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What I plan to cover
• Valerie: I have asked you to take a look at 

• the evidence for the public health effects of PrEP.

• Does PrEP work on a population level? How would we know if it was? What’s the 
evidence? Where from (UK? US? Australia? Lower income settings?) 

• How do we disentangle, if we can, the effect of PrEP from the effect of U=U and 
does it matter? 

• And finally, though we will be looking at this in more detail, to what extent does 
the effect of PrEP go beyond its mere efficacy and act as a catalyst for better 
sexual healthcare and health-seeking behaviours? A lot in 20 minutes, I know.  -
GUS 



Questions – Raise your hand (glass!)

• Can we end HIV in our life time? 

• If we can will we?

• Is Prep the solution we have been waiting for? 



Take home message

• PrEP works and is working, it is a key prevention tool and 
is cost-saving

• PrEP can be scaled up relatively quickly provided there is 
a good infrastructure to monitor its impact at the 
individual and population level. 

• The relative contribution of PrEP in reducing transmission 
is context and setting specific 

• PrEP will work best as part of Combination Prevention 
Programme specific to needs of the local community



Is Prep working (in the real world)?
Efficacy vs Effectiveness

Efficacy for men  yes

Efficacy for women ???

‘We urge the regulators to hold product developers to a higher 
standard in drug development plans that will gain sufficient data 
across a range of populations in a timely and efficient manner’ 



What modelling work tells us
• There is agreement that PrEP works, is cost-effective and benefits 

health (eg from Netherlands, UK, Germany)
• Cost saving models extend to a 40 year period – this time can be 

substantially reduced if using low-cost drugs and services
• The number of persons who are at high risk and on PrEP is a key 

parameter to the epidemiological and economic impact
• Other important parameters including cost of ARVs, daily vs event 

based PreP use and uptake by low risk persons
• However models rely on assumptions that are only true today and 

may not be good predictors of the future….



Combination or high-impact 
prevention is a set of strategically-
selected interventions that matches 
the needs of a given country or 
community--and is delivered at the 
scale needed to make an impact. 
It means doing less of something and 
far more of others. 
It means making tough decisions and 
measuring impact. Above all, it means 
moving with clarity and speed.  (AVAC)





Population-level effectiveness 

• Few International examples 

• Uptake has been slower and has been geographically patchy. 

• Sydney/NSW Australia is probably best case study to date.

• In the USA, HIV PrEP was approved in 2012, and CDC estimated that 
492 000 MSM (25% of all sexually active MSM) would benefit from 
PrEP. So far uptake is slow and better in some cities eg San Francisco 

• Few countries in Europe have implemented PrEP



Countries showing declines in the rates of new HIV diagnosis 
reported in MSM, 2008-2017

Source: ECDC/WHO (2018). HIV/AIDS Surveillance in Europe 2018– 2017 data
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Receiving PrEP at least once

Receiving PrEP first time

(absolute numbers using PrEP)

`

` `

Declines in 
new diagnoses

Numbers receiving PrEP in the last 12 months per 100 000 of 
the adult population (aged 15-64), 2018

Source: ECDC. PrEP for HIV prevention in Europe and Central Asia. Monitoring implementation of the Dublin Declaration on partnership to fight HIV/AIDS in Europe and 
Central Asia. Stockholm: ECDC; 2019. In Press.
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0% 20% 40% 60% 80% 100%

Self-sampling

Self-testing

Other health care settings (pharmacies)

Community testing (lay provider)

Indicator-condition testing

Community testing (medical provider)

Partner notification

Provider initiated in primary care

Provider initiated in secondary care

Routine HIV testing in sexual health clinics

Routine antenatal screening

Full coverage (96-100%) High coverage (61-95%) Medium coverage (30-60%) Low coverage (<30%)

Source: ECDC. Dublin Declaration monitoring 2018; validated unpublished data. 

Coverage of diverse modes of HIV testing



Prep is working but its impact 
will depend on numerous factors…

❖Individual  

❖System 

❖People



The Impact of Prep will depend on…

Individual factors

❖ Taking it  - awareness, access, 
affordability, tolerability 

❖ Getting monitored – awareness, access 
and affordability of baseline and ongoing 
HIV and other tests

❖ Getting treatment if seroconvert –
awareness of U=U, access and affordable 
HIV care



The Impact of Prep will depend on…

System factors

❖Political will, funding, policies and 
guidelines

❖Roll out of other combination prevention 
tools (eg condoms)

❖Roll out of ‘Test and Treat’ strategies

❖Scaling up of HIV and STI testing and other 
tests among Prep users



The Impact of Prep will depend on…

People factors

❖Context of the epidemic 
(prevalence/undiagnosed/incidence)

❖Community ownership and engagement

❖Testing ‘culture’ and coverage

❖Knowledge of U=U

❖ Knowing who will most benefit 
(?defining high risk ?size) 

❖Surveillance and monitoring systems to 
guide the response (eg testing, HIV case 
surveillance, people in HIV care)



PrEP 
Quintiles

PrEP utilization in 2017
(Among People At Risk)

(95% CI)

HIV Incidence Rate in 
2017

(Per 100 PY PAR)
1 

(Lowest)
1.1%

(0.9 – 1.2)
5.39

(5.25 – 5.53)

2
2.7%

(2.5 – 2.9)
5.27

(5.14 – 5.41)

3
5.6%

(5.1 – 6.1)
5.22

(5.08 – 5.36)

4
9.6%

(9.0 – 10.3)
5.15

(5.01 – 5.28)
5

(Highest)
18.5%

(16.8 – 20.3)
4.55

(4.43 – 4.66)

17

In 2017, HIV incidence was 15.7% lower among FTCs with the highest PrEP use
(18.5 per 100 PAR) compared to those with the lowest PrEP use (1.1 per 100 PAR)

Results: PrEP Use vs. HIV Incidence Rate in the 19 FTCs

The Impact of PrEP on HIV Incidence in 19 FTCs in the US, 2012-2017

Mera R1, Hawkins T1, Bush S1, Nguyen C1, Anderson J1, Asubonteng
J1, Das M1 and McCallister S1 1Gilead Sciences
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New South Wales, Australia



Rapid roll out: Target of 37000 men - recruited over 8 months, 
>4000 person years follow up. 2 seroconversions both non-adherent. 
Declines in new diagnoses and new infections over period

The study was promoted by ACON and other HIV non-governmental 
organisations, clinicians, researchers, and the NSW Ministry of 
Health. Potential participants were risk using a brief online 
questionnaire, administered by clinicians or peer educators

‘Our results support the population-level effectiveness of PrEP less 
than 2 years after commencement of PrEP roll-out. Rapid, targeted, 
high-coverage roll-out to scale was accompanied by rapid reductions 
in HIV incidence at the population level. PrEP is a highly effective 
element of the combination prevention approach in MSM.’



Much greater demand and uptake than anticipated
7621 participants by 12 months, almost 10,000 by 18 months  20% of 
sexually active gay-identifying men living in New South Wales who were 
HIV negative or HIV status unknown.

The continuing high rate of PrEP initiation in NSW reflects a less restrictive 
definition of high risk than in the initially and increasing rates of 
condomless anal intercourse. 

Public funding of PrEP began April 1, 2018 and allows PrEP prescription by 
all Australian general practitioners. This should assist in ensuring more 
equitable reductions in HIV diagnoses.



San Francisco, California



San Francisco
Monitoring key indicators





San Francisco 
Key indicators of the PrEP continuum 
were evaluated from two population-based studies; 369 HIV-negative trans 
women from Trans*National Study, 2016-2018 and 399 men who have sex with 
men (MSM) from National HIV Behavioral Surveillance System, 2017



San Francisco
Monitoring of other key indicators



London, England



Conclusions The 17% fall in new HIV diagnoses in MSM in England 
between October 2014–September 2015 and October 2015–
September 2016 was focussed in five clinics which experienced a 32% 
decline. 
The fall seen at these five clinics coincided with accelerated treatment 
at diagnosis and a substantial increase in HIV testing, particularly repeat 
testing. The volume of tests and rapid treatment following diagnosis is 
now likely to have reached a level that decreases the number of men 
with transmissible levels of virus thereby reducing transmission. 

The use of PrEP among high-risk MSM, although limited at this stage, 
will also have contributed to the fall in new diagnoses. 



Data Source: Public Health England



56 Dean St
HIV tests, new diagnoses and time to viral suppression
in gay/bisexual men 
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Estimates of HIV incidence in gay and bisexual men: 
England, 2008 to 2017

© Crown copyright 2018
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Number of new HIV diagnoses in 
selected UK cities, 2014-2018
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Stigma and discrimination, Positive Voices 2017: UK Cities  

National and Subnational 90-90-90 Calculations: UK Cities
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Been worried that you would be treated
differently to other patients?

Avoided seeking healthcare when you
needed it?

Been treated differently to other patients?

Felt that you were refused healthcare or
delayed a treatment or medical

procedure?

Yes, in the past year Yes, more than a year ago



PozQoL Scale Assessing quality of life 
among People living with HIV

13 items across 4 domains

Health 
concerns

I worry about my health

I worry about the impact of HIV on my health

I fear the health effects of HIV as I get older

Psychological
I am enjoying life

I feel in control of my life

I am optimistic about my future

I feel good about myself as a person

Social
I feel that HIV limits my personal relationships

I lack a sense of belonging with people around me

I am afraid that people might reject me when they learn I 
have HIV

Functional
I feel that HIV prevents me from doing  as much as I would 
like

Having HIV limits my opportunities in life

Managing HIV wears me out
Curtesy: Graham Brown





Take home message

• PrEP works and is working, it is a key prevention tool and is cost-saving
• PrEP can be scaled up relatively quickly provided there is a good 

infrastructure to monitor its impact at the individual and population level. 
The demand may be higher than anticipated. 

• The relative contribution of PrEP in reducing transmission is context 
specific influenced by many factors (individual, health system and 
population level)

• PrEP will work best as part of Combination Prevention Programme specific 
to needs of the local community. Monitoring progress is vital.

• The Combination Prevention strategies need to be evidence-based, 
pragmatic, rights-based and community-owned.

• Successful implementation means PrEP for all who need it and at the time 
they need – ie addressing health inequalities
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