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® Peer-reviewed articles from the last 12 months
@ Intentionally excluded HAART trials

Topics:

® HIV transmission

® Treatment outcomes

® Complications of disease or treatment
® HCV co-infection

Herpes Simplex Virus (HSV) Suppression with
Valacyclovir Reduces Rectal and Blood Plasma
HIV-1 Levels in HIV-1/HSV-2-Seropositive Men:
A Randomized, Double-Blind, Placebo-Controlled
Crossover Trial

Richard A. Zuckerman,' Aldo Lucchetti,® William L. H. Whittington, Jorge Sanchez,’ Robert W. Coombs,>*
Rosario Zuiiiga,® Amalia S. Magaret? Anna Wald,>**> Lawrence Corey,2** and Connie Celum?*

'Section of Infectious Disease and International Health, Dartmouth-Hitchcock Medical Center, Lebanon, New Hampshire; Departments of
Medicine, 3Laboratory Medicine, and *Epidemiology, University of Washington, and *Program in Infectious Diseases, Fred Hutchinson Cancer
Research Center, Seattle; 5Asociacion Civil Impacta Salud y Educacion, Lima, Peru

The Journal of Infectious Diseases 2007; 196:1500-8

Background:
» HSV-2 infection A the risk of HIV transmission and acquisition
« HSV-2 suppression W HIV load in plasma and female genital tract




Study design
.|

HIV-1/HSV-2 seropositive ARV-naive MSM, CD4 >200 (n=20)
Valacyclovir 500mg bd or placebo for 8 wks =

Washout for 2 wks 2

Cross-over for 8 wks

Median 46 (31-48) clinic visits

Blood, rectal secretion, genital and perianal skin swabs

Pill count: median 96.2% (65.8-100%) adherence

Main outcomes

Table 2. Rates of herpes simplex virus (HSV) and HIV-1 detection and mean log,, HIV-1 levels for 20 HIV-1/HSV-2—coinfected men who

have sex with men. /\
/ Arm \

Category Both arms / Placebo Valacyclovir

HSV detection rate, external anogenital or rectal mucosal sample 356/2155 (17) 309/1071 (29) 47/1084 (4)
HSV detection rate, rectal mucosal sample only 124/904 (14) 112/446 (25) 12/458 (3)

Rectal mucosal HIV-1 detection rate 620/844 (783) 333/427 (78) 287/417 (69)°
Rectal mucosal HIV-1 level, mean = SD, log;, copies/mL 490 = 1.04 5.00 = 1.04 4.80 = 1.04°
Plasma HIV-1 detection rate 284/288 (99) 143/145 (99) 141/143 (99)
Plasma HIV-1 level, mean = SD, log;, copies/mL 4.32 +=0.72 450 = 0.71 4.14 = 0.69°

NOTE. Data are no. with detectable HIV-1 RNA or HSV DNA by polymerase chain reaction/no. of samples obt\ped, unless otherwise indicated. Observations
begin on the second day for each study arm. Undetectable HIV-1 levels have been imputed to the midpoint bet: n zero and the lower limit of detection.

2 P<.001, compared with placebo.

b P=.02, compared with placebo.

= Valacyclovir vs placebo
Log,, rectal HIV-1 level -0.16 (p=0.0008) 31% reduction
Log,, plasma HIV-1 level -0.33  (p<0.0001) 53% reduction

= HIV reduction coincided with HSV reduction
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Effect of Herpes Simplex Suppression on
Incidence of HIV among Women in Tanzania

Deborah Watson-Jones, M.D., Ph.D., Helen A. Weiss, Ph.D.,

Mary Rusizoka, Dip.Med., John Changalucha, M.Sc., Kathy Baisley, M.Sc.,
Kokugonza Mugeye, Dip.Med., Clare Tanton, M.Sc., David Ross, M.D., Ph.D.,
Dean Everett, Ph.D., Tim Clayton, M.Sc., Rebecca Balira, M.Sc.,
Louise Knight, M.Sc., lan Hambleton, Ph.D., Jerome Le Goff, M.Sc., Ph.D.,
Laurent Belec, M.Sc., Ph.D., and Richard Hayes, D.Sc.*

N Engl ] Med 2008;358:1560-71

From the London School of Hygiene and
Tropical Medicine, London (DW..), HA W,
KB.,CT,D.R,D.E,T.C,LK,LH,RH);
the African Medical and Research Foun-
dation (DW.-J., M.R., KM} and the Na-
tional Institute for Medical Research (J.C,
K.B.,CT,D.E,RB, LK, I.LH)—bothin
Mwanza, Tanzania; and the Laboratoire
de Microbiologie, Hépital Saint Louis
(J.L.G.), and INSERM Unité 743 and Uni-
versité Paris V (L.B.) — both in Paris.

HIV-seronegative HSV-2 seropositive

female workers at recreational facilities
aged 16-35 yrs

Acyclovir 400mg bd double-blind

n=400

Mobile clinics every 3 months for 12-30 months
Pill count, spot TDM
Examination, vaginal/cervical samples, blood samples
STl screen

Mean follow-up

Mean follow-up
1.52 yrs

1.62 yrs
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Meonths since Randomization
No. at Risk
Acyclovir 400 324 246 195 166 137
Placebo 421 356 267 217 199 162
Figure 2. Kaplan-Meier Estimates of the Cumulative Percentage of Patients
with HIV Infection, According to Study Group.

= Spot urinary TDM: acyclovir in 33-67% of samples
in acyclovir group and 5-10% of samples in placebo group

= HSV-2 DNA: in 3.8% of vaginal/cervical samples
in acyclovir group vs 4.7% of samples in placebo group

*1.7% vs 5.0% if 290% adherence

Conclusions

® No evidence that acyclovir (400mg bd) decreases the
incidence of infection with HIV

® Possible explanations:

» chance, bias due to loss of follow-up

» low HSV-2 replication

> limited power to detect moderate effects, outweighing
effects of other risk factors

» suboptimal adherence, insufficient antiviral potency

® Potential benefit not excluded
® Not a viable public health intervention
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Safety and efficacy of sperm washing in HIV-1-
serodiscordant couples where the male is infected:
results from the European CREAThE network

Bujan L, Hollander L, Coudert M, Gilling-Smith C, Vucetich A, Guibert J, Vernazza P, Ohl J,
Weigel M, Englert Y, Semprini AE. AIDS 2007,;21:1909-14

® Retrospective multicentre study

1036 HIV-serodiscordant couples

® 580 pregnancies obtained from 3315 reproduction cycles
= |UI: pregnancy per cycle 15.1%, pregnancy per couple 42.7%

® 463 live births from 533 pregnancies with known outcome

All 967 women tested 26 months after treatment were HIV-

® Probability of contamination = zero [95% CI 0-0.09]

Mortality in HIV-infected Ugandan adults receiving
antiretroviral treatment and survival of their HIV-uninfected
children: a prospective cohort study

Jonathan Mermin, Willy Were, John Paul Ekwaru, David Moore, Robert Downing, Prosper Behumbiize, John R Lule, Alex Coutinho, Jordan Tappero,
Rebecca Bunnell

Lancet 2008; 371: 752-59

for HIV, Viral Hepatitis,
Sexually Transmitted Disease,

and Tuberculosis Prevention,
Centers for Disease Control and

Rttt Background
Do I, PBktanbe + Access to ART in Africa limited by high
a0y gt of ARV cost, lack of trained health-care
vty of e o providers, poorly equipped clinics,
(0o e Soppat distance to health centres, transport costs

Organisation, Kampala,

+ A home-based ART programme may
overcome some of the barriers

Coordinating Office for Global
Health, Centers for Disease
Control and Prevention

(J Mermin), Nairobi, Kenya
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Study population
G o intervention cohort

Observational cohorts
1373 HIV* persons

2001:

n=466
Median follow-up 154 days

2001-2003
4601 HIV- household members CTX* cohort
Households visited every week N=399

by trained lay providers
No clinic visits scheduled

N

Adherence >95% for 87-97%
of quarterly assessments
VL <400

= 91% at 3 months

= 96% at 6 and 24 months

Median follow-up 532 days

2003-2005

CTX* + ART**
N=1045

> | Median follow-up 749 days

*Co-trimoxazole
_ *d4T/3TC/NVP or EFV

Findings-1
Deaths | HIV-infected | Household * Males at greatest risk of mortality
- ) adj HR 1.4 [95% Cl 1.07-1.90; p=0.017]
Total 233 (17%) 40 (1%) + 99% of deaths medically-related

= CTX vs no intervention adjHR 95% ClI P
47% V¥ mortality 0.53 0.34-0.82 0.0046
36% \V hospitalisation 0.64 0.45-0.90 0.0114

Greatest benefit on mortality at CD4 <50

= ART+CTX vs CTX alone

55% W mortality <16 wks 0.45

92% \ mortality >16 wks 0.08
43% V hospitalisation 0.57
Benefit on mortality across all CD4 strata after wk 16

0.27-0.74 0.0018
0.06-0.13 <0.0001
0.42-0.76 0.0001
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Findings-2
= ART+CTX vs no intervention adjHR 95% CI P
95% V' mortality 0.05 0.03-0.08 <0.0001
93% \ orphanhood 0.07 0.04-0.13 <0.0001
81% ¥ mortality in
uninfected children <10 yrs 0.19 0.06-0.59 0.004

Conclusions

High rate of success of ART programme
Significantly reduced mortality
Reduction in orphanhood

Reduction in mortality of HIV- children
Greatest benefit seen >16 wks of ART
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Risk of extensive virological failure to the three original
antiretroviral drug classes over long-term follow-up from
the start of therapy in patients with HIV infection:

an observational cohort study

Andrew N Phillips, Clifford Leen, AlanWilson, Jane Anderson, David Dunn, Achim Schwenk, Chloe Orkin, Teresa Hill, Martin Fisher, John Walsh,

Deenan Pillay, Loveleen Bansi, Brian Gazzard, Philippa Easterbrook, Richard Gilson, Margaret Johnson, Caroline A Sabin, for the UK Collaborative
HIV Cohort (CHIC) Study*

Department of Primary Care
andPopulation Sciences, Royal
Fre and University College

ts 3
The London NHS Trust,
London, UK (C Orkin MRCP);
Brighton and Sussex University

(vealsh BS); Department of

Infection, RFUCMS, Centre for

Infection, Health Protection

Agency, London, UK

(Prof D Pilay FRCPath); Chelsea

andWestminster NHS Trust,
o

Lancet 2007;370:1923-28

(RGison MD); and Royal Free.
NHSTrust and RFUCMS,

* 7916 patients who started HAART with 23 drugs

» Virological failure: VL >400 despite >4 months of continuous drug use
« Extensive triple class failure: 3 subclasses of NRTIs +1 NNRTI + 21 Pl/r
* 167 patients during 27441 py of follow-up

60 — . . . .
Kaplan-Meier estimate for cumulative risk of Ex-3 class
failure: 3.5% (95% CI1 2.9-4.1) by 5 yrs, 9.2% by 10 yrs (95% CI
£e¢ 7 50-134
B 0-13.4)
0w ©
=% 40
28
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* /‘—,_,_/—'_’_,—’_'—+
0 T T T T T T T T T 1
0 1 2 3 4 5 6 7 8 9 10
Years from start of antiretroviral therapy
Numberatrisk 7916 4989 2935 1405 227 6

Figure: Cumulative risk of extensive triple-class virological failure
95% Cls are shown at 2 year intervals.
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Univariable Multivariable
HR (95% ) P HR (95% Cl) p
Sex (women vs men) 139 (0:98-1:96) 0-06
HIV-exposure group
Homosexual men 1.00 . 1.00 -
Heterosexual 2-11(1-53-2:90) <0-0001  2-26 (1.50-3-40) <0-0001
Other 156 (0-87-2-80) 014 166 (0-91-3-03) 010
Age (per 10 years older) 077 (0-63-0-94) 0-01 070 (0:57-0-87) 0-001
Calendar year of ART (per year 0-95 (0-85-1-05) 031 0-86 (0-77-0-96) 0-006

more recent)
CD4-cell count (per 100 per pL higher)  0-67 (0:59-0-76) <0-0001 068 (0-60-0-77) <0:0001

Viral load (per log higher) 117 (0-97-1-42) 0-10
Initial regimen
Two NRTI+NNRTI 1.00 @
Two NRTI+PI 0.93 (0-65-1:33) 068
Two NRTI+PI/r 0-84 (0-41-1-74) 0-64
Three NRTI 1-48 (077-2-86) 024
Other 071 (039-127) 025
AIDS before ART 161 (116-2-24) 0-005

ART=antiretroviral therapy. Pl/r=ritonavir-boosted protease inhibitor.

Table 3: Hazard ratio for development of extensive triple-class failure according to baseline factors

By 10 yrs the risk of Ex-3 class failure 5.5% [95% CI 3.5-7.5] vs 12.1%
[5.1-19.1] for pre-treatment CD4 counts >200 or <200

Conclusions

® Low risk of extensive triple class failure over time in
patients starting HAART, especially in those who
started therapy in recent years with CD4 >200

@ Higher risk in younger patients and heterosexuals

10



The prevalence and incidence of neurocognitive
impairment in the HAART era

Robertson KR, Smurzynski M, Parsons TD, Wu K, Bosch RJ, Wu J, McArthur JC,
Collier AC, Evans SR, Ellis RJ. AIDS 2007;21:1915-21

® 1160 Caucasian and Afro-American

ACTG cohort, 50% ARV-naive

® Prevalent mild-moderate neurocognitive impairment: 26%
= Associated with low nadir CD4 count
= Associated with low current CD4 count

® Incident neurocognitive impairment: 21%
= No significant virological and immunological predictors

Metabolic effects of growth hormone-releasing factor
in patients with HIV

Falutz J, Allas S, Blot K, Potvin D, Kotler D, Somero M, Berger D, Brown S, Richmond
G, Fessel J, Turer R, Grinspoon S. N Engl J Med. 2007;357:2359-70

® Multicenter, randomised, placebo-controlled study

® Tesamorelin by daily sc injections for 26 wks in patient on HAART
with excessive abdominal fat defined by waist circumference and
waist to hip ratio (n=412)

Tesamorelin Placebo P
Visceral fat (by CT) -15.2% +5% <0.001
Subcutaneous fat (by DEXA) +0.4% +1.7% 0.05
Limb fat (by DEXA) +0.6% +3.8% 0.006
Triglycerides (mg/dl) -50 +9 <0.001
TC/HDL-C -0.31 +0.21 <0.001
ILGF-I +81% -5% <0.001
Discontinuations 22.7% 16.1% 0.12

6/3/2008
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Incidence of cancers in people with HIV/AIDS compared with
immunosuppressed transplant recipients: a meta-analysis

Andrew E Grulich, Marina T van Leeuwen, Michael O Falster, Claire M Vajdic

Lancet 2007; 370: 59-67

Background
» Only a few types of cancer recognised as directly related
to immune deficiency in people with HIV
« Studies in transplant recipients suggest a wider range of
cancers that could be associated with immune deficiency

National Centre in HIV
Epidemiology and Clinical
Research, University of New
South Wales, Sydney, Australia
(Prof A EGrulich PhD,

MT van Leeuwen MPH,

M O Falster BPsych[Hons],
CMVajdic PhD)

® 7 studies of people with HIV (n = 444172) and 5 of solid organ
transplant recipients (n = 31977)

Cohort Meta-analysis SIR (95% Cl) Number Observed number Heterogenity
of studies of cancers p value
EBV-related cancers
Hodgkin's lymphoma HIV/AIDS 11:03(8:43-14-4) HH 7 8oz 0.00
Transplant 3-89 (2-42-6.26) i 4 21 0-65
Non-Hodgkin HIV/AIDS™ 7667 (39-4-149) - 6 5295 0.00
lymphoma Transplant 8.07 (6-40-10-2) HH 4 333 0.02
HHV-8 related cancer
Kaposi's sarcoma HIV/AIDS®  3640.0 (3326-3976) H 1 494
Transplant  208-0 (114-349) i 1 14
HBV/HCV-related cancer
Liver HIV/AIDS 522 (3:32-820) il 7 133 0.01
Transplant 213(116-3.91) —— 1 0.25
Helicobacter pylori-related cancer
Stomach HIV/AIDS 1:90 (1-53-2:36) HIH 7 89 049
Transplant 2.04 (1-49-2.79) HElH 3 44 085
T T T
10 100 1000
SIR

Figure 2: Standardised incidence ratios for cancers related to infection with Epstein-Barr virus, human herpesvirus 8, hepatitis B and Cvirus, and
Helicobacter pylori in people with HIV/AIDS and in transplant recipients

6/3/2008
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Cohort  Meta-analysis SIR (95% CI) Number Observed number Heterogenity
of studies  of cancers pvalue
HPV-related cancers
Cervix uteri HIV/AIDS* 582 (2:98-113) —— 6 104 000
Transplant 213 (1.37-3-30) = = 3 22 0.67
Vulva and HIV/AIDS 6.45 (4.07-10-2) il 2 21 055
vagina Transplant 2276 (15-8-327) HlH 2 3 0-85
Penis HIV/AIDS 442 (2 7) il 3 21 052
Transplant 1579 (5:79-34-4) beoom 1 6 -
Anus HIV/AIDS 28.75 (21-6-383) HIlH 6 303 003
Transplant 485 (1-36-17-3) —— 2 18 004
Oral cavity and HIV/AIDS 232 (1.65-3.25) HilH 4 238 0.07
Pharynx Transplant 323 (2:40-4.35) HilH 3 49 037
Possibly HPV-related cancers
Non-melanoma HIV/AIDS 411 (1.08-16.6) A 4 121 0.00
Skin Transplant 2862 (9-39-87-2) —— 3 448 0.00
Lip HIV/AIDS 2:80 (1.91-411) HilH 2 30 0-45
Transplant ~ 30-00 (16-3-55-3) i 5 506 0-00
Oesophagus HIV/AIDS 1.62 (1:20-219) HEH 4 48 053
Transplant  3.05 (1-87-4.98) il 3 28 028
Larynx HIV/AIDS 272 (2:29-3-22) [ ] 5 142 0-55
Transplant ~ 1.99 (1.23-3.23) i 3 20 0.88
Eve HIV/AIDS  1.98 (103 381) - 2 11 092
Transplant ~ 6.94 (3.49-13-8 —— 2 10 035
r T T 1
01 1 10 100 1000

Figure 3: Standardised incidence ratios for cancers related to, or possibly related to, human papillomavirus infection, in people with HIV/AIDS and in

transplant recipients

Cohort Meta-analysis SIR (95% Cl) Number Observed number Heterogenity
of studies of cancers pvalue

Breast HIV/AIDS 1:03 (0-89-120) 6 194 0-60

Transplant 115 (0-98-1:36) 5 156 0-66
Prostate HIV/AIDS 0.70 (0-55-0-89) HIH 6 202 022

Transplant 0.97 (0.78-1-19) 3 98 0.82
Colon and rectum ~ HIV/AIDS 0-92 (0.78-1-08) 5 224 034

Transplant 169 (1.34-2-13) HEH 3 185 011
Ovary HIV/AIDS 163 (0-95-2-80) 5 30 0-34

Transplant 1.55(0:99-2.43) 3 23 0-61
Trachea, bronchus, ~ HIV/AIDS 272(1.91-3-87) HEH 7 1016 000
and lung Transplant 218(1-85-2:57) L] 3 234 0-25

f T T T 1
01 1 10 100 1000
SIR

Figure 4: Standardised incidence ratios for common epithelial cancers in people with HIV/AIDS and in transplant recipients

6/3/2008

13



6/3/2008

Cohort Meta-analysis SIR (95% CI) Number Observed number Heterogenity
of studies of cancers pvalue
Increased in both
Kidney HIV/AIDS 150 (1-23-1-83) . 6 93 079
Transplant 678 (5.69-8.08) ] 5 197 0.27
Multiple myeloma HIV/AIDS 271(2:13-2-44) HIH 6 76 078
Transplant 312 (2:13-4.57) HilH 3 31 067
Leukaemia HIV/AIDS 320(251-409) HEH 7 235 019
Transplant 2:38(1.77-279) HEH 4 51 1.00
Melanoma HIV/AIDS 124 (1.04-1-48) L 6 200 0-37
Transplant  2:34 (1.08-2.77) - 4 148 041
Increased in transplant only
Bladder HIV/AIDS 075(043-132) — 5 52 020
Transplant ~ 2.46 (1-82-3.34) HEH 4 91 017
Thyroid HIV/AIDS 0.84 (0.51-1.40) - 5 43 031
Transplant  5.91 (4-41-7-90) HEH 5 72 030
Increased in HIV/AIDS only
Brain HIV/AIDS 2:18(1-29-368) il 7 192 0-00
Transplant  1.02 (0-64-1.63) 4 22 0.68
Testis HIV/AIDS 135(1.01-1.79) 7 216 016
Transplant  1.61(0-69-3.79) 2 7 049
T T T T 1
01 1 10 100 1000

SIR

Figure 5: Standardised incidence ratios for other cancers occurring at increased rates in one or both populations

Conclusions

® 20/28 types of cancer examined showed increased
incidence in both groups

® Most common epithelial cancers did not occur at
increased rates

® The pattern of increased risk similar in both groups

® Many - but not all - cancers that occurred at increased
rates were those with a known or suspected infectious
cause
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Recent epidemic of acute hepatitis C
virus in HIV-positive men who have
sex with men linked to high-risk
sexual behaviours. Danta et al.
AIDS 2007;21:983-91

® MSM with acute HCV [1999-2005]

® 7 monophyletic clusters from 111
cases, largest with 43 sequences

® 60 cases matched to 130 HCV-
controls, self-administered
questionnaire

Cases:

® 82.8% did not report IDU

® More piercing, more sexual
partners, higher levels of high-risk
sexual behaviour and rough
sexual practices, more history of
STIs, more likely to have shared
drugs via a nasal or anal route

Recent epidemic of acute hepatitis C
virus in HIV-positive men who have
sex with men linked to high-risk
sexual behaviours. Danta et al.
AIDS 2007;21:983-91

Increase in HCV incidence among men
who have sex with men in Amsterdam
most likely caused by sexual
transmission. Van de Laar et al.

J Infect Dis 2007;196:230-8

® MSM with acute HCV [1999-2005]

® 7 monophyletic clusters from 111
cases, largest with 43 sequences

® 60 cases matched to 130 HCV-
controls, self-administered
questionnaire

Cases:

® 82.8% did not report IDU

® More piercing, more sexual
partners, higher levels of high-risk
sexual behaviour and rough
sexual practices, more history of
STIls, more likely to have shared
drugs via a nasal or anal route

® Retrospective HCV Ab tests on
1836 MSM [1984-2003]

HCV incidence per 100 py:
® 0in HIV-MSM
® 0.18 in HIV* MSM
0.87 after yr 2000
® 3 monophyletic clusters
MSM who acquired HCV:
® High rates of ulcerative STIs

(59%) and rough sexual
techniques (56%), denied IDU

6/3/2008
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ance of Newly Acquired thmao}
gency

is C in MSM -

Objectives
» To inform decision process for national roll out
» Assess the burden of disease and monitor trends

> Investigate risk factors

> Develop information systems for public health actions

et

Pratection
Agency

Protection
Agency
~ul ~u
SNAHC- surveillance of Newly Acquired Hepatitis € in men SNAHC- surveillance of Newly Acquired Hepatitis € in men
who have sex with men who have sex with men
Patient clinic number- Reported by: Name, Postion, SectionC
SOURDEX code Bate Terephons 1. Did the patient have 3 sexual heaith scraen i the last.2 months? [1 ves [T no [ nic
Dtz of el FIV/GUM clinis CODE andname: 413 IFYES, any STie disgnosed in the last 12 mortha?
Oec g rectat ] GT (oharyma
—— ‘ 16V (oharynneat urethvall recta) D art Svonais. Dl Tl omer
1. Date of FIRST hepatitis is 4b Probable pos and HOV-AB neg)
| Dt of LAST negative HCV-RNA test
(g | [0 [TTT] oseomesied? Cves e 12. Approximate number of sexual partners in previous 2 months
‘Spacimen Number: _, o ClMone  O1 O2tos Ostots  iiwie  Ooormee DN
LabNarber: | Erdence ot b ot dgnosis
: ALT rse > 2.8 upper normat i [i¥es (o [INK 43. Sexual Prastices - Hes the patient enganed in or experienced any of the folawing withi the last  morihs
2.HCV markers at disgnosi L
i e | Evidence of acule HAV wiecton? LlYes [Ne CINK - plesse tick 25 appropriate
Hov-AB  [lPos ClNen [lEauioral ik ‘ [Eiers of Aot o) tectionz (e N Clowe No Yes Yes Yes NK
Protested  Unprotected  unknawn
3.Genotype iavaidbie) | R T il Insertive anal intercourse u] =] =] u] o
5 Bl Receptive anal intercourse L1 u] fu} o
"~ Date o LAST negaive HOV-AB fest | ElRameaiFre strouine c7T sovsen Insertive isting =} =} =} o o
) Ko contastof KO-+ Reoepive fisting a a [u} o o
[T ocsmereer Cvesie | Bt e
571 digno
g::::: e e e o | C100er (lase speciy Mt e e e e e
Section B = 143 YES, plesss indicate
LAt N /| st T [lcestasy [Cocaine []Ketamine []GHE  [IMethamphetamine [] Spest
Clfss gl poine e Dl Visgraotmer rocsoiors Dl teroin Clisp [ crack [lotner
Dlieg (Last negotive test date) ! | 10. mjection drug use: Evermecmaargsy | [l | T eEeneTUERREE nemn R e O e
Documentzd? 1Y CIN | Clves Cte DNk 4415 Did the patient have sex under the infusnce of these drugs? [ ves [ o [ nic
[ unknown
| 1031 YES, ich ype? 146 WYES, plaase inicate the raquency 7 ektom [ Occasionaly []Ofen
L S o ey
P —— DlStersisioter paromnce snhancing cruge T Ry othas o
e count beore HCV diagnosis: |
___________ et 100 FYES, date st use? /I
8. Ethnicity (Please dick) 0.0 Ever used nediesor syringas recaivad from somaona
[ white eise? ‘es. o
E Vs : ios D'¥es LN CINK.
[Rsian or Asian Brtish
[] Black or Black British e fast used? Please retum to: Dr Sam Lattimore, HIV/STI Department, Centre for Infections, 61
e oo [TI] o D e e e e
3 + qusis contace Dr Sandra Cohe, T: 0207 759 2812, Dr S Latsimors T 0208 327 7420, o Mrsd 2
T: 0208 327 7145. OR email: hivati@hos.orguds with 'SNAHC' in the subject feld
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ot
Of Newly Acquired
MSM

Newly acquired hepatitis C in MSM will be defined as:

Definite Case: Documented anti-HCV seroconversion

HCV antibody positive with documented negative HCV antibody within the
previous 36 months

Probable Case
HCV RNA positive AND HCV antibody negative or equivocal

London, Brighton, Eastbourne, Hastings, Oxford, Southampton
Murad Ruf [Murad.Ruf@hpa.org.uk]

British HIV Association

BIEHY A

14™ ANNUAL CONFERENCE
OF THE

23-25 April 2008, Belfast Waterfront Hall, Northern Ireland, UK
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