z., Joseph, P., Krows, M., Hong, T., Murnane, P. M.,
Hughes, J., & Celum, C. 2013. High HIV testing uptake and linkage to care in a novel program of home-based
HIV counseling and testing with facilitated referral in KwaZulu-Natal, South Africa. Journal of Acquired
Immune Deficiency Syndromes, 64(1), e1-8. doi: 10.1097/QAI.0b013e31829b567d
Vanham, G., Buve, A., Florence, E., Seguin-Devaux, C., & Saez-Cirion, A. 2014. What is the significance of
posttreatment control of HIV infection vis-a-vis functional cure? AIDS, 28(4), 603-605. doi:
10.1097/QAD.0000000000000147
Veenstra, N., A. Whiteside, D. Lalloo and A. Gibbs. 2010. “Unplanned Antiretroviral Treatment Interruptions in
Southern Africa: How Should We Be Managing These?” Globalization and Health 6 (4).
Venkatesh, K. K., de Bruyn, G., Lurie, M. N., Modisenyane, T., Triche, E. W., Gray, G. E., Welte, A., &
Martinson, N. A. 2012. Sexual risk behaviors among HIV-infected South African men and women with their
partners in a primary care program: implications for couples-based prevention. AIDS and Behavior, 16(1), 139150. doi: 10.1007/s10461-011-9941-y
Venkatesh, K., G. De Bruyn, M. Lurie, L. Mophapi, P. Pronyk, M. Moshabela, E. Marinda, G. Gray, E. Triche
and N. Martinson. 2010. “Decreased Sexual Risk in the Era of HAART among HIV-infected Urban and Rural
South Africans Attending Primary Care Clinics.” AIDS 24: 2687-2696.
Vergidis, P., M. Falgas and D. Hamer. 2009. “Meta-analytical Studies on the Epidemiology, Prevention and
Treatment of Human Immunodeficiency Virus Infection.” Infectious Disease Clinics of North America 23 (2):
295-308.
Vernazza, P. B. Hirschel, E. Bernasconi and M. Flepp. 2008. “Les Personnes Seropositives Ne Souffrant
D’acucune autre MST et Suivant un Traitement Antiretroviral Efficace Ne Transmettent Pas le VIH par Voie
Sexuelle.” Bulletin des Medecins Suisses 89 (5): 165-169.

131	
  
	
  
Vinikoor, M., A. Cope, C. Gay, G. Ferrai, K. McGee, J. Kuruc, C. Hicks, D. Margolis and J. Eron. 2012. “ART
Started during Acute HIV Infection Failed to Prevent Persistent Immune Activation.” Poster Abstract #554. 19th
Conference on Retroviruses and Opportunistic Infections. Seattle, Washington. March 5-8.
Vitoria, M., Vella, S., & Ford, N. 2013. Scaling up antiretroviral therapy in resource-limited settings: adapting
guidance to meet the challenges. Current Opinion in HIV and AIDS, 8(1), 12-18. doi:
10.1097/COH.0b013e32835b8123
Wakeham, K., R. Harding, D. Bamukama-Namakoola, J. Levin, J. Kissa, R. Parkes-Ratanshi, G. Muzaaya, H.
Grosskurth and D. Lalloo. 2010. “Symptom Burden in HIV-infected Adults at Time of HIV Diagnosis in Rural
Uganda.” Journal of Palliative Medicine 13 (10): 375-380.
Walensky, R., R. Wood, M. Fofana, N. Martinson, E. Losina, M. April, I. Bassett, B. Morris, K. Freedberg and
D. Paltiel for the Cost-Effectiveness of Preventing AIDS Complications-International Investigators. 2011. “The
Clinical Impact and Cost-Effectiveness of Routine, Voluntary HIV Screening in South Africa.” Journal of
Acquired Immune Deficiency Syndromes 56 (1): 26-35.
Walker, D., M. Over and S. Bertozzi. 2011. “Can Cost Studies Improve the Performance of Donor-financed HIV
Treatment?” AIDS 25: 1795-1796.
Walker, A. S., Ford, D., Gilks, C. F., Munderi, P., Ssali, F., Reid, A., Katabira, E., Grosskurth, H., Mugyenyi, P.,
Hakim, J., Darbyshire, J. H., Gibb, D. M., & Babiker, A. G. 2010. Daily co-trimoxazole prophylaxis in severely
immunosuppressed HIV-infected adults in Africa started on combination antiretroviral therapy: an observational
analysis of the DART cohort. Lancet, 375(9722), 1278-1286. doi: 10.1016/S0140-6736(10)60057-8
Walshe, L, D. Saple, S. Mehta, B. Shah, R. Bollinger and A. Gupta. 2010. “Physician Estimate of Antiretroviral
Adherence in India: Poor Correlation with Patient Self-report and Viral Load.” AIDS Patient Care and STDs 24
(3): 189-195.
Walstrom, P., Operario, D., Zlotnick, C., Mutimura, E., Benekigeri, C., & Cohen, M. H. 2013. 'I think my future
will be better than my past': examining support group influence on the mental health of HIV-infected Rwandan
women. Glob Public Health, 8(1), 90-105. doi: 10.1080/17441692.2012.699539
Walusaga, H. A., Kyohangirwe, R., & Wagner, G. J. 2012. Gender differences in determinants of condom use
among HIV clients in Uganda. AIDS Patient Care and STDs, 26(11), 694-699. doi: 10.1089/apc.2012.0208
Wandera, B., M. Kamya, B. Castelnuovo, A. Kiragga, A. Kambugu, J. Wanyama, P. Easterbrook and A. Sethi.
2011. “Sexual Behaviors Over a 3-Year Period among Individuals with Advanced HIV/AIDS Receiving
Antiretroviral Therapy in an Urban Clinic in Kampala, Uganda.” Journal of Acquired Immune Deficiency
Syndromes 57 (1): 62-68.
Weaver, E. R., Pane, M., Wandra, T., Windiyaningsih, C., Herlina, & Samaan, G. 2014. Factors that Influence
Adherence to Antiretroviral Treatment in an Urban Population, Jakarta, Indonesia. PLoS One, 9(9), e107543.
doi: 10.1371/journal.pone.0107543
Weiser, S., D. Tuller, E. Frongillo, J. Senkungu, N. Mukibi and D. Bangsberg. 2010. “Food Insecurity as a
Barrier to Sustained Antiretroviral Therapy Adherence in Uganda.”PLoS ONE 5 (4): e10340.
Werb. D., E. Mills, J. Montaner and E. Wood. 2010. “Risk of Resistance to Highly Active Antiretroviral Therapy
among HIV-positive Injecting Drug Users: A Meta-Analysis.” Lancet 10: 464-469.
Wester, C. W., Stitelman, O. M., deGruttola, V., Bussmann, H., Marlink, R. G., & van der Laan, M. J. 2012.
Effect modification by sex and baseline CD4+ cell count among adults receiving combination antiretroviral
therapy in Botswana: results from a clinical trial. AIDS Research and Human Retroviruses, 28(9), 981-988. doi:
10.1089/AID.2011.0349

132	
  
	
  
When To Start Consortium. 2009. “Timing of Initiation of Antiretroviral Therapy in AIDS-free HIV-1-infected
Patients: a Collaborative Analysis of 18 Cohort Studies.” Lancet 373: 1352-1363.
Williams, A. B., Wang, H., Li, X., Chen, J., Li, L., & Fennie, K. 2014. Efficacy of an evidence-based ARV
adherence intervention in China. AIDS Patient Care and STDs, 28(8), 411-417. doi: 10.1089/apc.2014.0070
Williams, B., R. Granich and C. Dye. 2011b. “Role of Acute Infection in HIV Transmission.” The Lancet 378:
1913-1914.
Wilkinson, L. S. 2013. ART adherence clubs: A long-term retention strategy for clinically stable patients
receiving antiretroviral therapy. Southern African Jounral of HIV Medicine, 14(2), 48-50.
Wisaksana, R., A. Indrati, A. Fibriani, E. Rogayah, P. Sudjana, T. Djajakusumah, R. Smantri, B. Alisjahbana, A.
van der Ven and R. van Crevel. 2010. “Response to First-Line Antiretroviral Treatment among Human
Immunodeficiency Virus-Infected Patients with and without a History of Injecting Drug Use in Indonesia.”
Addiction 105: 1055-1061.
Wolff, M., C. Cortés, B. Shepherd and C. Beltrán. 2010. “Long-Term Outcomes of a National Expanded Access
Program to Antiretroviral Therapy: The Chilean AIDS Cohort.” Journal of Acquired Immune Deficiency
Syndromes 55: 368-374.
Wolpaw, B. J., Mathews, C., Mtshizana, Y., Chopra, M., Hardie, D., Lurie, M. N., De Azevedo, V., & Jennings,
K. 2014. Patient experiences following acute HIV infection diagnosis and counseling in South Africa. PLoS One,
9(8), e105459. doi: 10.1371/journal.pone.0105459
Wong, W. C., Luk, C. W., & Kidd, M. R. 2012. Is there a role for primary care clinicians in providing shared
care in HIV treatment? A systematic literature review. Sexually Transmitted Infections, 88(2), 125-131. doi:
10.1136/sextrans-2011-050170
Wood, E., R. Hogg, V. Lima, T. Kerr, B. Yip, B. Marshall and J. Montaner. 2008. “Highly Active Antiretroviral
Thearpy and Survival in HIV-infected Injection Drug Users.” JAMA 300 (5): 550-554.
Woodd, S. L., Grosskurth, H., Levin, J., Amuron, B., Namara, G., Birunghi, J., Coutinho, A., & Jaffar, S. 2014.
Home-based versus clinic-based care for patients starting antiretroviral therapy with low CD4(+) cell counts:
findings from a cluster-randomized trial. AIDS, 28(4), 569-576. doi: 10.1097/QAD.0000000000000056
World Health Organization (WHO). 2014a. Technical report: Access to antiretroviral drugs in low- and middleincome countries. Geneva, Switzerland: WHO.
World Health Organization (WHO). 2014b. HIV prevention, diagnosis, treatment and care for key populations:
Consolidated guidelines. Geneva, Switzerland: WHO.
World Health Organization (WHO). 2014c. March 2014 supplement to the 2013 consolidated guidelines on the
use of antiretroviral drugs for treating and preventing HIV infection: Recommendations for a public health
approach. Geneva Switzerland: WHO.
World Health Organization (WHO). 2013. Consolidated guidelines on the use of antiretroviral drugs for treating
and preventing HIV infection. Geneva, Switzerland: WHO.
World Health Organization (WHO). 2012g. Guidance on Couples HIV Testing and Counseling including
Antiretroviral Therapy for Treatment and Prevention in Serodiscordant Couples: Recommendations for a Public
Health Approach. Geneva, Switzerland: WHO.

133	
  
	
  
World Health Organization (WHO). 2011d. Global HIV/AIDS Response: Epidemic Update and Health Sector
Progress
towards
Universal
Access.
Geneva,
Switzerland:
WHO
Available
at
http://www.who.int/hiv/pub/progress_report2011/summary_en.pdf
World Health Organization (WHO). 2011b. WHO, Department of Reproductive Health and Research. 2011b.
“Statement on the Heffron et al study on the safety of using hormonal contraceptives for women at risk of HIV
infection.” Geneva, Switzerland: WHO. http://whqlibdoc.who.int/hq/2011/WHO_RHR_11.28_eng.pdf
World Health Organization (WHO). 2011e. Harmonized Monitoring and Evaluation of Indicators for
Procurement and Supply Management Systems. Geneva, Switzerland: WHO.
World Health Organization (WHO). 2010g. “Antiretroviral therapy for HIV infection in adults and adolescents:
recommendations for a public health approach.-2010 revision.” Geneva, Switzerland: WHO.
World Health Organization (WHO). 2010i. “Antiretroviral drugs for treating pregnant women and preventing
HIV infection in infants: recommendations for a public health approach. – 2010 version.” Geneva, Switzerland:
WHO.
World Health Organization (WHO). 2009j. Rapid Advice. Antiretroviral Therapy for HIV Infection in Adults and
Adolescents. Geneva: WHO. http://www.who.int/hiv/pub/arv/advice/en/index.html
World Health Organization (WHO). 2007c. “Scaling Up Priority HIV/AIDS Interventions In The Health Sector:
Progress Report.” Geneva, Switzerland: WHO.
World Health Organization (WHO). 2006b. “Global Strategy for the Prevention and Control of Sexually
Transmitted Infections: 2006-2015.” Geneva, Switzerland: WHO.
WHO, UNAIDS and UNICEF. 2011b. Global HIV/AIDS Response: Epidemic Update and Health Sector
Progress towards Universal Access, Progress Report 2011. Geneva, Switzerland: WHO.
WHO, UNICEF, & UNAIDS. 2013. Global Update on HIV Treatment: Results, Impacts, and Opportunities.
Geneva, Switzerland.
WHO, UNICEF, & UNAIDS. 2014. Global AIDS Response Progress Reporting 2014: Construction of Core
Indicators for Monitoring the 2011 UN Political Declaration on HIV and AIDS. Geneva, Switzerland.
Wouters, E., Van Damme, W., van Rensburg, D., Masquillier, C., & Meulemans, H. 2012. Impact of
community-based support services on antiretroviral treatment programme delivery and outcomes in resourcelimited countries: a synthetic review. BMC Health Services Research, 12, 194. doi: 10.1186/1472-6963-12-194
Wouters, E., W. van Damme, F. van Loon, D. van Rensburg and H. Meulemans. 2009b. “Public-sector ART in
the Free State Province, South Africa: Community Support as an Important Determinant of Outcome.” Social
Science & Medicine 69: 1177-1185.
Writing Committee for the CASCADE Collaboration. 2011. “Timing of HAART Initiation and Clinical
Outcomes in Human Immunodeficiency Virus Type1 Seroconverts.” Archives of Internal Medicine171:15601569.
Wynberg, E., Cooke, G., Shroufi, A., Reid, S. D., & Ford, N. 2014. Impact of point-of-care CD4 testing on
linkage to HIV care: a systematic review. Journal of the International AIDS Society, 17, 18809. doi:
10.7448/IAS.17.1.18809
Yalew, E., Zegeye, D. T., & Meseret, S. 2012. Patterns of condom use and associated factors among adult HIV
positive clients in North Western Ethiopia: a comparative cross sectional study. BMC Public Health, 12, 308.
doi: 10.1186/1471-2458-12-308

134	
  
	
  
Yin, L., Wang, N., Vermund, S. H., Shepherd, B. E., Ruan, Y., Shao, Y., & Qian, H. Z. 2014. Sexual Risk
Reduction for HIV-Infected Persons: A Meta-Analytic Review of "Positive Prevention" Randomized Clinical
Trials. PLoS One, 9(9), e107652. doi: 10.1371/journal.pone.0107652
Ying, R., Barnabas, R. V., & Williams, B. G. 2014. Modeling the Implementation of Universal Coverage for
HIV Treatment as Prevention and its Impact on the HIV Epidemic. Current HIV/AIDS Reports, 11(4), 459-467.
doi: 10.1007/s11904-014-0232-x
Zachariah, R., W. Van Damme, V. Arendt, J. Schmit and A. Harries. 2011a. “The HIV/AIDS Epidemic in SubSaharan Africa: Thinking Ahead on Programmatic Tasks and Related Operational Research.” Journal of the
International AIDS Society 14 (Supplement 1): S7.
Zachariah, R., K. Taylor-Smith, M. Manzi, M. Massaquoi, B. Mwagomba, J. van Girensven, I. van Engelgem, L.
Arnould, E. Schouten, F. Chimbwandira and A. Harries. 2011b. “Retention and Attrition during the Preparation
Phase and after the Start of Antiretroviral Treatment in Thyolo, Malawi and Kibera, Kenya: Implications for
Programs?” Transactions of the Royal Society of Tropical Medicine and Hygiene 105: 421-430.
Zhou, F., G. Kominski, H. Qian, J. Wang, S. Duan, Z. Guo and X, Zhao. 2011. “Expenditures for the Care of
HIV-Infected Patients in Rural Areas in China’s Antiretroviral Therapy Programs.” Biomed Central Medicine
9:6.

