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Revolutionising HIV Prevention and Maximising Treatment Impact in
Australia

[Meeting our Commitment to Implement the 2011 United Nations Political Declaration on HIV/AIDS]

PROGRESS REPORT

Bill Whittaker

_________________________________________

1. INTRODUCTION

The global fight against AIDS has reached a defining
moment.  We now have the knowledge and the means to
drive down new HIV infection rates, accelerate progress in
reducing illness and deaths from HIV and for the first time
contemplate an AIDS free generation.

This paper reports on Australia’s progress in
responding to these scientific advances and to
implementing the 2011 United Nations Political
Declaration on HIV/AIDS1, which all countries have
endorsed as the framework for global action to end the
epidemic.

This paper also updates the discussion paper
Revolutionising HIV Prevention and Maximising
Treatment Impact in Australia2, released in December
2011, to reflect any significant changes in science, policy,
and strategy since then.

This paper restates the case made in the first version
that Australia needs to take bold policy and program
actions to revitalize our response to HIV. These actions
are described and progress in implementing them
reported on.

The first version of this paper was circulated widely
and gained considerable attention.  Many individuals and
key HIV organizations endorsed the paper. However, the
paper’s call for action to revitalize Australia’s HIV
response and to implement the 2011 United Nations
Political Declaration on HIV/AIDS has not materialized.

In contrast, the recent International HIV/AIDS
Conference in Washington DC showcased scientific

advances which for the first time can enable us to
envision a world without AIDS. Many countries, including
the USA, Thailand and several African countries, had
success stories to tell.

Disappointingly, Australia had nothing to say about
revitalizing our national strategy and how we plan to meet
our commitments under the 2011 UN Political Declaration
on HIV/AIDS. There will be no escaping the spotlight
when Australia hosts the International AIDS Conference in
Melbourne in 2014.

Today, many agree that inertia and complacency
pervade much of Australia’s response to HIV, just at a
time when new HIV prevention and treatment approaches
can dramatically change the course of the epidemic.

To remedy this, we need the kind of leadership and
community resolve seen at other key moments in the
epidemic’s history - so we make the right decisions at this
challenging, but exciting time.

2. ADVANCES IN HIV TREATMENT
The past several years have seen major advances in

the scientific understanding of HIV and its treatment.
Many antiretroviral (ARV) drugs3 are now available,
allowing for HIV treatment to be tailored to the individual.
Today’s HIV treatments are effective and generally well
tolerated. Big improvements have been made in reducing
pill burdens and once daily single tablet combinations of
different drugs are available.  Issues of adherence to
treatment and drug resistance remain a challenge, but
many millions of people are successfully on ARV
treatment.

2.1 Early treatment of HIV – for individual benefit

The impact of HIV treatment in preventing disease
progression and prolonging life has been demonstrated all
over the world.

While the benefits of ARV treatment are uncontested,
the question of when ARV treatment should be started in
patients with less advanced HIV disease (e.g. for people
with a CD4 count4 above 500 cells/mm³) has not been
answered definitively and is a focus of continuing
research and debate.5 6

Many clinicians now recommend their patients start
treatment well before progressing to advanced HIV
disease – an approach supported by large observational
studies7 8 9 which found benefit in treating earlier. Recent
studies looking at life expectancy of HIV positive people

This updated paper urges Australia to seize
the opportunities afforded by scientific

advances to:

• drive down rates of new HIV infections
in Australia; and

• maximise the health prospects for
Australians living with HIV,

so we reach the global goal of ending the
HIV epidemic as envisioned by the 2011 UN

Political Declaration on HIV/AIDS.
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“If you are going to be on
HIV medications for years,
sparing a few months on the
front end (and perhaps
risking additional
complications) doesn’t seem
like a good investment.”

Assoc. Professor Ben Young
MD. www.thebody.com

have found that taking ARV treatment to maintain a high
CD4 count will likely translate into a mortality benefit10 11.

It is true that some studies12 have not found a clinical
advantage in starting ARV treatment with a CD4 count
above 500 - but none have found any previously
unidentified increased risk due to long-term ARV
treatment  use either13 14.

Some argue that more research is needed on the
optimum point to start HIV treatment.  Other concerns
about early treatment include the cost of the medication;
the possibility of developing long-term treatment related
side-effects and toxicities; the possibility of developing
early resistance to HIV treatments; and the fact that
treatment is a life-long commitment which some patients
may not be ready to make.

However, expert opinion is now clearly favouring
starting ARV treatment early, as soon as the patient is
ready, based on the following factors15 :

 Untreated HIV infection may have detrimental effects
at all stages of infection.

 Later treatment may not repair damage associated
with viral replication and immune activation during
early stages of infection.

 Earlier treatment may reduce the added risk for HIV
positive patients of developing health problems like
cardiovascular, liver and kidney disease, mental
health problems and cancers16.

 Treatment has an important added benefit of helping
prevent HIV transmission to sexual partners (see
section 3).

2.2 Discussion

The arguments in favour of starting ARV treatment
earlier at higher CD4 counts are increasingly compelling.
Indeed, few if any disadvantages have been shown in
starting treatment early with the potent and well tolerated
ARV drugs that are now
available.

Given that ARV
treatment needs to be life-
long, then deferring
treatment for months or a
few years is unlikely to
save significant time on
ARV treatment and may
incur additional health
risks for people with HIV.

Ultimately, starting
treatment is a decision for HIV positive people to make, in
consultation with their doctors.  To support this, HIV
positive Australians need to be informed of the latest
thinking about when to start ARV treatment and the
secondary benefit that ARV treatment has in helping
prevent HIV transmission.

3. ADVANCES IN HIV PREVENTION

The role of ARV treatment in helping prevent HIV
transmission was the centre of attention at the recent
International AIDS Conference17 in Washington DC -
“treatment as prevention”18 is now the focus of intense
worldwide interest and action.

As noted by UNAIDS19 Executive Director Michel
Sidibé, we can now think about the role of ARV treatment
in a new way, not just to save lives of those infected, but

to prevent infection in the first place – making the step
from averting illness in individuals to dramatically slowing
the epidemic in populations20.

The impetus for these developments came from two
ground-breaking clinical studies (HPTN 052 and iPrEx),
discussed below, which provide clear evidence of the
powerful effectiveness of ARV treatment in reducing HIV
transmissions. Implementation of “Test and treat” policy
approaches in North America (see section 3.3) are also
demonstrating the impact ARV treatment has in improving
health outcomes for people with HIV and reducing HIV
infection rates.

3.1 HIV Prevention Trials Network (HPTN) 052
Study & Implications

The HPTN 05221 study looked at transmission of HIV
in HIV-discordant22 heterosexual couples23 in Africa, Asia
and North and South America.

The study found that immediate provision of ARV
treatment to the HIV positive partner led to a 96%
reduction in HIV transmissions. Unprotected intercourse
was rare among participants and declined over 2 years of
follow up24.

The HPTN 052 study amounted to two randomized
controlled trials: one for prevention and one for treatment,
with the therapeutic benefit of starting ART earlier
demonstrated by a 41% reduction in disease
progression/death and an 80% reduction in TB.

The HPTN 052 study is the first randomized clinical
study to show that treating HIV infected individuals with
ARV drugs markedly reduces the risk of sexual
transmission of HIV to their uninfected partners. Further
analysis of HPTN 052 has found that providing ARV
treatment to sero-discordant couples is very cost effective
in any setting25.

Some have questioned the translatability of the HPTN
052 study results to MSM, given we don't have results
from a similar randomized clinical trial among MSM sero-
discordant couples. However, WHO guidelines26 now
recommend treatment can be offered to all HIV positive
people in sero-discordant relationships, noting the
emerging international scientific consensus that ARV
treatment significantly reduces the risk of sexual
transmission of HIV regardless of the population or
setting.

3.2 ARV treatment to prevent infection in HIV
negative people & Implications

The US Food and Drug Administration (FDA) recently
approved the drug Truvada (FTC/TDF) for use in HIV
negative adults to prevent sexual transmission of HIV.  It
is expected that Gilead Pharmaceuticals, the
manufacturer of Truvada, will lodge an application for
similar use in Australia and many other countries.

The US Centers for Disease Control (CDC) has issued
interim guidance for use of PrEP in MSM27 and more
recently in heterosexuals28.

FDA approval was based on the iPrEx study29 30 - the
first clinical study to demonstrate the safety and efficacy
of using ARV drugs to prevent HIV infection in HIV
negative people. The study recruited men and
transgender women who have sex with men.

The study found that daily PrEP reduced HIV
infections among participants by an average of 44% to
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73%.  This variation is attributed to poor adherence with
taking the study medication in some study sites.

Results were significantly more impressive in San
Francisco, probably because study participants were likely
to be knowledgeable about HIV and linked into care,
counselling and information services - all of which support
patient adherence to taking medication.  The results from
San Francisco study sites found 95% of those in the
treatment arm had detectable ARV drug levels in their
blood.  There were no HIV infections among those who
took the drug.

PrEP would likely have comparable acceptability and
impact in Australia31, as there are many similarities
between San Francisco and major Australian cities in the
pattern of their HIV epidemics, including having cohesive,
well organised gay communities with a long history of
successful HIV responses.

Another study32 looked at PrEP in heterosexual HIV
sero-discordant couples and found that ARV treatment
can protect HIV negative heterosexual partners from
becoming infected.  There was a 75% reduction in
infections among HIV negative participants who took the
study drugs.

No evidence of increased risky sexual behaviour or
decreased condom usage was reported in these two
studies.

The introduction of PrEP as a new addition to the HIV
prevention armamentarium raises practical and ethical
challenges to be worked through33 34. The question is not
whether PrEP should be made available – the arguments
in favour are overwhelming - but how to make it available
in a carefully targeted way for maximum impact as part of
“combination prevention”.

3.3 “Test and Treat” Programs - Impact of ARV
treatment on HIV transmission

“Test and Treat” reflects accumulating evidence about
the individual and public health benefits of early ARV
treatment.

These programs utilize community and public health
leadership to widely promote HIV testing and ARV
treatment: all people diagnosed with HIV are offered
immediate ARV treatment, irrespective of their CD4 count.

The Canadian province of British Columbia has been
at the forefront of “test and treat” interventions, resulting in
improved health outcomes and marked declines in new
HIV infections - in contrast to the rest of Canada35.

San Francisco’s “Test and Treat” program36 is seeing
impressive declines in new HIV infections and decreased
community viral load (see Figure 1) 37.

A study38 modelling the impact of expanding ARV
treatment to all HIV-infected adults in care in San
Francisco predicts further decreases in new HIV infections
from expanded ARV treatment at five years of between
59% and 76% among MSM.

A feature of San Francisco’s “Test and Treat” program
is the removal of cost and other impediments to accessing
HIV testing and ARV treatment.  The program also has a
strong focus on keeping HIV positive people linked to care
(especially people newly diagnosed with HIV).

4. GLOBAL PROGRESS IN RESPONDING
TO ADVANCES IN HIV TREATMENT &
PREVENTION

Over the past two years there has been a flurry of
activity around the world in response to better tolerated
ARV treatments becoming available; mounting evidence
about the individual benefit of starting ARV treatment
early; and landmark studies showing the benefit of ARV
treatment in helping prevent HIV transmission.

Global progress in responding to these developments
is discussed below.

4.1 2011 United Nations Political Declaration on
HIV/AIDS39

In June 2011, the United Nations General Assembly
endorsed an ambitious Declaration designed to intensify
the fight against AIDS.

The Declaration was significantly informed by the
recent scientific advances described earlier, including
findings about the individual benefit of starting ARV
treatment earlier and using ARV treatment to help prevent
HIV transmission.

Bold prevention and treatment targets are the
centrepiece of the Declaration, including commitments to:

 Reduce sexual transmission of HIV by 50% by 2015.
 Reduce HIV transmissions through injecting drug use

by 50% by 2015.
 Eliminate mother to child HIV transmission by 2015.
 Have 15 million people living with HIV in low- and

middle-income countries on ARV treatment by 2015.

These targets are baseline and better placed countries
like Australia are expected to set more ambitious
prevention and treatment targets.

The Declaration commits all countries to take action to
meet these targets, including by:
a) Scaling up prevention and treatment programs to

achieve universal access for all in need.
b) Deploying new biomedical prevention interventions

as soon as they are validated, such as microbicides,
HIV treatment prophylaxis and earlier ARV treatment
as prevention.

c) Prioritizing prevention and treatment programs to
reach populations at high risk.

d) Promoting HIV testing and making testing easily
accessible.

e) Adopting harm reduction policies and ensuring wide
availability of condoms and sterile injecting
equipment.

f) Promoting male circumcision in certain contexts.
g) Mobilizing communities, particularly through

exploiting new technologies for communication and

Figure 1
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“I am – frankly -
alarmed to find that very few
countries have started the
process of formally - and fully -
incorporating the commitments,
targets, actions and timelines of
the Political Declaration into
their national HIV strategies and
financing plans. Yet the
Declaration promises that
member states will complete this
process by the end of 2012. My
own country needs to do much
better.”

Australia’s UN
Ambassador, Gary Quinlan

“This is an ambitious goal,
and I recognise that I am
not the first person to
envision it.  But creating
an AIDS-free generation
has never been a policy
priority for the United
States government—until
today.”

Secretary of State Hillary
Clinton

“Health Department
experts had reviewed the
studies on ARV treatment and
have concluded that offering
ARV treatment to all people
living with HIV will help people
with HIV infection live longer,
healthier lives and will greatly
reduce their chances of
transmitting the infection to
their partner.”

NYC Mayor Michael
Bloomberg

connecting people – such as social media, mobile
phones and the internet.

h) Fighting stigma and discrimination and creating
enabling legal, social and policy frameworks to
maximize prevention and treatment uptake,
especially among populations at high risk.

In adopting the UN Declaration, all countries agreed
to update their national HIV strategies and financing plans
by 2012 to reflect scientific advances and the
Declaration’s targets and commitments40.

4.1.1 Implementation – Australian leadership

Australia played a pivotal role in negotiating the 2011
UN Political Declaration on HIV/AIDS and obtaining the
agreement of all UN Member States to fully implement it41.
Consequently, Australia is expected to show leadership in
implementing the Declaration’s commitments
domestically, as well as championing its implementation
internationally.

Governmental leadership in implementing the
Declaration has been disappointing.  This issue was
discussed at the Federal Health Minister’s HIV advisory
committee and at meetings of Commonwealth, State and
Territory health officials held late 2011 and early 2012.

However, after a
promising start,
discussions stalled,
prompting NSW and
more recently
Queensland to begin
developing their own
responses to the
Declaration and its
targets and
commitments.

In a recent address
to the UN General
Assembly, Australia’s
ambassador to the
United Nations, Gary
Quinlan, took the
opportunity to express
alarm at the lack of
progress in
implementing the Declaration in Australia and in other
countries.  Ambassador Quinlan urged countries to fulfil
their promises under the Declaration.

Progress:
 Australia is not acting to meet our commitments

under the 2011 UN Political Declaration on HIV/AIDS,
adopted over 12 months ago.

4.2 Commitment to an “AIDS-free generation” -
renewed USA leadership

In July 2010, President Obama released the first ever
national HIV/AIDS strategy42 for the USA.  This
impressive plan contains clear targets, timelines and
program actions.

To complement this strategy, the US Centres for
Disease Control (CDC) launched a Strategic Plan for HIV
Prevention43 in 2011, with a proposed $USD394 million
budget.  This plan focuses on providing wide access to
HIV testing; expanding ARV treatment uptake;
recognizing the impact of ARV treatment in reducing HIV

transmission; improving access to condoms and sterile
syringes; delivering prevention programs for HIV positive
people and their partners; and ensuring a special focus on
populations at higher risk
to HIV/AIDS

In November 2011, US
Secretary of State Hillary
Clinton announced that the
US is now committed to a
policy of achieving an
AIDS-free generation by
using ARV treatment as the
central tool in a strategy to
radically reduce new HIV
infections. The Secretary
has recently promised a
blueprint for achieving an AIDS free generation by World
AIDS Day 2012, to be developed by  US. Global AIDS
Coordinator Eric Goosby

Many government and civil society leaders around the
world have endorsed the prospect of an “AIDS-free
generation” and promised to commit leadership, energy,
policies and programs towards that goal. Undoubtedly,
the phrase “AIDS-free generation” 44 defined the 2012
International AIDS Conference in Washington DC.

Progress:
 The Federal Health Minister announced on 27 July

that Australia had signed the Washington
Declaration45, which endorses the prospect of an
AIDS-free generation and calls for actions to meet
that goal.

 There has been no follow up on the Minister’s
announcement.

4.3 “Test and Treat” programs expanding

As mentioned earlier, “test and treat” programs in
Vancouver and San Francisco are delivering improved
health outcomes and marked declines in new HIV
infections46 47.

San Francisco’s experience has particular relevance
to Australia. Like major Australian capital cities, San
Francisco has a significant MSM population, with
significant HIV prevalence, and a cohesive and well
organised gay community with a long history of successful
HIV awareness campaigns.

“Test and Treat” is also being implemented in New
York City48 49 with substantial declines in rates of HIV
infection among MSM being predicted50. Washington DC
is implementing a “test and treat” program. The US State
of Georgia recently
endorsed a “test and
treat” policy for that
State. Other US States
are expected to follow.

The US Centres for
Disease Control (CDC)
is actively supporting
the “Test and Treat”
approach, including
supporting innovations
like using pharmacies as
HIV testing sites and
home based rapid
testing.



5

“There is no excuse,
scientifically, to say we
cannot achieve an AIDS free
generation. What we need
now is the political and
organizational will to
implement what science has
given us.”

Dr Anthony Fauci, director of
the US National Institute of
Allergy and Infectious
Diseases.

Progress:
 Australia is not moving to implement “Test and Treat”

programs.

4.4 Guidelines for ARV Treatment in HIV-1 Infected
Adults and Adolescents

Most health professionals and policy makers will
consider treatment guidelines for what they are –
guidelines not directives.  They may also take into
account different treatment guidelines produced from
different sources and weigh up differences between them.
Despite their limitations, guidelines can be a useful
reference for those working in the HIV field.

Australia does not produce its own HIV treatment
guidelines.  Instead, we use the US Department of Health
and Human Services (DHHS) Guidelines for the Use of
Antiretroviral Agents in HIV-1-Infected Adults and
Adolescents51 as our main guideline reference, as do
many other countries, including Canada. The DHHS
guidelines are developed by an eminent group of
scientists, clinicians and community experts. ASHM is
funded to produce a commentary52 on the DHHS
guidelines focusing on access issues and technical
differences.

The US DHHS guidelines were updated in April 2012
to recommend that all people with HIV should start ARV
treatment, irrespective of their CD4 cell count (i.e. from
the earliest time of infection through to advanced
disease).  The reasoning behind this recommendation is
explained in section 2.1.

The British HIV Association (BHIVA) periodically
releases HIV treatment guidelines and their latest
guidelines53 published in
April 2012 have some
differences with the US
DHHS guidelines.  The
BHIVA guidelines
recommend that
patients can wait until
their CD4 count is ≤350
CD4 cells before
starting ART treatment
(there are several
caveats where earlier
treatment is
recommended).

The BHIVA
guidelines are largely in
line with the US DHHS’ recommendations on treatment as
prevention: the BHIVA guidelines recommend that “the
evidence that ART treatment lowers the risk of
transmission be discussed with all patients and if the
patient wishes to start ART to reduce the risk of
transmission to partners, this decision is respected and
ART is started” (irrespective of CD4 count).

The International Antiviral Society (IAS) published new
ARV treatment guidelines54 in July 2012 which
recommend that all HIV positive people should start
treatment, irrespective of CD4 count. These
recommendations “are based on new clinical trial data
and drug regimens which warrant an update to guidelines
for antiretroviral treatment in HIV-infected adults in
resource-rich settings”. The IAS guidelines are authored
by an eminent group of scientists, including Australia’s
Professor Jenny Hoy.

Progress:
 HIV positive organizations have welcomed the new

US DHHS Guidelines and called for their prompt
implementation55.

4.5 World Health Organization HIV Treatment
Guidelines

WHO publishes HIV guidelines which are relevant for
all countries, but particularly so for low and middle income
countries.

In April 2012, WHO released guidelines on the use of
ARV treatment to prevent HIV transmission in sero-
discordant heterosexual couples (where one partner is
HIV infected and the other uninfected)56. These
guidelines recommend that people already on treatment
be advised that ART treatment is also recommended to
reduce HIV transmission to the uninfected partner.  The
guidelines also recommend that all HIV positive people in
sero-discordant relationships be offered ART treatment to
reduce HIV transmission to uninfected partners.

The WHO guidelines note that WHO has not yet
reviewed the evidence in homosexual couples or other
populations, but notes that “international scientific
consensus is emerging that ARV significantly reduces the
risk of sexual transmission regardless of the population or
setting.” 57

Responding to the US FDA’s recent approval of the
drug Truvada for use in HIV negative adults to prevent
HIV transmission, WHO has released guidance58 on the
use of PrEP which recommends that where additional HIV
prevention choices are needed, daily oral PrEP may be
considered as a possible additional intervention for –

 the uninfected partner in sero-discordant couples.
 men and transgender women who have sex with

men.

Concerning use of PrEP in other populations (e.g. sex
workers and injecting drug users), again WHO states that
it has not yet reviewed the evidence in these populations
but notes that “international scientific consensus is
emerging that antiretroviral drugs, including PrEP,
significantly reduce the risk of sexual acquisition and
transmission of HIV regardless of population or setting.” 59

Progress:
 WHO guidelines have not been acted on in Australia

to ensure that all couples in sero-discordant
relationships are informed about the impact of ARV
treatment in preventing HIV transmission.

 WHO guidelines on use of PrEP have not been acted
on in Australia - no access programs for PrEP are in
place.

5. AUSTRALIA’S PROGRESS IN
RESPONDING TO ADVANCES IN HIV
TREATMENT & PREVENTION

5.1 Background – Australia’s response 30 years on

Over the past fifteen years, HIV related illness and
AIDS related deaths in Australia have plummeted, with
many HIV positive people now living full lives and enjoying
good health.
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“Australia needs a new
national HIV strategy that
sets bold targets for
treatment uptake, increasing
testing rates and significantly
reducing new infections.”

Ita Buttrose AO

Pioneer of Australia’s HIV
response.

Australia is fortunate to have many advantages to
support our largely successful HIV response, including:

 an excellent health system.
 dedicated health professionals.
 a proven record in delivering high quality HIV

prevention and treatment programs.
 a strong community based response to HIV.
 an impressive record in HIV research.
 a partnership of governments, people with HIV,

affected communities and medical and scientific
expertise.

Our pragmatic programs and policies, including strong
support for harm reduction, have helped Australia achieve
virtual elimination of HIV transmission among injecting
drug users and sex workers. While there are concerning
risk factors for HIV infection among indigenous
Australians, rates of HIV infection remain low and
comparable with those in the general population. So at
present, Australia’s HIV epidemic remains largely
contained to the population in which HIV first emerged -
men who have sex with men.

However, some seem to take the relative stability of
Australia’s HIV response for granted, ignoring continuing
rises in new HIV infections and the fact that we have not
been able to reduce HIV infection rates over the past
several years (the rate of new HIV diagnoses is 1,000
plus annually - an unacceptably high figure).

There are worrying trends, including a decrease in HIV
testing rates and an increase in unprotected anal
intercourse among MSM. Also concerning is data
suggesting a significant proportion of people with HIV and
their clinicians are delaying the initiation of ARV treatment
past the point where initiation is strongly recommended in
ARV treatment guidelines – adding to the complexity of
care and the risk of poorer prognoses60.

A recent estimate of the Kirby Institute found that
treatment uptake by HIV positive Australians may be as
low as 53%61, putting Australia in a league with poorly
performing US states and EU countries.

5.2 Investing in Australia’s HIV response

New HIV diagnoses in Australia are adding
substantially to health care costs and other economic
impacts, perhaps as much as $1AUDbillion for each 1,000
new diagnoses we are seeing annually.

Lifetime cost estimates for HIV antiretroviral drugs and
medicines related to HIV infection, as well as the cost of
HIV related health services, vary from $AUD450,000 to
$AUD700,000 per HIV diagnosis.62 63 64 A recent
Canadian study estimated the lifetime cost and economic
loss per HIV infection at $CAN1.3 million per HIV positive
person65.

These costs must be compared with the substantial
return from investing in HIV prevention and treatment –
this return has been particularly well demonstrated in
Australia’s HIV response66.  A recent study looking at data
from the HPTN 052 trial found that regardless of the
country setting, treatment as prevention offers an
excellent return on investment67.

It is crucial that funds available for HIV programs are
prioritized and targeted to interventions which deliver
maximum prevention and treatment impact.  By doing so,
we will gain substantial individual, societal and cost
benefits in the years ahead.

Progress:
 New HIV diagnoses in Australia and sub-optimal care

of some HIV positive people are adding substantially
to health care costs and other economic impacts.

 Australia is not sufficiently prioritizing available HIV
funding to maximise the impact of scientific advances
in prevention and treatment.

 Transparency about government funding for HIV
should be improved and funding clearly linked to
priorities identified in HIV strategic plans.

5.3 Growing Concern – Lost Opportunities

There is growing concern that recent scientific
advances in HIV are not being responded to in Australia
and that we are not implementing the 2011 UN Political
Declaration on HIV/AIDS.

Leading HIV organizations like NAPWA68, AFAO69 and
ACON70 continue to criticise Australia’s failure to revitalize
our HIV response71 72.

Late last year Commonwealth and State/Territory
health officials, the Federal Health Minister’s HIV advisory
committee, and community HIV organizations, agreed in
principle that bold national prevention and treatment
targets should be set, using as a baseline the targets in
the 2011 UN Political Declaration on HIV/AIDS. After
initial enthusiasm, getting governmental agreement on the
details stalled.

Progress:
 Australia is failing to respond to important advances

in HIV prevention and treatment.
 While Australia continues to benefit from our 30 years

of investing in HIV prevention, treatment and
research, there are worrying signs, as evidenced by
unacceptably high rates of new HIV infections, and
sub-optimal ARV treatment uptake and delayed
initiation of ARV treatment.

5.4 Australian Government Response - National
HIV/AIDS Strategy

Australia’s national HIV strategy73 is out of date.  It
does not reflect recent scientific advances in HIV
treatment and
prevention or
Australia’s
commitments under
the 2011 UN Political
Declaration on
HIV/AIDS.

After months of
delay, a scheduled
mid-term review of the
National Strategy was
supposed to have
been completed by
end September 2012.
It appears that the
review report is likely to fall far short of the Strategy
“revitalisation” so obviously needed.

Concerns have been raised with the Australian Health
Minister and it is hoped that the Minister will act quickly to
ensure that the mid-term review is not yet another lost
opportunity.
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Progress:
 Australia’s National HIV/AIDS Strategy is out of date

– it does not reflect major scientific advances or the
commitments of the 2011 UN Political Declaration on
HIV/ADS, agreed to over 12 months ago

5.5 State/Territory Government Responses & HIV
Strategic Plans

5.5.1 New South Wales

New South Wales is the only jurisdiction to announce
that it will develop a new HIV Strategy that reflects
Australia’s UN Declaration commitments and responds to
the scientific advances in HIV prevention and treatment.
The new NSW HIV Strategy is expected to be released
soon. It is to be hoped that the new NSW HIV Strategy
will motivate other jurisdictions to do the same.

Progress:
? The NSW government is finalizing a new State HIV

Strategy to respond to scientific advances in HIV
treatment and prevention and to align with the 2011
UN Political Declaration on HIV/AIDS.

5.5.2 Queensland

A few months ago the Queensland Health Minister
ordered an overhaul of the State’s HIV response in
response to rising HIV infections.   In his statement
announcing this, the Minister supported implementation of
the 2011 UN Political Declaration on HIV/AIDS and bold
targets for reducing HIV infections.  This is very welcome.

Not so welcome was the re-appearance of a Grim
Reaper media campaign, funded by the State
government, which was widely criticised. Also, the
Minister has decided to defund the Queensland
Association for Healthy Communities (QAHC), the main
community group delivering HIV prevention programs to
gay men. This along with other actions to diminish the
rights of LGBT people has created understandable
concern about the future of Queensland’s community
based response to HIV.

Progress:
? The Queensland government’s commitment to

implement the 2011 UN Political Declaration on
HIV/AIDS and its targets is encouraging.

 Defunding QAHC and actions to diminish the rights of
LGBT people are highly regressive and inhibit
effective HIV responses in communities at high risk.

5.5.3 Other States/Territories

There are no discernible steps being taken by other
States/Territories to respond to advances in HIV treatment
and prevention and to align their responses with the 2011
UN Political Declaration on HIV/AIDS and its targets.

Progress:
 The Victorian, South Australian, Western Australian

and Tasmanian State governments and the ACT and
Northern Territory governments do not appear to be
responding to scientific advances in HIV treatment
and prevention or updating their HIV strategies to
align with the 2011 UN Political Declaration on
HIV/AIDS.

6. ACTIONS TO ELIMINATE HIV
TRANSMISSIONS AND AIDS – THE NEXT
PHASE OF AUSTRALIA’S RESPONSE

This is a critical opportunity for Australia to act on the
scientific advances described in this paper.

Australia needs to endorse a clear set of actions with a
clear timetable for achieving them. We need a fresh start,
with enthusiastic leadership at all levels – government,
medical/scientific and community.

The following actions are proposed as a way forward,
comprising revitalised national and State/Territory HIV
strategies; targets to drive progress; policy and program
changes; and community mobilization:

6.1 Develop a new national HIV/AIDS Strategy,
reflecting the 2011 UN Political Declaration on
HIV/AIDS.

Australia’s national HIV strategy is now out of date.  It
does not reflect recent scientific advances in HIV
treatment and prevention or Australia’s commitments
under the 2011 UN Declaration on HIV/AIDS.

A mid-term review of the national strategy is a
contained exercise and seems unlikely to produce the
kind of changes advocated in this paper.

Of concern are proposals that five national Strategies,
including for HIV, hepatitis B and C, sexually transmitted
infections and indigenous health should be collapsed into
one Strategy.  With so much needing to be done in the
HIV field, this is entirely the wrong time to be proposing
such a move.

There are two choices – immediately begin drafting a
new national HIV Strategy or draft an adjunct to the
current strategy to drive progress until a new Strategy is
put in place early in 2013.

In the meantime, a high level task force should be set
up to work through regulatory and policy barriers to
progress at the national level, as discussed later in this
section.

Progress:
? A mid-term review of the 6th National HIV/AIDS

Strategy is unlikely to be comprehensive enough to
revitalize Australia’s HIV response.

 There is no process in place to fully implement
Australia’s commitments under the 2011 UN Political
Declaration on HIV/AIDS and it seems that Australia
will not meet the agreed deadline of 201274 for this to
be done.

6.2 Set a new overarching goal for Australia’s
national HIV/AIDS Strategy

The goal of Australia’s current national HIV strategy75

is “to reduce the transmission of and morbidity and
mortality caused by HIV and to minimise the personal and
social impact of HIV.” The Strategy does not say by how
much new HIV infections, HIV related illness and deaths
should be reduced by and when.

Australia needs a new overarching goal for our HIV
response which reflects the scientific advances and
opportunities discussed earlier in this paper, our
commitments under the UN Political Declaration on
HIV/AIDS and the vision of an “AIDS free generation”.
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“Knowing your HIV status
simply ought to be a part of
life and people have the right
to access accurate tests and
use them in the privacy of
their own home; that won’t
solve every problem of
accessing treatment and
care or negotiating safe sex,
but is a simple and
affordable way to take the
first step.”

Justice Edwin Cameron
South Africa

The following new goal for our national HIV/AIDS
Strategy was proposed in the first version of this
discussion paper:

Through this kind of ambitious goal, HIV
transmission would be reduced to the level of virtual
elimination and no person living with HIV in Australia
would progress to an AIDS diagnosis.

Progress:
 Australia has not adopted a new overarching goal for

our national and State/Territory HIV strategies to
reflect scientific advances in HIV treatment and
prevention, the prospect of an AIDS-free generation
and Australia’s commitments under the 2011 UN
Political Declaration on HIV/AIDS.

6.3 Set bold time-bound targets for HIV prevention
and treatment

Time-bound targets are essential to build momentum
and measure progress. The following targets and
timelines were proposed in the first version of this paper
12 months ago to help us reach the goal of virtual
elimination of HIV transmissions and AIDS diagnoses:

If these targets were reached, Australia could
come close to the elimination of HIV transmission and
new AIDS diagnoses by end 2015, and then be well
placed to achieve that goal by end 2018.

These targets were based on the baseline targets set
under the 2011 UN Political Declaration on HIV/AIDS, but
were appropriately more ambitious, reflecting the pattern
of Australia’s HIV epidemic and the substantial societal
and health system advantages that Australia has.

The need for additional targets, including for other at
risk populations in Australia, should be carefully
considered. However, these targets must be consistent
with the approach endorsed in the 2011 UN Political
Declaration on HIV/AIDS of prioritising efforts to target
populations at highest risk.76

There is no prospect that the targets and timelines
proposed in this section will be reached – not because
they were unachievable, but because the actions to reach
them have – 12 months on – still not been acted on.

Progress:
 Australia has not set bold time-bound targets for HIV

prevention and treatment at national and
State/Territory levels necessary to build momentum,
measure progress and help ensure efforts are
prioritized to populations at highest risk.

6.4 Implement Test and Treat (“offer HIV testing
and offer HIV treatment”)

“Test and Treat” programs widely promote HIV testing
and ARV treatment: all people diagnosed with HIV are
offered immediate ARV treatment, irrespective of their
CD4 count.

Drawing on the US and Canadian experiences (see
sections 3.3 and 4.3), Australia should adopt a test and
treat policy approach, with leadership from community
based organizations, Federal and State/Territory Health
Departments and their chief health officers.

Progress:
 No Australian jurisdiction has yet adopted a “test and

treat” policy approach.
 Significant barriers remain in providing point of care

HIV testing and the availability of rapid testing and
home based testing.

 Regulatory barriers are preventing some doctors from
prescribing early HIV treatment for their patients who
request it (see section 6.7).

6.5 Promote HIV testing & make rapid HIV testing
widely accessible

HIV testing is a critical element of effective HIV
strategies, programs
and services.  Testing
must be widely
accessible, affordable,
client-centred and well
linked to HIV
prevention, treatment,
care and support
services.

Globally, almost
60% of people living
with HIV do not know
their HIV status77. To
change this, UNAIDS
has called for HIV
testing to become as
simple and ubiquitous
as home-based
pregnancy test kits.

Australia’s approach to HIV testing is far from the
vision proposed by UNAIDS:  We are probably the only
developed country not to have rapid HIV testing widely
available.

A new overarching goal for Australia’s HIV response:

Achieve virtual elimination of HIV
transmission and AIDS diagnoses in

Australia by 2018 and sustain that
achievement indefinitely.

Proposed Australian Targets for HIV
Prevention:
 Reducing sexual transmission of HIV

among MSM by 80% by 2015.
 Sustaining virtual elimination of HIV

transmission from injecting drug use.
 Sustaining virtual elimination of HIV

transmission among sex workers and
clients

 Sustaining virtual elimination of mother
to child transmission of HIV.

Proposed Australian Target for HIV Treatment:

 Having 90% of people with HIV on
antiretroviral treatment by end 2013.
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“The standard measure of the CD4
count — a way to measure the
strength of the immune system — is
an out-dated trigger for therapy, a
relic from research on early
antiretroviral drugs. It's an
anachronism. It's old school. It's
yesterday."

Dr Mike Saag, University of
Alabama & past chairman US HIV

Medicine Association.

Australia has failed to make the regulatory, policy and
program changes needed to make rapid HIV testing
widely accessible78.  At the present rate, it could be years
before an HIV rapid test goes through the Australian
regulatory processes and is licensed and funded.

Action is long overdue to address deficiencies in
Australia’s approach to HIV testing, including to ensure
that:

 Regulatory approval and Medicare funding of
rapid HIV testing is fast tracked by the Australian
government.

 State/Territory governments set up access
programs for HIV rapid testing, as an interim measure,
until rapid tests are Medicare listed.

 New HIV testing campaigns linked to strategies
like wider health provider initiated HIV testing and rapid
testing in community settings are implemented.

 Routine HIV testing for sexually active people in
higher prevalence areas is considered (e.g. “offer and
recommend” HIV testing in accident and emergency
services and general practice clinics) (Note: The UK has
recently adopted this approach in high prevalence areas
in England79).

 The legal and policy framework for self-
administered home based HIV testing is reviewed
promptly.

Progress:
 The Commonwealth and State/Territory governments

have not acted to make rapid HIV testing widely
available.

? NSW has set up a demonstration pilot program for
rapid HIV testing, which may be expanded beyond
the current 4 sites.  This is a welcome first step.

? Smaller scale and more limited rapid testing trials
have been set up in Melbourne (now closed to
recruitment) and Brisbane (poorly resourced and not
recruiting well).

6.6 Make PrEP (pre-exposure prophylaxis)
accessible

As mentioned, the US Food and Drug Administration
(FDA) recently approved the drug Truvada (FTC/TDF) for
use in HIV negative adults to prevent sexual transmission
of HIV.  It is expected that Gilead Pharmaceuticals, the
manufacturer of Truvada, will lodge an application for
similar use in Australia and many other countries.

Demonstration pilots of PrEP should be set up as soon
as possible to provide access to PrEP for HIV negative
people at high risk of becoming HIV infected. These pilot
studies should collect comprehensive data to guide
ongoing use of PrEP in clinical settings.

Progress:
 Australia has no policy in place for PrEP and no

demonstration pilots of PrEP are imminent.

6.7 Remove arbitrary PBS restrictions on HIV
treatments

Complex and out-dated PBS80 prescribing criteria for
ARV treatments needs changing to allow doctors to
prescribe ARV treatment for patients who wish to take up
early treatment. This includes removing the arbitrary

restriction that limits
doctors from
prescribing ARV
treatment to HIV
positive people with
CD4 counts81 of 500
CD4 cells or above
(unless there are
HIV related
symptoms).  Most
doctors ignore this
arbitrary CD4 cell
count limit, which
was formulated in
the early 1990s but
makes no sense in modern HIV clinical management.

Progress:
 No steps have been taken to remove arbitrary PBS

restrictions for prescribing ARV treatments and to
update prescribing criteria for ARVs.

6.8 Address disincentives to HIV treatment
uptake

To increase the percentage of HIV positive Australians
on HIV treatment it will be essential to address
disincentives to treatment uptake.  These include
reforming the byzantine system for dispensing HIV
treatments to allow the option of community pharmacy
dispensing.

Another barrier to be addressed is the considerable
financial burden of pharmacy item co-payments and
dispensing fees for HIV and related medicines.

Progress:
 Some States/Territories are considering steps to

reduce ARV treatment uptake disincentives such as
dispensing arrangements and fees.

 There has been no action at the national level by the
Federal Health Department to address ARV
treatment uptake disincentives.

6.9 Update models of service delivery

As more people seek HIV testing, prevention
information and treatment, there will be increased
pressure on services.

Models of service delivery will need to be
strengthened, including by better defining co-managed
care between HIV specialists and low HIV caseload
general practitioners. There should also be more flexible
arrangements for PBS prescribing of ARV treatments, to
permit different levels of prescribing (to permit low HIV
caseload doctors to write continuation scripts for ARV
treatments, with scripts for treatment initiation or changes
to the treatment regimen being done by doctors who
specialise in HIV).

Strategies to strengthen cooperation with the medical
colleges, particularly sexual health and general practice,
should be reviewed to ensure that education and support
reflect this new era of HIV treatment and prevention.

Progress:
 Models of service delivery have not been updated to

reflect the impact on services that changes in HIV
prevention and treatment approaches will have.
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 Strategies are lacking to optimize and formalize co-
shared care.

6.10 HIV surveillance, monitoring & behavioural
data

Surveillance, monitoring and behavioural data
collection should be strengthened to help monitor
Australia’s progress in implementing the measures called
for in this paper. For example, enhancements to our
surveillance system will be needed to better understand
new HIV diagnoses data: As testing rates increase, it is
likely that HIV diagnoses will rise, as people who are
currently HIV-infected but undiagnosed are diagnosed
earlier than would have been the case under current
conditions. It will be important to better distinguish incident
(newly acquired) HIV infections from older infections
among new HIV diagnoses. We will also need better
information on levels of ARV treatment uptake among
people diagnosed with HIV.

The first National Surveillance and Monitoring Report82

has been recently finalised and describes the data
present for effectively measuring the effectiveness of our
national HIV response, but also areas requiring attention.
This will include not only identifying deficits in current data
available, but also enhancing older cohorts and survey
instruments with limited scope for current population
shifts.

As increased social marketing campaigns and other
community mobilisation initiatives in relation to HIV
prevention, testing and treatment are undertaken,
behavioural research data will be needed to measure
changes in knowledge, attitudes and behaviour among at-
risk populations such as gay men.

Enhancements to Australia’s HIV surveillance,
monitoring and behavioural data collection systems
should include:

 More timely information on trends in surveillance and
behavioural data.

 Building capacity to monitor community viral load
among PLHIV.

 Improving our current methods to distinguish incident
HIV infections from established HIV infections.

 Establishing a system to provide an accurate
measurement of the proportion of the PLHIV
population on HIV treatments, but with specific
identification of those most underrepresented for
treatments access

 Establishing a system to measure health outcomes
and quality of life benefits across diverse populations
and within jurisdictions.

 Improving our clinical monitoring capacity to better
track treatment and clinical outcomes for people who
have recently commenced HIV treatment, and those
who will commence over the next few years.

Progress:
 Efforts are being made, particularly by the Kirby

Institute, to strengthen surveillance, monitoring and
behavioural data.

 Efforts are needed to achieve greater cooperation
between State/Territory and Federal Health
Departments concerning collection of surveillance,
monitoring and behavioural data.

6.11 Strengthen programs to ensure virtual
elimination of HIV transmission from injecting drug
use and sex work

Australia’s achievement in reaching virtual elimination
of HIV transmission through injecting drug use and in the
sex industry is remarkable.  However, this achievement
will only be sustained through strong harm reduction
policies and programs, including needle and syringe
exchange.  Peer education and support for community
based organisations of people who use drugs and sex
workers should be continued and enhanced, and efforts
accelerated to provide a legal and policy framework which
fully supports effective HIV responses and health
promotion.

Progress:
? These critically important programs should be

strengthened to ensure that virtual elimination of HIV
transmission from injecting drug use and sex work is
maintained – as part of updating national and
State/Territory HIV strategies.

6.12 Inform sero-discordant couples

The HPTN 052 study referred to earlier has clear
implications for heterosexuals in sero-discordant
relationships.   WHO guidelines state that the HPTN 052
findings are also relevant for MSM in sero-discordant
relationships (see section 4.5).

Sero-discordant couples should be urged to talk to
their doctors about the HPTN 052 study and its
implications for HIV treatment and prevention.

Progress:
 WHO guidelines have not been acted on in Australia

to ensure that all couples in sero-discordant
relationships are informed about the impact of ARV
treatment in helping prevent HIV transmission.

6.13 Deliver awareness campaigns targeting
people with HIV

New awareness campaigns, which are community
based and peer driven, should be rolled out as soon as
possible to inform people with HIV of the health benefits
associated with starting HIV treatment early (including
above 500 CD4 counts) and about the additional impact
that taking treatment has on preventing HIV transmission.

These campaigns should include use of public space
advertising, social media and the internet.

The outcome of these awareness campaigns should
be an increase in the proportion of HIV positive people on
HIV treatment in Australia, from the current figure of
around 53%83 to around 90%.

Progress:
? NAPWA launched a three month national campaign84

in 2012 to inform people with HIV and those at high
risk of HIV about the benefits of early ARV treatment
and treatment as prevention, with a particular focus
on NSW, Queensland and Victoria.

? Various HIV organisations and individuals have
welcomed the NAPWA campaign and want follow up
national and State/Territory campaigns.

 There are no other awareness campaigns imminent.
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6.14 Deliver awareness campaigns targeting MSM

MSM comprise the majority of new HIV infections in
Australia and are the population most impacted by HIV.
However, it is likely that many MSM are not aware of
recent scientific advances in HIV and its prevention and
treatment and this may be affecting uptake of HIV testing.

Campaigns are needed urgently to update MSM about
new scientific developments in HIV and to explain what is
meant by new buzzwords like “test and treat” and
“treatment as prevention” and to encourage regular HIV
testing and health monitoring.

Progress:
? NAPWA’s national HIV treatment and prevention

campaign85 used messages and imagery to resonate
with MSM, but is likely to have informed some in
other populations as well.

 There are no other HIV treatment and prevention
campaigns imminent for MSM of the kind described in
this section.

6.15 Update health promotion programs about HIV
prevention and treatment advances

All health promotion programs where HIV is relevant
should be updated to inform people about new
developments in HIV prevention and treatment (e.g.
including health promotion programs for injecting drug
users, sex workers and other key populations at higher
risk86).

Progress:
 No measures have yet been taken to update all

relevant health promotion programs to reflect new
advances in HIV prevention and treatment.

6.16 Update the medical and health workforce

Many health professionals may be unaware of recent
advances in HIV prevention and treatment and what this
means for their work with people with HIV and those at
high risk of HIV infection.

There is a public health imperative to ensure health
care professionals are communicated with effectively and
are up to date with HIV treatment and prevention
modalities - information that is vital to reducing HIV
transmissions and maximising the health of those already
living with HIV. Leadership from Health Departments and
chief health officers is particularly important.

Explaining the 2011 UN Political Declaration on
HIV/AIDS and the implications of this for Australia’s HIV
response should also be included in programs to update
the health care profession.

Progress:
 Strategies should be reviewed to ensure that the

medical and health workforce is updated about recent
advances in HIV prevention and treatment and about
the implications of Australia’s adoption of the 2011
UN Political Declaration on HIV/AIDS.

6.17 Mobilize gay community and other key
communities

Community mobilization is essential to achieve the
outcomes called for in this paper.

Fortunately, Australia has a long history of mobilizing
affected communities in the fight against AIDS going back

to the beginning of the epidemic - particularly the gay and
lesbian community. This has included community
mobilization to adopt safe sex (from the 1980s onward); to
achieve changes to Australia’s drug approval and funding
systems (early 1990s); to gain reform of our clinical trial
approval system (early 1990s); and to help accelerate
access to new drugs and viral load testing with the advent
of modern ARV treatment (circa 1995).

It is time for the community to mobilize again.

Progress:
? Community mobilization is needed to achieve wide

awareness of advances in HIV prevention and
treatment and to generate support for achieving an
AIDS-free generation.

? Community mobilization will need to be sustained
over time to realize the actions proposed in this
paper.

7. CONCLUSION

This report raises serious concerns about Australia’s
lack of progress in responding to scientific advances in
HIV prevention and treatment and meeting our
commitments under the 2011 UN Political Declaration on
HIV/AIDS.

Nonetheless, it is certainly not too late to transform
Australia’s HIV response.

We can get back on track to achieve an AIDS free
generation if we renew leadership and commitment –
political, medical and community.  And there are signs this
may be happening.  Putting together the Melbourne
Declaration is one of these signs – this was done in a
collegiate way, but with a sense of clarity about the
actions we need to take to maximize the health of people
with HIV and reverse the cycle of rising HIV infections.

The Melbourne Declaration reflects what can be
achieved when partners really work together – we must
pledge to restore the kind of action-oriented partnership
that Australia’s AIDS response is capable of and
deserves.

Australia has shown great leadership and innovation in
HIV prevention, treatment and care over the past 30
years. It is time for us to do so again.

October 2012
___________
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