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Oral Abstracts

O1
Trends over calendar time in the prevalence of patients
with extensive triple class virological failure in the UK
Andrew Phillips, Clifford Leen, Alan Wilson and Caroline Sabin for the UK CHIC Study
Royal Free and University College Medical School, London, UK

Aim/objective: To assess, in a study that combines data from several UK

clinics: (i) the prevalence of extensive triple class failure (ETCF) among patients

who started ART with ‡3 drugs; and (ii) the proportions of such patients who

have viral load <50 copies/mL, and CD4 cell count <200/mm3.

Methods: Virological failure of a drug was defined by a viral load >500 copies/

mL, despite >4 months’ continuous use of that drug. ETCF was defined as

virological failure of at least one drug of each of the following nucleoside sub-

classes: (i) 3TC/FTC; (ii) zdv/d4T; and (iii) abacavir, ddI and tenofovir, failure of a

boosted PI and failure of an NNRTI. We also studied triple class failure (TCF),

defined as virological failure of at least one drug in each of the three classes

Results: A total of 10,603 patients who started ART with >3 drugs, 170 (1.6%)

have developed ETCF, compared with 499 (4.7%) who developed TCF. In mid-

2000, none of the 3156 (0%) patients under follow-up who started ART with

>3 drugs had ETCF. Equivalent figures for the years ‘01, ‘02, ‘03, ‘04 and ‘05

were 13/4360 (0.3%), 46/5429 (0.9%), 81/6579 (1.2%), 104/7196 (1.5%) and

120/7176 (1.7%). Of those with ETCF in 2001, the percentage with viral load

<50 copies/mL was 15%. For subsequent years it was 20, 37, 40 and 44%. The

percentages of those with ETCF with CD4 cell count <200/mm3 in years 2001–

2005 were 62, 46, 35, 30 and 26%.

Discussion: The rate of developing ETCF after start of ART is very low (8%

by 10 years; CROI 2007). The number of patients under care with ETCF is

growing steadily but remains at <2% of all patients who started ART with

>3 drugs. An increasing proportion of those with ETCF have viral load

<50 copies/mL.

O2
Time trends in HIV drug resistance in ART-experienced
patients in the UK: impact of improved treatments and
boosted protease inhibitors
David Dunn, Hannah Green and Esther Fearnhill
MRC Clinical Trials Unit, London, UK

Aim/objective: To describe time trends and drug class-specific differences in

drug resistance in ART-experienced individuals in the UK.

Methods: Data derived from the UK HIV Drug Resistance Database, repre-

senting >95% results generated in the UK. Resistance defined as ‡1 IAS-USA

(2006) major mutation.

Results: A total of 7794 patients were identified with one or more

resistance tests. When considering one test per person per year, prevalence

of any resistance remained constant from 1998–2002 (72–80%) but fell to

52% by 2005 (P < 0.001). The prevalence of PI resistance decreased steadily

from 35% in 1998 to 13% in 2005 (P < 0.001). Triple class resistance

decreased from 15% in 2002 to 6% in 2005. When using a model of

cumulative resistance over time (multiple test) and as a proportion of ALL

ART-treated patients in the UK (estimated from SOPHID), overall prevalence

of resistance remained stable between 2000 (17.1%) and 2005 (18.4%). PI

resistance fell from 8.1 to 6.2% over this period, although NRTI and NNRTI

resistance remained stable. Triple class resistance fell from 4.9% in 2000 to

3.6% by end-2005, although still representing a total of 1104 individuals at

this latter time point.

Conclusion: Our data are compatible with improvements in long-term viral

suppression on ART. In particular the significant reductions in PI resistance

parallel the introduction of boosted PI use. There remain >1000 patients with

triple class resistance, requiring new generation drugs within existing classes,

and new classes of drugs. However, this is a diminishing proportion of treated

individuals, and we suggest that the potential benefit of these drugs be

extended to patients outside of the MDR HIV-1 group.

O3
HIV-2 seroprevalence amongst sub-Saharan West African
patients attending a public sector clinic in Kumasi/Ghana
Ulrich Schwab1, Erasmus Smit1, William Adjei2, George Bedu-Addo2 and David

Chadwick3

1Birmingham Heartlands Hospital, Birmingham, UK, 2Komfo Anokye Teaching
Hospital, Kumasi, Ghana, 3James Cook University Hospital, Middlesbrough, UK

Aim: HIV-2 seroprevalence determination.

Methods: A serum repository was set up in October 2005. Routine HIV

screening was performed with Vironostika� HIV uniform II plus O ELISA (Bio

Merieux), confirmed by Determine� HIV 1,2 Antibody card test (Abbot).

Discrepant results were tested with Elisa/Card Test: HIV 1,2 (Standard

Diagnostics�). For this study pooled and individual serum samples were

screened for HIV-2 using the ImmunoComb HIV1/2 � test kit (Organics/Sterilab

Services). A database of all HIV-2 patients including clinical data has been set

up.

Results: The results were: (i) Of a total of 865 HIV-positive patients, 52 were

identified as HIV-2-infected (6.12%). 1.4% (13/52) were HIV-2 mono-

infections, 4.7% (39/52) were dual infections with both spots on the

Immunocomb appearing equal (14), more prominent for HIV-1 than HIV-2

(22), and vice versa (3); (ii) 13/52 are on various ART regimens, 12 of whom are

on NNRTI, six patients taking (3TC/d4T/NVP), 2 (3TC/d4T/EVF), 4(CBV/EFV) and

1(CBV/PI); three did have a CD4 drop on their regimen.

Conclusion: HIV-2 is not uncommon in Ghana. This has direct implications for

the current selection of first line therapy: 1st line therapy in Ghana nearly

always includes a NNRTI both of which are inherently resistant to HIV-2. This

means that people would invariably fail their first line therapy. All HIV-positive

patients therefore should be screened for HIV-2 infection. Ideally a PI based

regimen should be started as first line ART for HIV-2-infected patients. By now

the Kumasi cohort is the largest single-centre cohort of HIV-2 patients on ART

so far described with a significant number of patients who have taken NNRTI-

based triple therapy, as well as NLV-based HAART regimen. Further testing on

our cohort should provide descriptive data on mutations in the HIV-2 reverse

transcriptase and protease genes associated with ART.

O4
High prevalence of HIV-1 in women who terminate their
pregnancies: data from an unlinked anonymous study
Alicia Thornton1, Louise Logan1, John Parry1, Pat Tookey2 and Fortune Ncube1

1Health Protection Agency, London, UK, 2Institute of Child Health, London, UK

Aim/objective: To describe patterns of HIV infection in a sample of women

who terminate their pregnancies at selected sentinel clinics in London and to

compare these data to those from other surveys of pregnant women.

Methods: Residual blood from pregnant women and newborn babies, taken for

routine medical procedures, is unlinked from all patient identifiable information

and tested for HIV-1 infection. The age group of the women and units attended

are retained for analysis.

Results: The prevalence of HIV-1 in this sample of women undergoing TOP in

London has increased from 0.64% in 1996 to 1.01% in 2005. The prevalence

among women attending these centres for antenatal care was 0.62% in 2004

and the prevalence was 0.44% in women giving birth in the same geographic

area in 2005. HIV prevalence in women terminating their pregnancies was

highest in the 30–34 year olds and in those giving birth in the same region it

was highest in 20–25 year olds. From 2000–2005, 82% of HIV-positive women

undergoing TOP in the sentinel centres, and reported to the National Study of

HIV in Pregnancy and Childhood, were Black African. This compares with 83%

of women giving birth in London.

Conclusion/discussion: The prevalence of HIV infection in this sample of

women undergoing TOP is more than double that in women giving birth. This is

a public health concern. TOP services may represent a good opportunity for

health promotion and voluntary counselling and testing for HIV. However, these

prevalence estimates relate to women undergoing TOP only in selected NHS

units and thus the generalization of these findings to women undergoing TOP in

other settings remains unclear.

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 1–8



O5
An audit of laboratory diagnosis of HIV-1 infection in
infants born to HIV-1 positive mothers in the UK
Jennifer Tosswill1, Deenan Pillay1, Mark Zuckerman2, Janet Masters3, Pat Tookey3

and John Parry1

1Health Protection Agency Centre for Infections, London, UK, 2HPA London/
King’s College Hospital, London, UK, 3Institute of Child Health, London, UK

Aim/objective: To determine the age at, and optimal laboratory method for,

diagnosis of HIV-1 infection in infants born to infected mothers.

Methods: A total of 11, 875 blood samples from 4029 infants born between

2000 and 2005 to HIV-1-positive mothers were tested for HIV antibodies, HIV

proviral DNA and p24 antigen.

Results: A total of 216 infants were identified as infected with HIV-1. Of

these, 92 had been tested at <1 year of age, and sequential results on this

subset were analysed. Proviral DNA was detected in 18 of the 32 (56%)

neonates tested within 2 days post partum. In three infants subsequently

identified as infected, proviral DNA was not detected when they were tested

at about three months of age or later. p24 antigen was detected in only

22% of the 92 infected infants, and never in the absence of amplifiable

DNA.

Conclusion/discussion: Amongst those subsequently found to be HIV-1-

infected, proviral DNA was detected in over half of the infants tested within

2 days post partum. In three infants HIV infection had not been detected by

3 months of age or later. Follow-up beyond this age is important, particularly in

those who may be at risk through breast feeding. p24 antigen detection is not

recommended as a screening assay.

O6
Pregnancy and mode of delivery in HIV-positive women
at two London centres: have the BHIVA pregnancy
guidelines led to an increase in vaginal deliveries in
women with undetectable viral load?
Sherie Roedling1, Claire Townsend2 and Eva Jungmann1

1The Mortimer Market Centre, Camden PCT, London, UK, 2UCL Institute of Child
Health, London, UK

Aims: In March 2005 BHIVA guidelines on management of pregnancy in

women with HIV were changed from advising elective caesarean section (CS) to

all women to offering vaginal delivery (VD) to mothers on triple antiretrovirals

(ARVs) if viral load (VL) undetectable. We aimed to assess whether this has

influenced the number of VDs in our centres.

Methods: Pregnancies were identified from clinic database and from data

submitted to the National Study of HIV in Pregnancy and Childhood since

1989. Data on pregnancy outcome, ARV treatment of mother, CD4 and VL,

and mode of delivery (MOD) were collected. Eligibility for VD (undetectable

VL) was compared with actual mode of delivery. Data were analysed using

EpiInfo.

Results: Of data available for 262 pregnancies, 208 continued to term.

Sixty-one (29%) were taking ARV treatment at conception and 170 (82%)

received ARVs during pregnancy. Mean CD4 was 460 x 106/L. Seven women

were diagnosed post-partum. Eighteen have not delivered as yet. MOD

(n = 183), was VD in 30 (16%), elective CS in 117 (63%), emergency CS in

24 (13.1%), unknown in 19. Overall, 66 (36%) women were eligible for VD

by VL criteria. Prior to the updated BHIVA guidelines 53 (34%) women would

have been eligible for VD, of whom four (7%) had VD, 36 (71%) elective CS

and 11 (20%) emergency CS. Publication of the new BHIVA guidelines

significantly changed the MOD. Of 13 (48%) women eligible for VD, five

(38%) had VD, two (15%) elective CS and six (46%) emergency CS

(P < 0.05).

Discussion: Improved ARV treatment and VL suppression in pregnancy

means more women will be eligible for VD, with service planning

implications. Close liaison between HIV team, obstetricians, midwives and

paediatricians is vital.

O7
Evidence of increase in recently acquired hepatitis C in
HIV-positive men who have sex with men across London
2002–2006
Murad Ruf1, Isabelle Giraudon1, Helen Maguire1, André Charlett2 and Fortune Ncube2

1Health Protection Agency, Regional Epidemiology Unit, London, UK, 2Health
Protection Agency, Centre for Infections, London, UK

Objective: Recent clinic-based reports from the UK and other European

countries have described hepatitis C (HCV) co-infection in HIV-positive MSM.

The objective of this study was to ascertain the burden and spatial extent of

diagnosed recently acquired HCV (DRHCV) in MSM in London in order to inform

public health interventions.

Methods: Questionnaire-based survey of HIV/Genito-Urinary Medicine (GUM)

clinics to ascertain DRHCV in MSM attendees 2002 to June 2006. Case

definition: MSM with positive HCV PCR-RNA or antibody and a negative HCV

test in the previous 3 years. HPA Survey of HIV Infections Diagnosed (SOPHID)

data was used as denominator. Incidence trends were estimated using a

negative binomial regression model.

Results: Thirteen London HIV centres responded covering 85% of the MSM

attending HIV care in London. A total of 352 cases arising from 39,306 person

years were reported, giving an overall incidence of 9.0/1000 person years (range

between clinics: 0–15.4). By 2006 all clinics reported routine screening for HCV,

but only five clinics reported routine screening over the entire period. The

estimated annual increase in incidence in DRHCV from the regression model

was 20% (95% CI 2% to 41%, P = 0.03). There was no evidence that this was

affected by routine HCV screening. Very little information was available for

HIV-MSM as most GUM clinics were not routinely screening MSM for HCV.

Conclusion: This study provides some evidence of increasing incidence in

DRHCV in HIV-positive MSM attending HIV centres across London since 2002.

Yet there still are many gaps in our understanding, especially related to the

burden of disease in HIV-MSM. Close collaboration between clinicians and

public health specialists will be key to inform public health interventions and

potentially required surveillance.

O8
The management and treatment of acute hepatitis C in
HIV-infected individuals
Emma Low, Alex Azwa, Christopher Scott, Mark Atkins, Michael Anderson and

Mark Nelson
Chelsea and Westminster Hospital, London, UK

Objectives: To evaluate the efficacy of 24 weeks of PEG-INF (pegylated

interferon) plus weight-based ribavirin in the treatment of acute hepatitis C

(AHC) in HIV co-infected individuals and to identify factors associated with

treatment success.

Methods: All patients diagnosed with AHC/HIV co-infection in our unit are

entered into a prospective database. We conducted an analysis of this data. The

primary endpoint was a sustained virological response (SVR – HCV RNA

undetectable at 24 weeks after therapy).

Results: A total of 110 HIV-positive MSM have been diagnosed with AHC.

17.4% spontaneously cleared the virus, 75% by 12 weeks. Factors associated

with spontaneous seroconversion were a lower HCV viral load (6741 versus

1,329,454 copies/mL, P < 0.001), a higher CD4 cell count (564 versus 413,

P < 0.011) and a non 1 genotype (P < 0.001). 73 patients accepted treatment.

Of those treated 20 have not yet reached 24 weeks post therapy (six are

undetectable at week 12 and 9 awaiting week 12 data). Of the remaining 53

patients, 35 (66%) achieved a SVR. 18 failed therapy; 10 virological failure, six

toxicity and two non-compliance. Treatment success was significantly

associated with a higher median CD4% at the start of therapy (29% versus

24.1%, P < 0.007), but not genotype (P = 0.908).

Conclusions: Treating AHC with 24 weeks of PEG-INF plus ribavirin achieves

higher treatment success rates than treating chronic hepatitis C in co-infected

patients. Success rates do not match those of HIV-uninfected individuals.

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 1–8
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O9
Treatment of acute HCV with 48 weeks of ribavirin and
pegylated interferon (pIFN) in a cohort of HIV co-infected
patients
Alison Rodger, THN Wong, Tom Fernandez, Margaret Johnson, Gabrielle Slapak and

Sanjay Bhagani
Royal Free Hospital, London, UK

Aim: An epidemic of acute hepatitis C virus (HCV) has been reported amongst

HIV-positive men, due primarily to sexual transmission. The efficacy of

treatment and optimal duration of anti-HCV treatment in acute HCV has not

yet been established. We report the Sustained Virological Response (SVR) to

48 weeks of pIFN and ribavirin in a single-centre cohort.

Methods: We report on 45 HIV-infected men with acute HCV infection

(documented seroconversion to anti-HCV and RNA positivity) treated with pIFN

(2a 180 mg/week, 2b 1.5 mg/kg/week) and ribavirin (800–1200 mg/day). SVR

was defined by a negative HCV RNA (<12 IU/l) 24 weeks after treatment ended.

Results: Mean age was 37 (SD ± 6.5) years. Commonest reason for test was

abnormal LFTs (n = 30, 60%), with a median ALT of 196 (IQ range 76–220).

Most (93%) were asymptomatic on diagnosis. Median time from diagnosis to

treatment was 138 days (IQ range 84–183). Genotype 1 predominated (n = 30,

66%). Median HCV RNA at start treatment was 1 million IU/l. Average CD4

count was 626 (SD ± 243). 75% tolerated 48 weeks’ treatment. Twenty-six

have to date completed 48 weeks’ treatment, of these 89% (n = 23/26) had

virological response at end treatment. SVR data is currently available on 21

patients with >24 weeks’ follow-up. In this group 76% (95% CI: 59%–93%)

have a SVR. In those with genotype 1 SVR was 82% (95% Cl: 60–99%).

Conclusions: A total of 48 weeks of pIFN and ribavirin was tolerated by the

majority of individuals in our study. HCV VL at 12 weeks predicted SVR. The

overall SVR of 75 and 82% in genotype 1 patients in this study appears more

favourable than published data in chronic HCV/HIV co-infection. Optimal

length of treatment needs to be clarified. Clinicians need to be aware of acute

HCV and the need for early treatment.

O10
Effects of IL-2 and GM-CSF immunotherapy in immune
restoration disease and on HIV-1-specific T-cell
responses after antiretroviral therapy
Nesrina Imami1, Mark Nelson2, Anton Pozniak2, Brian Gazzard2 and Frances Gotch1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: In late-stage disease, effective ART although controlling viral

replication and allowing some immune reconstitution, does not allow

restoration of anti-HIV-1 T-cell responses. In some cases, lack of response to

other pathogens allows for emergence of severe immune reconstitution disease

(IRD). Augmentative IL-2 + GM-CSF immunotherapy is being considered as an

adjunct to ART in such patients.

Methods: Individuals with late-stage infection on ART (VL BLD, CD4 <108)

presenting with MAC IRD were subdivided into those receiving ART alone

(Group 1) or ART + IL-2 + GM-CSF immunotherapy (group 2). Group 2 received

IL-2 at 5 MU subcutaneously bd for five days for 3 and 4-weekly cycles. During

the third cycle concomitant GM-CSF was administered subcutaneously at

150 ug daily for 5 days. Chronically infected patients receiving ART with no IRD

were used as controls (group 3).

Results: Median CD4 T-cell numbers in IRD patients (group 1 and group 2) rose

from baseline 22 cells/ll of blood, before initiation of ART, to 108 cells/ll after

6 months of therapy, coinciding with IRD diagnosis. This is in comparison with

group 3, who had median CD4 76 cells/ll at baseline, rising to 249 cells/ll at

6 months post-ART, which coincided with strong pathogen-specific responses

and no IRD. Both group 1 and group 2 had significantly lower levels of naı̈ve

CD4 T-cells (P < 0.005), increased expression of immune-activation markers

(HLA-DR and CD38, P < 0.005 and P < 0.05 respectively), and weak or absent

pathogen-specific T-cell responses, compared with group 3. Augmentative

IL-2 + GM-CSF induced immediate and strong pathogen-specific T-cell

responses in group 2 IRD patients.

Conclusions: This immunotherapeutic approach resulted in resolution of IRD

and clinical recovery.

O11
Immune reconstitution syndrome in HIV-associated
cryptococcal meningitis: incidence, risk factors, clinical
features and CSF immune response
Tihana Bicanic1, Graeme Meintjes2, Robin Wood3, Madeleine Hayes1, Kevin Rebe2,

Angela Loyse1, Linda-Gail Bekker3 and Thomas Harrison1

1St George’s Hospital Medical School, London, UK, 2Department of Medicine, GF
Jooste Hospital, Cape Town, South Africa, 3Desmond Tutu HIV Centre,
University of Cape Town, Cape Town, South Africa

Objective: The objectives were (i) to prospectively determine incidence,

characteristics of, and risk factors for the development of immune reconsti-

tution syndrome in patients with cryptococcal meningitis (CM-IRIS) started on

antiretroviral therapy and (ii) to compare CSF parameters between first CM

episode and IRIS episode in those developing CM-IRIS.

Methods: Prospective observational study of HIV-infected CM patients

subsequently started on ART (n = 65) in Cape Town, South Africa, May ’05–

Dec ‘06. CM-IRIS defined as: (i) CSF culture-confirmed first CM episode; (ii)

complete resolution of symptoms prior to starting ART; (iii) self-reported

adherence to fluconazole and ART; (iv) recurrence of symptoms after initiation

of ART; (v) positive CSF cryptococcal antigen; (vi) evidence of immunologic and

virological response to ART; and (vii) no alternative diagnosis.

Results: Median time from CM diagnosis to start of ART was 47 days. After

11 months median follow-up, 11 of 65 patients (17%) had developed CM-IRIS,

of whom three died. There were no significant differences in fungal burden at

start or end of therapy, rate of fungal clearance or CSF parameters for first CM

episode, baseline CD4, HIV viral load, or time to ART initiation, between

patients who subsequently did or did not develop CM-IRIS. Median CD4 rise

from baseline to 6 months on ART was significantly greater in patients

developing IRIS (220 versus 124 x 106/L, P = 0.01). CSF parameters did not

differ between first CM and CM-IRIS in 11 patients developing CM-IRIS (CSF

cytokines to be analysed).

Conclusion: In our cohort CM-IRIS was common (17%) and had a high

mortality. No factors at first CM episode predicted those at risk of developing

CM-IRIS. Patients developing CM-IRIS showed a greater response to ART at

6 months.

O12
A survey of vaccination history and immune status in
HIV-infected persons
James Molton, Kevin Stonebanks, Gaia Nebbia, Ian Cropley, Mike Youle,

Margaret Johnson and Anna Maria Geretti
Royal Free and University College Medical School, London, UK

Background: Recent BHIVA immunization guidelines are the first internation-

ally that specifically target HIV-infected adults. Data on knowledge of and

susceptibility to vaccine-preventable infections in HIV-infected adults are

limited.

Aim: Assess knowledge among HIV-infected patients of previous infection and

vaccination and determine IgG seroprevalence for vaccine-preventable infec-

tions.

Methods: Questionnaires were issued to 100 consecutive patients at a London

clinic. Samples were tested for IgG against measles, mumps, rubella, VZV,

hepatitis A and B (surface and core). Results were correlated to demographic

and clinical data.

Results: Of 100 patients, 73 were male, 61 were born in the UK/Europe, 28

Africa. Self-reported vaccination rates were; tetanus 75%, polio 57%,

diphtheria 42%, BCG 42%, pneumococcus 7%, influenza 52%. Reported past

infection or vaccination was measles 70%, mumps 57%, and rubella 46%, with

seroprevalence of 90%, 87% and 93% respectively. VZV IgG seroprevalence was

92%, with 62% recalling a history of chickenpox or shingles. Of 33 individuals

reporting hepatitis A vaccination, 27% had undetectable IgG, while 19 who

reported past infection all had detectable IgG. For hepatitis B, 52 reported

vaccination and 37% had a surface Ab level >10 IU/I. With both hepatitis A and

B mean CD4 counts were lower in seronegative than seropositive persons.

Fewer than 25% with serological evidence of past hepatitis B infection reported

this. Reported travel vaccine uptake was; live attenuated yellow fever 25%

(with no reported adverse events), rabies 4%, typhoid 24%, and Japanese

encephalitis 1%.

Conclusions: A significant number of HIV-infected adults are at risk of

vaccine-preventable infections and should be identified and offered vaccin-

ation. Many are unaware of their vaccination status and education may be

beneficial.

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 1–8
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O13
Monitoring clinical outcomes. #1: virological failure and
discontinuation 1 year after starting antiretroviral therapy
Tim Chadborn, Victoria Bryant and Valerie Delpech
1Health Protection Agency, London, UK, 2Audit and Outcomes Subgroup of the
HIV Consortium, London, UK

Aim/objective: To develop pilot clinical outcomes, in accordance with the

London HIV Strategy, which can be monitored locally and used to guide

improvement in the health of people living with HIV. The first pilot outcome

aims to determine the proportion of people with detectable viral load (VL) and/

or drug discontinuation 1 year after first starting antiretroviral therapy (ART).

Methods: Reports to SOPHID (repeated, national cross-sectional survey of HIV-

infected individuals seen for HIV care) that related to an individual were linked

over time. Individuals were included who had a VL measured 9–15 months after

their ART start date. Women no longer on ART were excluded as likely to be

pregnant women on therapy to prevent mother-to-child transmission.

Results: In London, 1123 individuals started ART between July 2004 and June

2005 and had VL and ART data reported after 9–15 months. Overall, 92 (8%)

individuals had a VL >500 copies/mL and 31 (3%) had discontinued or

interrupted therapy. For London sites with more than 20 individuals starting

ART, proportions with VL >500 ranged from 0 to 19% and drug discontinuation

ranged from 0 to 7%. Overall ‘failure’ rates ranged from 3 to 21%.

Conclusion/discussion: This analysis indicates that London sites achieved very

good responses to ART. Further investigation and collaboration should determine

whether differences were because of case mix or patient management. This

demonstrates the feasibility of national monitoring of clinical outcomes.

O14
Novel and known single nucleotide polymorphisms (SNPs)
described in cytochrome P450 2B6 (CYP2B6) among
diverse African populations: potential implications for
efavirenz metabolism
Tariq Sadiq1, Yalda Jamshidi1, Lorna Tinworth1, Michelle Moreton1, Shalini Andrews1,

Denise Mckeown2, Muchanetta Ndorro2 and David Holt1

1St George’s, University of London, London, UK, 2St George’s Healthcare NHS
Trust, London, UK

Aim: Because Africans exhibit wide genetic diversity, we are sequencing

CYP2B6 in selected HIV-1-infected African populations to determine frequen-

cies of novel and known SNPs that may critically affect metabolism of

efavirenz.

Methods: Ugandan and Zimbabwean HIV-1-infected patients were prospec-

tively recruited. Nested PCR was used to amplify the exonic regions of CYP2B6

from whole blood. Efavirenz trough concentrations (ETC) were measured in

those receiving efavirenz.

Results: A total of 115 patients were recruited (64 Ugandan and 38

Zimbabwean) and 48 sequenced to date; female 77/115; median age 38;

CD4 count 368/mm3 (IQR 244–490); HIV-1 RNA load <50 copies/mL (<50–

106); 86 and 28% were receiving antiretroviral therapy or efavirenz

respectively. SNPs were found either heterozygously or homozygously in

66.7% (95% CI 51.5–79.1), 59.3% (45.1–72.1) and 9.3% (3.7–21.6) for 516G>T

785A>G and 983T>C respectively comparing historically to 48.8, 47.5, and

6.6% respectively in Ghanaians; 27.8, 29.8 and 4.4% respectively in African

Americans; 25.5, 28.7 and 0% respectively in Caucasians. A novel mutation was

discovered in one patient in the hetrerozygous state, (G1048T), resulting in a

switch from glutamic acid to a stop codon, E350X. This patient had ETC of

1520 ng/mL implying adequate function of the wild-type allele. ETC of the

study group are currently being measured.

Conclusions: In this group of Ugandans and Zimbabweans higher frequencies

of key CYP2B6 SNPs are observed compared with African-American and other

Black African populations. A novel SNP resulting in premature termination of

CYP2B6 transcription, with the potential to markedly affect efavirenz

metabolism, is described.

O15
HIV co-receptor tropism in treatment-naı̈ve patients:
impact on CD4 decline and subsequent response to
HAART
L Waters, S Mandalia, A Wildfire, P Randell, B Gazzard and G Moyle
St Stephen’s AIDS Trust, Chelsea and Westminster Hospital, London, UK

Objectives: In early HIV infection CCR5 (R5)-tropic virus predominates. The

proportion of CXCR4 (X4) utilizing strains increases with advancing disease; X4

virus is associated with lower CD4 cell counts and higher viral loads. We aimed

to study the impact of X4-tropic virus on CD4 decline prior to starting HAART

and subsequent response to therapy.

Methods: We identified subjects who had undergone tropism testing as part of

a previous study and divided them into R5 and X4 (X4 included mixed/dual

tropic virus). We used our prospectively collected database to record

demographics, treatment history, CD4 count and viral load (VL). Rate of CD4

decline prior to HAART was analysed by DAVG mixed model (adjusted for VL)

and CD4 response to HAART by linear mixed model (adjusted for VL and HAART

regimen). We compared rates of viral suppression with chi-squared test and

regression analysis was used to assess time to viral suppression (both adjusted

for HAART regimen).

Results: Of 402 subjects, 326 carried R5-tropic virus and 76 X4 (three pure

X4). 340 commenced HAART: 229 R5, 60 X4, 51 excluded (insufficient follow-

up); 62 remained off therapy. 12 month CD4 decline prior to HAART was

significantly greater in the X4-tropic group (P = 0.026) but on commencing

HAART CD4 rise was the same (R5 + 185 and X4 + 182 cells/mm3, P = 0.81).

Viral suppression (<50 c/mL) was achieved in 73.4% and 78.3% of R5 and X4

subjects at 12 months (P = 0.51); respective 24 month suppression rates were

72.5% and 68.3% (P = 0.67). Time to viral suppression was similar.

Conclusion: X4-tropic virus is associated with more rapid CD4 decline prior to

HAART; CD4 rise and viral suppression on therapy are similar for R5- and

X4-tropic virus. X4-tropism does not appear to impair response to therapy.

O16
Predictors of clinical progression among HIV-1 positive
patients starting HAART with CD4+ T-cell count
‡200/mm3

Carlo Torti1, Carmine Tinelli2, Giuseppe Lapadula1, Franco Maggiolo3, Salvatore

Casari4, Fredy Suter3, Lorenzo Minoli5, Chiara Pezzoli1, Massimo Di Pietro6, Guglielmo

Migliorino7, Eugenia Quiros-Roldan1, Nicoletta Ladisa8, Laura Sighinolfi9,

Francesca Gatti1, Annalisa De Silvestri2 and Giampiero Carosi1

1University of Brescia, Brescia, Italy, 2Service of Biostatistics, IRCCS S. Matteo,
Pavia, Italy, 3Ospedali Riuniti, Bergamo, Italy, 4Spedali Civili, Brescia, Italy,
5IRCCS S. Matteo, Pavia, Italy, 6S.M. Annunziata Hosp., Florence, Italy,
7Ospedale di Circolo, Busto Arsizio, Italy, 8Policlinico, Bari, Italy, 9S. Anna Hosp.,
Ferrara, Italy

Background: Predictors of long-term clinical outcomes (either baseline or

follow-up factors) among patients starting therapy with high CD4+ T-cell

counts are largely unexplored.

Objective: To investigate risk factors of new AIDS defining events (ADE) and

deaths in patients who initiated HAART at CD4+ T-cell count ‡200/mm3.

Methods: Prospective observational cohort study. HIV-infected patients who

initiated triple drug antiretroviral combinations between 1996 and 2002 and

had a minimum of 1 month of follow-up were studied. Both baseline and time-

updated variables were tested for prediction of ADE and deaths using Cox

regression models.

Results: A total of 896 HIV-infected patients initiated treatment with CD4+ T-

cell count ‡200/mm3 in the stated period. After a median follow-up of

5.2 years, incidence of new ADE was 1.6 (95% CI 1.2–2) per 100 person-years

of follow-up. Higher HIV-RNA (per 1 Log10 copies/mL increase, HR 1.5; 95% CI

1.1–2.1; P < 0.009), occurrence of ADE prior to HAART initiation (HR 3; 95% CI

1.5–6.1; P < 0.003) and longer delay from HIV diagnosis to antiretroviral

therapy (per 1 year increase, HR 1.05; 95% CI 1.01–1.1; P < 0.021) were

predictors of ADE/death, independently from CD4+ T-cell count before

treatment. Moreover, longer proportion of follow-up time spent with CD4+

T-cell count <200/mm3 (per 10 percent-points increase, HR 1.3; 95% CI 1.1–

1.4; P < 0.001) or without treatment (per 10% points increase, HR 1.1; 95% CI

1.04–1.3; P < 0.006) were independently associated with higher risk of ADE/

death, whereas higher percentage of follow-up with CD4+ T-cell count >500/

mm3 was protective (per 10% points increase, HR 0.8; 95% CI 0.77–0.9;

P < 0.002). A CD4+ T-cell count <350/mm3 before HAART initiation was

associated with higher risk of ADE/death (HR 2.1; 95% CI 1.2–3.7; P < 0.021),

independently from other baseline factors. However, in the model including

both baseline and time-updated factors, CD4+ T-cell count ‡350/mm3 at

baseline was no longer significantly associated with the outcome (HR 1.4; 95%

CI 0.8–2.4; P < 0.297).

Conclusions: Maintenance of high CD4+ T-cell count and continuity of

antiretroviral treatment were correlated with free-of-disease survival, inde-

pendently from the CD4+ T-cell count at starting treatment however it was

‡200/mm3 in all patients. Patients who started treatment with CD4+ T-cell

count ‡350/mm3 had better outcome, independently from other factors

assessed at baseline, but not when viro-immunological and clinical evolutions

were taken into account. Randomized controlled studies are urgently needed to

clarify the optimal time to start HAART.
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O17
Understanding full adherence
Lorraine Sherr1, Richard Harding2, Sally Norwood1, Heather Leake Date3, Margaret

Johnson4, Gilly Arthur5, Simon Edwards6, Jane Anderson7, Sarah Zetler7 and

Fiona Lampe1

1Royal Free and University College Medical School, London, UK, 2King’s College,
London, UK, 3Royal Sussex County Hospital, Brighton, UK, 4Royal Free, London,
UK, 5Archway, London, UK, 6Mortimer Market, London, UK, 7The London/
Homerton, London, UK

Aim: This study was set up to examine adherence to antiretroviral treatment in

a cohort of UK patients in London and the South East and to monitor full

adherence and its implications.

Method: Consecutive attenders at five HIV clinics participated in a cross

sectional questionnaire study. All patients who were not too ill to be

approached and spoke sufficiently fluent English to complete the standardized

inventories and were currently on treatment (n = 502) were included (86%

response rate). Adherence was measured by self recall over the preceding week

with a notation of medication-taking as well as adherence to time and special

circumstance provisions. Quality of life, disclosure, risky behaviour and

demographic information was also gathered.

Results: A total of 441 (79.1%) reported dose adherence >95%. However

42.8% had not taken their dose at the correct time, and 27.2% had not taken it

under the correct circumstances, reducing full adherence from 79.1% to 41.5%.

Comparisons of fully adherent dose + circumstance (41.5%), partially adherent

dose only (36.1%) and not adherent (22.4%) showed a significant effect for age

(younger people less adherent, F = 7.8, P < 0.001), residency (37.3% of non-UK

born fully adherent versus 47.5% UK born, F = 6.8, P < 0.03), ethnicity (White

46.0% versus 36.1% for non-White, F = 5.3, P < 0.07), quality of life

(significantly higher for fully adherent, X2 = 8.7, P < 0.01), psychological and

global symptom burden higher for non adherent (Psych = X2 = 15.2,

P < 0.001; GD X2 = 6.9, P < 0.03). Non-adherence among multiple switchers

was 45.1%, single switchers 23.5% and first treatment 31.4%. Multivariate

analysis to look at predictors of full adherence showed younger age (OR = 0.96,

P < 0.02), education (OR = 0.54, P < 0.03), number of sexual partners

(OR = 0.27, P < 0.001), having risky sex (OR = 4.30, P < 0.002), being

optimistic about treatments (OR = 0.42, P < 0.01), experience of physical

symptoms (OR = 0.56, P < 0.05) and psychological symptoms (OR = 2.37,

P < 0.001) were associated with lowered adherence.

Conclusion: Combinations that avoid timing and circumstance requirements

will enhance adherence. Interventions can be targeted at those who may find

full adherence a challenge.

O18
Factors associated with viral rebound amongst highly
treatment-experienced patients who have achieved viral
suppression
Colette Smith1, Andrew Phillips1, Brenda Dauer2, Margaret Johnson3, Fiona Lampe1,

Mike Youle3, Mervyn Tyrer3 and Schlomo Staszewski2

1Royal Free and University College Medical School, London, UK, 2JW Goethe
University Hospital, Frankfurt, Germany, 3Royal Free Hospital, London, UK

Aim: As new antiretrovirals (ARVs) have become available, highly treatment-

experienced patients are increasingly achieving viral suppression. The durability

of virological suppression in this situation remains unclear.

Methods: Patients who had failed ‡1 antiretroviral in all three main drug

classes (virological failure to an antiretroviral occurred on the date they first

experienced a viral load >400 copies/mL having received the ARV for

>16 weeks), at least three previous antiretroviral regimens (number of unique

dates on which an antiretroviral was failed) and subsequently achieved a viral

load <50 copies/mL were included. They were followed until stopping

combination antiretroviral therapy, end of follow-up or viral rebound (two

viral loads >400 copies/mL).

Results: A total of 247 patients contributed 723 person-years and 114 viral

rebounds (rate = 15.8/100 person-years; 95% CI 12.9–18.7). More recent

calendar years of viral suppression [relative risk (RR) = 0.89/year later; 0.80–

0.99; P < 0.04) and greater number of antiretrovirals in the regimen not

previously failed (RR = 0.79/1 antiretroviral more; 0.65–0.96; P < 0.02) were

associated with lower rate of viral rebound. In the first year and 1–2, 2–3 and

3+ years after achieving viral suppression the rates of viral rebound were 30.9,

9.2, 4.3 and 3.5/100 person-years respectively. Compared to the first year, the

adjusted RRs (95% CI) of viral rebound 1–2, 2–3 and 3+ years after achieving

viral suppression were 0.29 (0.17, 0.51), 0.18 (0.08, 0.51) and 0.11 (0.05, 0.24)

respectively (P < 0.0001).

Conclusions: Although viral rebound rates are high, especially in the first

2 years after viral suppression, if treatment-experienced patients can maintain

suppression this risk reduces substantially in subsequent years.

O19
Saquinavir/ritonavir (SQV/r) pharmacokinetics (PK) in the
presence of omeprazole (OMZ): healthy volunteers and
HIV-infected patient data analysis
Kasha Singh1, Alan Winston2, Laura Dickinson3, David Back3, Carl Fletcher1, Anton

Pozniak1, Graeme Moyle1, Mark Nelson1, Brian Gazzard1, Dilruwan Herath4 and

Marta Boffito1

1Chelsea and Westminster NHS Foundation Trust, London, UK, 2St Mary’s
Hospital, London, UK, 3University of Liverpool, Liverpool, UK, 4Roche, London, UK

Background: Studies have described reduced absorption of certain protease

inhibitors when given with agents known to increase gastric pH. To avoid

risking low drug concentrations leading to virological failure these studies are

performed in healthy volunteers (HV). HIV+ subjects may have concurrent

conditions altering gastric pH and drug absorption. We investigated the safety

and PK of SQV/r given with OMZ in HV and then in HIV+.

Methods: In HV SQV/r 1000/100 mg was administered bd for 15 days. On days

11–15, subjects received OMZ 40 mg qd with SQV/r. HIV+ on SQV/r bd-containing

regimens were randomized to group A (SQV/r and OMZ simultaneously days 2–8,

wash out days 9–14, OMZ two hours before SQV/r (days 15–22) or group B (OMZ

two hours before SQV/r days 2–8, wash out days 9–14, SQV/r and OMZ

simultaneously days 15–22). Steady-state SQV/r 12 h PK was assessed before and

after adding OMZ. PK parameters were calculated using non-compartmental

modelling (WinNonlin�). Within-subject changes in PK parameters were

evaluated by geometric mean (GM) ratios and 90% confidence interval.

Results: Eighteen (12 male) HV and 12 (11 male) HIV+ completed the studies.

GM SQV for area under time-concentration curve (AUC; ng/h/mL), trough

concentration (ng/mL) and maximum concentration (ng/mL) all increased

significantly in HV and HIV+ with addition of OMZ. AUC increased by 82% in

HV and 54% in HIV+. Staggered administration of OMZ in HIV+ also led to a

significant increase in all SQV PK parameters (AUC increase 67%). No grade 3/4

toxicity occurred.

Conclusions: In the presence of OMZ total SQV exposure is significantly

increased in both HV and in HIV+. The mechanism of interaction requires

elucidation. Despite the increase in SQV exposure, no short-term toxicities were

observed.

O20
Acquisition of transmitted drug resistant HIV-1 infection
is associated with the presence of sexually transmitted
infections
Kate Nambiar1, David Pao1, Darshan Sudarshi1, Gary Murphy2, John Parry2,

Iain Reeves1, Gillian Dean1, Deenan Pillay3 and Martin Fisher1

1Department of HIV and GUM, Brighton and Sussex University Hospitals NHS
Trust, Brighton, UK, 2Department of HIV and STDs, Health Protection Agency,
Colindale, London, UK, 3Department of Virology, University College and Royal
Free Hospital Medical School, London, UK

Aim: To determine if transmitted drug resistance (TDR) in primary HIV-1

infection (PHI) is associated with sexually transmitted infections (STIs).

Methods: PHI cases from 2000 to 2005 were identified. PHI was diagnosed by:

negative HIV antibody within 6 months, evolving antibody or western blot,

negative antibody but positive antigen and/or RNA, or incident infection on the

Serological Testing Algorithm for Recent HIV Seroconversion (STARHS).

Genotypic resistance testing was undertaken at the time of diagnosis and

TDR was determined by the presence of any primary mutations. We recorded STI

diagnoses made at or within 3 months of HIV diagnosis.

Results: A total of 184 cases of PHI were identified (95% male, 96% of whom

were MSM). 30 (16%) had TDR (14 NRTI, 12 NNRTI, 2 PI and two to multiple

classes). 142 (76%) underwent STI screening with one or more STIs diagnosed

in 59 (42%) (24 gonorrhoea, 12 chlamydia, 32 non-specific urethritis, three

primary syphilis, five primary Herpes and one trichomoniasis). STIs were seen

more frequently in the TDR group (61 versus 37%; P < 0.05)

Conclusions: TDR is associated with the presence of STIs. This could be due to

STIs facilitating transmission of HIV, thereby overcoming fitness barriers.

Alternatively it could be explained by an association between risk behaviour,

STIs and poor adherence to antiretrovirals among individuals in sexual

networks. Therefore, strategies to improve STI diagnosis and management may

decrease TDR as well as overall HIV transmission. The high prevalence of STIs at

PHI, alongside the known impact of STIs on genital HIV RNA, supports the need

for close cooperation between HIV and STI services for newly infected

individuals.
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O21
Effects of early HAART in acute HIV-1 infection on
immune responses and HIV-1 proviral DNA
Catherine Burton1, Christopher Mela1, Antonio Pires1, Mark Nelson2, Brian Gazzard2,

Frances Gotch1 and Nesrina Imami1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: It is hypothesized that the HIV-1-specific T-cell responses

observed immediately after infection may be preserved by initiating ART during

acute disease. In a longitudinal study of nine patients, HIV-1 plasma RNA,

lymphocyte subsets and HIV-1-specific T-cell responses were monitored.

Proviral DNA was quantitated and compared to levels observed in chronic and

non-progressor HIV-1+ patients.

Methods: Responses to pools of peptides of HIV-1 Gag, Nef and Tat were

assessed by proliferative responses (LPR) and intracellular cytokine staining.

Statistical significance was calculated using Wilcoxon’s signed-ranks test, or

Mann–Whitney U test, presented as P-values, with a cut-off for significance of

P < 0.05.

Results: At baseline patients had a median CD4 and CD8 T-cell count of 706

and 776 cells/ll respectively and a median HIV-1 plasma load of 3107 copies/

mL. There were more CD4+/IFN-c responses for Tat than Gag (P < 0.021) or Nef

(P < 0.02) at baseline. Similarly, there were more Tat than Gag (P < 0.02) and

Nef (P < 0.021) specific CD8+/IFN-c+ cells at baseline. By week 38, Gag

responses became predominant. LPR to Tat and Gag peaked at week 28, but

were detectable throughout. The LPR to Nef improved over the study. Levels of

HIV-1-proviral DNA post-ART were higher (P < 0.002) in the chronic compared

to the acute and non-progressor groups.

Conclusions: Anti-Tat CD8 responses waned during the study most likely due

to early viral escape, whilst anti-Nef and anti-Gag responses became dominant,

suggesting that even early ART might not be enough to prevent viral escape

from immune control. The low levels of HIV-1 proviral DNA in the acute treated

group demonstrates an association between early ART and decay of the cellular

HIV-1 reservoirs.

O22
Is home delivery (HD) of HAART safe? A case control
study
Matthew Hamill1, Derval Harte1, Vicky Jones2, Andrew Copas2, Erica Allason-Jones1,

Ian Williams2, Rob Miller2 and Simon Edwards1

1Department of Genito Urinary Medicine, Camden Primary Care Trust, Mortimer
Market Centre, London, UK, 2Centre for Sexual Health and HIV Research,
University College, London, UK

Aim: Service capacity and financial constraints have the potential to adversely

affect delivery of care. There is a need for service developments, which maintain

standards of care with improved convenience to patients and at a lower cost.

HD of HAART medication has the potential to both improve patient

convenience and be more cost effective, but may impact on the monitoring

of safety and efficacy parameters. The aim of this study was to investigate the

clinical, virological and safety outcomes in patients using a HD service.

Methods: Case–control analysis of patients stable on effective HAART (VL

<50 copies/mL) attending a large HIV outpatient clinic between 10/04 and 01/

07. Cases (HD): patients receiving ART medication through HD, Controls:

patients receiving ART through clinic pharmacy. Outcome measures: incidence

of virological failure, therapy related adverse events and frequency of clinic

attendance.

Results: Preliminary analysis: HD: n = 434, male 86%, mean age 40.9 years.

Controls: n = 1211, male 83%, mean age 41.5 years. The incidence of

virological failure (confirmed >400 copies/mL) was significantly lower in HD

versus controls: 3% versus 7%, P < 0.004. Emergency and routine attendance

at the clinic was also lower in the HD group.

Discussion: HD of ARV medication was associated with a lower rate of

virological failure and frequency of clinic on-call attendance in patients stable

on effective HAART compared with those using the clinic pharmacy. Results on

the rate of therapy related adverse events and the impact of selection bias, as a

confounder, will be presented. Preliminary data supports HD as an acceptable

service model.

O23
Dried blood spot (DBS) testing for virological monitoring
in HIV-infected individuals receiving first line HAART in
Uganda
L Waters1, A Kambugu2, H Tibenderana2, S Mandalia1, D Meya2, L John1,

M Nabankema2, TC Quinn3, B Gazzard1, SJ Reynolds3 and M Nelson1

1St Stephen’s AIDS Trust, Chelsea and Westminster Hospital, London, UK,
2Infectious Disease Institute, Makerere University, Kampala, Uganda, 3National
Institute of Allergy and Infectious Diseases, National Institutes of Health and
Johns Hopkins University School of Medicine, Baltimore, USA

Objectives: Viral load (VL) monitoring is largely unavailable in Africa due to the

cost and logistics. DBS samples have been used for VL quantification but have

not been assessed in high volume clinic settings. We compare standard and DBS

VL assays.

Methods: Cross-sectional study of 402 patients established on first-line

HAART. At 6 months, as well as local plasma VL (Roche Amplicor), whole blood

(WB) was spotted on filter paper and dried. Samples were sent for RNA

extraction (Primagen, Holland) and real-time PCR VL (Roche Taqman). DBS was

compared with local plasma VL. After interim analysis cross-reactivity between

cell-associated DNA in WB and HIV RNA was postulated as an explanation for

the false positive rate; subsequently WB and plasma (PL) DBS were collected

and, in the final phase, plasma alone.

Results: A total of 402 subjects underwent standard and DBS VL yielding 306

WB and 218 PL samples (122 paired). By standard VL virological failure (>500 c/

mL) occurred in 39/402 (9.70%). WB DBS testing (n = 306) yielded four false

negative VLs (all <2000 c/mL by standard) and 64 false positives (50%

<1000 c/mL; median 1002 c/mL). WB DBS VL>500 had a sensitivity/specificity/

positive and negative predictive values (95% CI) of 0.86 (0.67–0.96), 0.77

(0.71–0.81), 0.27 (0.18–0.46) and 0.98 (0.95–1.00) respectively. PL DBS

(n = 218) yielded one false positive result (593 c/mL). The sensitivity/specif-

icity/PPV/NPV of PL DBS >500 were 1.00 (0.84–1.00), 0.99 (0.97–1.00), 0.95

(0.77–1.00) and 1.00 (0.77–1.00) respectively. Bland and Altman plots revealed

observed agreement of 0.73 (0.64–0.81) between the paired WB and PL DBS

results.

Conclusions: DBS testing may provide a practical method of VL monitoring in

Africa. WB is associated with false positive results; using PL appears to negate

this.

O24
Treatment regimens and outcomes amongst African
adults with HIV infection: how should possible
repatriation affect how we manage patients in the UK?
Ngozi Dufty1, Kate Grimwade1, Clare Stradling2 and Steve Taylor2

1Department of Infection and Tropical Medicine, Birmingham Heartlands
Hospital, Birmingham, UK, 2Directorate of Sexual Medicine and HIV,
Birmingham Heartlands Hospital, Birmingham, UK

Aims/objectives: To describe current treatment regimens and outcomes in

African HIV patients at Birmingham Heartlands and to develop a strategy to

approach successful repatriation and to continue treatment locally.

Methods: Patients were identified via the computerized programme database

and data collected from their notes on dates of diagnosis, baseline and current

immunological and virological results, treatment dates and regimens (past and

present with reasons for therapy changes). Information was also collected on

country of origin and immigration status.

Results: A third of patients on the Heartlands HIV programme originated from

21 different countries in Africa, with 55% coming from Zimbabwe. 67% were

on antiretroviral treatment. 60% of treated patients had had at least one

previous regimen, switching for failure, toxicity or regimen simplification.

Despite this, 83% were virologically suppressed (<50 copies/mL). This is

comparable to the outcomes for our non-African groups. 62% were on non-

nucleoside reverse transcriptase inhibitor-based regimens. These patients had

higher rates of viral suppression (92%) compared with those on protease

inhibitors (62%).

Conclusion: The African patients at Heartlands have similar outcomes to non-

African patients. Of those on treatment two-thirds were on regimens either

available in their country of origin or simple-to-switch-to available options on

return. Many of those on non-compatible regimens had options for switching.

Systematic review of the treatment options for African patients has been

instated following the findings of this study. An information and drug provision

pack developed and currently employed to ease repatriation and facilitate

uninterrupted treatment will be presented.
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O25
An investigation into the frequency and reasons why
patients switch antiretroviral therapy and which
antiretrovirals are implicated when switching because of
toxicity: The Chelsea Switch Investigation (CSI) data
Iain Davidson, Helen Beardsell, Brian Smith, Brian Gazzard and Mark Nelson
St Stephen’s Centre, Chelsea and Westminster Hospital, London, UK

Purpose of the study: To determine the rate that patients switch their

antiretroviral therapy, why they switch and to calculate an observed toxicity

switch rate for each antiretroviral.

Methods: Outpatients’ prescriptions from the HIV cohort between 1st May and

31st Oct ‘06 were reviewed. All prescriptions involving a switch in antiretroviral

therapy were recorded with details of which antiretrovirals were switched and

the reason.

Summary of results: A total of 14% (n = 469) of regimens were switched over

the 6-month period affecting 13% (n = 433) of patients. Excluding the

tenofovir/lamivudine to truvada switches, this rate falls to 10% of patients in

6 months. The reasons for switch (excluding switches of tenofovir/lamivudine

to truvada and switches because of the tenofovir/didanosine drug interaction)

were 61% toxicity, 14% failure, 13% simplification, 4% drug interaction and

8% other (including pregnancy and hepatitis). Of the 202 switches for toxicity

44% were due to zidovudine (85/88 due to actual/potential lipodystrophy), 9%

tenofovir (18/19 renal complications), 8% stavudine (14/16 actual/potential

lipodystrophy), 8% efavirenz (15/16 CNS side-effects), 5% Kaletra (7/10

diarrhoea), 4% saquinavir (9/9 GI side-effects), 4% atazanavir (7/8 jaundice)

and 4% abacavir (5/8 suspected/actual HSR). An observed toxicity switch rate

(OTSR) per 1000 patient years (95% CI) was calculated for each antiretroviral

(table 1).

NRTIs OTSR (95% CI) PIs OTSR (95% CI)

Stavudine 304.9 (174.3–495.1) Fosamprenavir 89.5 (10.8–323.5)

Zidovudine 224.6 (180.2–276.8) Saquinavir 81.2 (37.1–154.0)

Didanosine 27.6 (9.0–64.4) Kaletra 46.9 (22.5–86.2)

Tenofovir 19.8 (11.9–30.9) Atazanavir 27.0 (11.7–53.2)

Abacavir 15.1 (6.5–29.7) NNRTIs

Emtricitabine 9.9 (3.2–23.0) Efavirenz 24.7 (14.1–40.1)

Lamivudine 1.2 (0.03–6.5) Nevirapine 15.8 (4.3–40.4)

Conclusions: Ten percent of patients switched therapy in 6 months predicting

that one in five patients will change their therapy every year. Stavudine and

Zidovudine have a significantly higher OTSR than the other nucleoside/

nucleotide analogues. There is no significant difference in the OTSR with the

NNRTIs or the PIs.

O26
High rate of loss to clinical follow-up among vulnerable
HIV-infected patients from an inner city clinic
Sarah Gerver1, Tim Chadborn2, Bela Vatsa2, Valerie Delpech2 and Philippa

Easterbrook1

1King’s College, London, UK, 2Health Protection Agency, London, UK

Objectives: Regular clinic follow-up is important for assessing HIV treatment

and other health needs and for ongoing prevention. Our aim was to determine

the frequency and characteristics of patients lost to follow-up, and whether

they subsequently received care elsewhere in the UK.

Methods: All patients ‡18 years seen on ‡1 occasion at an inner city clinic

from 01/1995 to 12/2004, who had not attended for ‡12 months, were

matched against national SOPHID 1995–2005 data. Deceased patients were

excluded. Patients who received no care elsewhere in England, Wales or

Northern Ireland after leaving the clinic (LFU) were compared with those who

continued their care at another site. The medical records of a random sample of

LFU patients were reviewed to assess their intentions of leaving the UK.

Results: Of 2257 patients registered at the clinic, 860 (38.1%) had not been

seen for ‡12 months. Of these, 491 (57.1%) had not received care elsewhere

(LFU), although 30.2% had been on ARV therapy and 20.4% had a CD4 <200 at

their last visit. In comparison with 369 patients who continued care at another

site, LFU patients were significantly more likely to be heterosexual (64.2%

versus 37.1%, P < 0.001%), female (41.6% versus 29.8%, P < 0.001), of Black

ethnicity (63.8% versus 35.2%), have received care for £3 months (47.1%

versus 39.0%, P < 0.05) and had a baseline CD4 <200 (21.4% versus 15.7%,

P < 0.05). 19.4% had reported plans to leave the UK.

Conclusions: A high proportion of HIV+ patients at an inner city HIV clinic

were lost to follow-up and received no further care in the UK. Vulnerable

groups and those with advanced disease were disproportionately affected.

There is an urgent need to better understand the health-seeking behaviours of

these patients to improve continuity of care.

O27
Acute renal failure in a cohort of HIV-infected patients
Jennifer Roe, Lucy Campbell, Philippa Easterbrook, Bruce Hendry and Frank Post
King’s College, London, UK

Introduction: Acute renal failure (ARF) is an important complication of HIV

infection yet remains poorly studied.

Methods: All HIV+ patients who attended our centre between 1/1998 and 12/

2005 and had ‡2 consecutive eGFR <60 (mL/min) were reviewed. ARF was

defined as a ‡40% reduction of eGFR occurring over <3 months.

Results: During the 8-year study period, 2255 patients attended our clinic

(female: 38%, Black: 57%, IVDU: 6%). 114 patients (5.1%) developed ‡1

episodes of ARF. Compared with 2043 patients with persistently normal renal

function, patients who developed ARF had lower nadir CD4 counts (median: 64

versus 219, P < 0.0001) and more commonly had IVDU as risk factor for HIV

(OR 2.93, 95% CI 1.64–5.24). ARF was more common during the first 3 months

after initiating HIV care (incidence: 10.3/100 person years), compared to

thereafter (incidence: 1.1/100 person years). Patients who experienced ARF

within the first 3 months had lower CD4 counts (65 versus 166, P < 0.0003)

and were less likely to be on HAART at the time of ARF (21% versus 70%,

P < 0.0001), or have IVDU as risk factor for HIV (2% versus 21%, P < 0.01),

compared to patients who developed ARF after the initial 3 months. Despite

similar severity of ARF (nadir GFR 32 versus 30 mL/min, both 67% reduced from

baseline), mortality at 3 months was significantly lower in patients who

developed ARF during the initial 3 months (15% versus 38%, P < 0.001).

Severe (opportunistic) infections, drug toxicity and dehydration were important

factors leading to ARF.

Conclusion: ARF was common in patients with recently diagnosed HIV

infection, and associated with advanced HIV infection. A 10-fold reduction in

ARF incidence rate was noted after the initial 3 months. Renal function should

be carefully monitored in patients with severe (opportunistic) infections.

O28
Prevalence, incidence and aetiology of chronic renal
failure in a cohort of HIV-infected patients
Lucy Campbell, Elizabeth Tissingh, Philippa Easterbrook, Bruce Hendry and

Frank Post
King’s College, London, UK

Introduction: Chronic renal failure (CRF) is an important complication of HIV

infection yet remains poorly studied. We evaluated the prevalence, incidence

and aetiology of CRF and risk factors for developing CRF in a large HIV cohort.

Methods: All HIV+ patients with eGFR <60 (mL/min) for ‡3 months between

1/1998 and 12/2005 were reviewed.

Results: Of 2034 HIV+ patients (female: 38%, Black: 55%, IVDU: 6%) with

‡3 months follow-up, 42 had eGFR <60 for ‡3 months. Renal failure was

transient in six patients (predominant aetiology: drug toxicity) and persistent in

36 (CRF prevalence: 1.8%, aetiology: HIVAN, diabetes mellitus, hypertension/

reno-vascular disease, drug toxicity). Patients with CRF had poorer renal

function at HIV diagnosis (median eGFR 47 versus 108, P < 0.0001) and lower

nadir CD4 counts (67 versus 214, P < 0.0001) compared with 1824 patients

with normal renal function. In 29 (81%) patients, renal disease was present at

HIV diagnosis, and seven patients developed CRF a median of 623 days after

HIV diagnosis (CRF incidence: 1.0/1000 person years). End-stage renal failure

(ESRF) was diagnosed in 15 patients (0.7%); these patients had more severe

renal disease (median eGFR 27 versus 64, P < 0.001) at HIV diagnosis and more

often HIVAN (67 versus 24%, P < 0.001) compared with patients with CRF who

did not develop ESRF.

Conclusion: CRF is relatively common in patients with newly diagnosed HIV

infection and associated with advanced HIV infection. HIVAN is an important

cause of CRF in patients not receiving HAART. Drug toxicity is an important

cause of CRF and may affect kidney function at any stage of HIV infection.

Renal function should be assessed by GFR estimation and urinalysis in all new

patients.
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O29
Effects of atazanavir or saquinavir qd with ritonavir
100 mg and tenofovir/emtricitabine as initial therapy for
HIV-1 infection on peripheral glucose disposal:
a randomized open label study
Akil Jackson1, Nimesh Patel2, Kasha Singh 1, Gary Lo1, Graeme Moyle1 and

Brian Gazzard1

1Chelsea and Westminster Foundation NHS Trust, London, UK, 2Imperial College
Medical School, London, UK

Background: Some protease inhibitors (PI) are associated with insulin

resistance. Healthy volunteer (HV) studies of unboosted 400 mg atazanavir

(ATV) for 5 days did not alter glucose disposal rates during hyperinsulinaemic

euglycaemic clamp (EugCl). Changes observed in similar studies have illustrated

reductions in glucose disposal (GD) of 10% with atazanavir/ritonavir (ATV/r)

300/100 mg, 17% with 4 weeks of indinavir, and a 23% lower insulin

sensitivity index with lopinavir/ritonavir. There are no data on the effect of

either atazanavir or saquinavir on GD when given as part of initial regimens to

HIV+ subjects.

Methods: A single-centre, randomized, open-label trial comparing the effect

of saquinavir/ritonavir (SQV/r) 2000/100 mg with ATV/r 300/100 mg (both qd),

with Truvada on GD using EugCl at baseline and at week 4.

Results: Twenty-eight HIV+ males, naı̈ve to therapy and without metabolic

disorders were randomized; 14 to SQV/r and 14 to ATV/r. GD was determined for

120–180 min of the EugCl. The median percentage change in GD for treatment

with SQV/r was an 8.7% decrease (range from -33.6 to +32.0%) compared with

a decrease of 3.0% (range from -26.4 to +103.7%) with ATV/r. Median changes

in lipid parameters over 4 weeks for SQV/r and ATV/r were: total cholesterol

(+0.45 versus +0.15 mmol/l), fasting triglycerides (+0.50 versus +0.24 mmol/l),

HDL cholesterol (+0.01 versus +0.07) and LDL-cholesterol (+0.06 versus

+0.09 mmol/l) respectively.

Conclusion: Variable changes in glucose disposal are seen with both SQV/r and

ATV/r at 4 weeks after initiation of antiretroviral therapy, with a modest

median reduction in glucose disposal with SQV/r. Changes observed in the HIV

treatment setting may differ from those observed in healthy volunteers. Lipid

changes were modest with more favourable changes in triglycerides and HDL

observed with ATV/r.

O30
A prospective study of cardiovascular risk in HIV cohort
Michael Aboud1, Ali Elgalib1, Laura Pomeroy1, Elias Skopelitis2, Bijal Kothari3,

Ranjababu Kulasegaram1, Alistair Duncan1, Anthony Wierzbicki1, Nick Larbalestier1,

Fiona Lampe4, George Panayiotakopoulos2, Alice Sharp4, Caroline Dimian5 and

Barry Peters1

1HIV Unit, Guy’s and St Thomas’ Hospitals NHS Foundation Trust, London, UK,
2Academic Unit of HIV and STDs, St Thomas’ site of King’s College, London, UK,
3Guy’s Kings and St Thomas’ School of Medicine, King’s College, London, Guy’s
Hospital Campus, London, UK, 4Department of Population Sciences, Royal Free
site of UCL, London, UK, 5Department of GUM, Beckenham Hospital,
Beckenham, Kent, UK

Objective: HIV and HAART have been associated with an increase in predicted

cardiovascular risk (CVR) and observed cardiac events. We prospectively

conducted a cross-sectional multi-centre study to determine whether ethnicity,

use of HAART and other factors had an independent effect on 10-year CVR.

Methods: A total of 1012 randomly selected patients from two HIV referral

centres underwent 10-year cardiovascular risk assessment according to the

National Cholesterol Education Program Panel III guidelines. Source data were

rigorously checked, entered onto Excel, and analysed by EpiInfo. The results

from the Health Survey for England 2004 were used as a control group.

Results: The mean 10-year CVR for males (n = 752, 74%) versus females

(n = 260, 26%) was 5.4 versus 1.46 (P < 0.0001), Caucasian (n = 504, 49.8%)

versus African (n = 331, 32.7% ) was 5.41 versus 2.36 (P < 0.001), on HAART

(n = 750, 74%) versus HAART naı̈ve (n = 262, 26%) 4.55 versus 3.28

(P < 0.0004), PI-HAART (n = 243, 24%) versus non-PI HAART (n = 399,

39.4%) 4.50 versus 4.72 (P < 0.74), smoking (n = 377, 37.3%) versus non-

smoking (n = 635, 62.7%) 6.78 versus 2.75 (P < 0.0001). A correlation with

10-year CVR was also found for increased age (P < 0.001) and CDC stage

(P < 0.0036).

Conclusions: Male gender, Caucasian ethnicity, smoking, increased age, and

use of HAART were all positively correlated with an increased 10-year CVR.

Interestingly, there was no significant difference between being on PI- versus

non-PI regimens, at the time of assessment, for 10-year CVR. With raised CVR,

priority should be given to correcting modifiable risk factors such as smoking,

lipids and systolic BP.
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P1
Efficacy and safety of tenofovir DF (TDF)-containing
versus non-TDF-containing regimens in Black
antiretroviral-naı̈ve patients
Anton Pozniak1, Shan-shan Chen2, Andrew Cheng2 and Jeffrey Enejosa2

1Chelsea and Westminster Hospital, London, UK, 2Gilead Sciences, Foster City,
CA, USA

Aim/objective: Limited studies have been conducted to evaluate antiretroviral

therapy in HIV-infected patients from distinct ethnic backgrounds. We analysed

the outcomes of antiretroviral therapy in two Phase III, prospective randomized

clinical trials that had enrolled 20–25% Black patients.

Methods: We evaluated the 96-week safety and efficacy of a TDF-containing

versus a non-TDF-containing regimen (Control) among Black antiretroviral-

naı̈ve patients who enrolled in Studies 903 and 934. These studies compared

TDF versus d4T or AZT in combination with efavirenz and 3TC or FTC and

included patients with HIV-1 RNA >5000 (Study 903) or >10 000 c/mL (Study

934) and any CD4 count at screening.

Results: 228 [TDF: n = 125; Control: n = 103 (903: n = 53; 934: n = 50)]

Black patients were enrolled. Baseline (BL) characteristics: TDF: 36% female,

median age 35, HIV-1 RNA 4.95 log10 c/mL, CD4 195 cells/mm3; Control: 35%

female, median age 33, HIV-1 RNA 4.73 log10 c/mL CD4 227. 5% in the TDF arm

versus 13% in the Control arm discontinued study regimen by Week 96 due to

adverse events. No patient in the TDF arm discontinued due to renal adverse

events. At Week 96, significantly more patients in the TDF arm achieved HIV

RNA <400 c/mL compared to Control (65% versus 48%, P = 0.006, TLOVR).

Similar increases in CD4 counts were seen through 96 weeks (TDF: +267,

Control: +233). Patients on TDF had significantly lower elevations in fasting

cholesterol and triglycerides versus Control. Estimated GFR by Cockcroft-Gault

was similar between arms and remained unchanged through 96 weeks. A trend

toward higher limb fat was seen in the TDF arm at Week 96.

Conclusion/discussion: TDF-based therapy demonstrated significantly greater

virological suppression compared to thymidine analogue-based therapy in Black

antiretroviral-naı̈ve patients through 96 weeks. Patients in the TDF arm had

significantly lower elevations in fasting total cholesterol and triglycerides.

Renal function was similar between arms and unchanged through 96 weeks.

P2
Week 48 antiretroviral (ARV) response to darunavir
(TMC114)/ritonavir and etravirine (TMC125)
combination in patients with high-level viral resistance
Marta Boffito1, Alan Winston1, Akil Jackson1, Carl Fletcher1, Anton Pozniak1, Mark

Nelson1, Graeme Moyle1, Richard Hoetelmans2, Diego Miralles2 and Brian Gazzard1

1Chelsea and Westminster Hospital, London, UK, 2Tibotec BVBA, Mechelen,
Belgium

Background: The protease inhibitor darunavir has been recently approved for

the treatment of HIV and etravirine is an investigational NNRTI. They have

shown activity in naı̈ve and experienced patients. We previously showed the

absence of a clinically significant drug interaction between the two agents. We

here present week 48 responses in 11 HIV-infected patients with high level

viral resistance.

Methods: Multi-class experienced patients with documented three-class

resistance were enrolled to investigate the pharmacokinetics, safety, and

efficacy of darunavir/r 600/100 mg twice daily and etravirine 200 mg twice

daily (new formulation) plus NRTI with or without enfuvirtide (ENF). Genotype

and phenotype testing, safety, and efficacy parameters were assessed at

baseline and over the study period.

Results: Eleven patients completed the 48-week study; median (range) baseline

characteristics included age 45 (39–57) years; CD4 100 (3–490) c/mm3;

log10 viral load 4.9 (3.9–5.5); number of mutations (IAS, October 2005) for

protease inhibitors, primary 4 (0–5), and resistance associated 11 (2–13), for

NRTI 7 (2–9), and for NNRTI 2 (0–6). Of 11 patients, six had prior exposure to

tipranavir and to ENF; only three used ENF for the first time. At week 48,

patients had achieved at least a 2.2 log10 decrease in HIV RNA (median –2.7); all

but two patients had viral loads <50 copies/mL; the two detectable viral loads

were low: 166 and 465 copies/mL. Median CD4 increase was 118 c/mm3. No

serious adverse events or grade 3/4 changes in laboratory safety parameters

were reported.

Conclusion: The combination was well tolerated and showed impressive

efficacy over 48 weeks against three-class resistant HIV. Further studies of this

combination are ongoing.

P3
Is simplification from PI-based to NNRTI- or NRTI-based
HAART associated with reduced immune-recovery?
Giuseppe Lapadula1, Carlo Torti1, Sundhiya Mandalia2, Anton Pozniak2, Antonella

d’Arminio Monforte3, Antonella Castagna4, Cristina Mussini5, Andrea Antinori6, Paola

Cicconi3 and Giampiero Carosi1

1Institute for Infectious and Tropical Diseases, Brescia, Italy, 2Chelsea and
Westminster Hospital, London, UK, 3S. Paolo Hospital, Milan, Italy, 4Vita-Salute
University, Milan, Italy, 5University of Modena and Reggio Emilia, Modena,
Italy, 6INMI Spallanzani, Rome, Italy

Aim/objective: To assess CD4 recovery after simplification from PI to NNRTI or

NRTI.

Methods: Patients (Pts) from 5 HIV cohorts with viral load below the limit

of detection (<500 c/mL, VLBLD) at month 12 of first line PI-based HAART

were grouped as: (G1) Pts switched to 2NRTI+NNRTI from month 12

thereafter (if VLBLD); (G2) Pts switched to 3–4 NRTI (if VLBLD); (G3) Pts

continued on PI. Follow-up was right censored in case of loss to follow-up,

death, viral failure or treatment discontinuation. Linear mixed models (LMM)

were used to derive time weighted CD4 changes over time since switch (G1

and G2) or from month 12 on (G3). The rate of CD4 change occurring in the

12 months pre-switch in G1 and G2 was compared to rate during the 12

months post-switch.

Results: A total of 803 pts were included in G1, 336 in G2 and 891 in G3 with

a median follow-up of 29 (IQR: 12–50), 19 (3–37.5) and 17 (8–34) months,

respectively. 79% of pts were male and 16% had a boosted PI included in their

first HAART. Median CD4 at switch was 439.5 cells/mm3. Using LMM, higher

CD4 increase was detected in G3 (estimated mean increase: +2.66 cells/mm3/

month; 95% CI 2.43–2.89) than in G1 (+2.13; 1.94–2.32) and G2 (+1.89; 1.53–

2.25). The difference in overall linear trends amongst G3 with either G1 or G2

was statistically significant (P = 0.0005 and P = 0.0004, respectively). A

multivariate LMM showed similar findings after adjusting for residual or

confounding effects of cohort, age, gender, nationality, risk factor for HIV,

calendar year, use of boosted PI in first line regimen, use of AZT, HCV-Ab sero-

status, CDC classification, CD4+ slope prior to study enrolment and time since

HAART initiation). The estimated rate of CD4 increase 12 months pre-switch to

NNRTI (+7.9 /month; 95%CI 7.2–8.7) was higher than that of 12 months post-

switch (+4.4; 3.5–5.3). Similarly, the rate decreased after switching from PI- to

NRTI-based regimen [+7.1 (95% CI 5.9–8.4) and +3.9 (2.2–5.6) 12 months

before and after the switch, respectively].

Conclusions: Immune recovery after simplification to NNRTI or NRTI in

presence of VLBLD was statistically but modestly lower than that of

patients who continued on PI. Switching to these regimens seemed to

decrease the immunological benefit derived from HAART, but the clinical

significance of this effect is debatable. Further studies are necessary to

investigate whether PI-based therapy is associated with improved

immunological recovery when compared with NNRTI-based therapy, despite

virological equivalence.
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P4
Use of Double Boosted Protease Inhibitors (DBPI) in
salvage patients: a real life experience
Rachael Jones, Andrew Scourfield, R Nathavitharana, Mark Bower, Brian Gazzard and

Mark Nelson
Chelsea and Westminster NHS Trust, London, UK

Introduction: DBPI therapy is a salvage option. There are few data to support

or refute their use. Our study investigates DBPI-containing combinations in a

large London cohort.

Method: Our clinical database was interrogated to reveal individuals exposed

to DBPI-containing ARV therapy. If individuals had received more than one

DBPI regimen, the most recent was noted. Individuals exposed to DBPIs for £1/

12 were excluded. Demographics, prior treatment/resistance history, and CD4/

VL values were collected.

Results: 119 individuals received treatment for ‡1/12. Patients had been

exposed to a mean of 8 (1–18) regimens, with 77% (92) exposed to all three

ARV classes. A mean of six (0–19) resistance tests/individual had been

performed, showing 64% (76) to harbour ‡5 NRTI mutations, 68% (81) with ‡2

NNRTI and 56% (66) with ‡1 major PI mutation. Mean exposure time was 12

(1–33) months. Of 16 combinations, rit/lop/saq (37%) was used most

frequently. At the start of therapy, mean CD4 count was 288 cells/mm3 and

37 individuals (31%) had VL <50. At 3/12 and 6/12, 38 (32%) and 41 (35%) had

VL <50, 16 (13%) and 10 (8%) had VL <1000, respectively. At 12 months, 47

(39%) remained on the DBPI combination. The main reason for discontinuation

was virological failure. Most recent results showed that 40 individuals had VL

<50. By ITT (where missing=failure) 34% of the starting population had VL <50.

Mean rise in CD4 count was 71 cells/mm3.

Conclusion: Less than 40% of individuals prescribed DBPIs were still taking the

regimen at 12 months. From the latest results for each individual, only a third

of the initial cohort had an undetectable viral load. In an era of novel therapies

for Salvage patients, alternative options should be considered prior to the use

of DBPIs.

P5
Clinical and immunological response to 1 year of HAART
(highly active antiretroviral therapy) in a public sector
antiretroviral treatment centre in Ghana
Ulrich Schwab1, Paul Collini2, Richard Amenyah3, Joseph Obeng-Baah4,

George Bedu-Addo4 and David Chadwick5

1Birmingham Heartlands Hospital, Birmingham, UK, 2University of Sheffield
Medical School, Sheffield, UK, 3Family Health International, Kumasi, Ghana,
4Komfo Anokye Teaching Hospital, Kumasi, Ghana, 5James Cook University
Hospital, Middlesbrough, UK

Aims: To describe the clinical and immunological response to HAART over time

in a cohort of Ghanaian HIV patients.

Methods: A cohort of HIV-positive patients who started HAART in a public

sector clinic in Ghana from 2004 is being prospectively followed. CD4 T

lymphocyte counts (CD4 cells/mm3), haemoglobin (Hb g/dl), weight (wt kg) and

attendance data for baseline, 6 and 12 months are presented.

Results: n = 249. Attendance at 12 months was 191 (78%). Median CD4

count was 118 at baseline, 277 at 6 months and 354 at 12 months. These

increases were significant at each time point (P < 0.0001). Stratified by CD4

count the proportions at baseline and 12 months were <200 81.5%, 15.8%;

201–350 15.7%, 33.7%; >350 2.8%, 50.5% respectively. Only 6/191 patients

had a lower CD4 count at 12 months than baseline, but in 34 CD4 had dropped

at 12 months after an initial 6 month rise. Baseline CD4 count in those who did

and did not attend at 12 months did not differ significantly. Median Hb was

10.0 at baseline, 11.6 at 6 months and 11.9 at 12 months, with differences at

each time point again being significant (P < 0.0001). Those who defaulted by

12 months had a significantly lower baseline haemoglobin than those who

continued to attend (mean Hb 9.39 versus 10.167, P < 0.0001). Weight

increased from 50 at baseline to 57 at 6 months and 59 at 12 months.

Conclusions: At 1 year most patients are still attending and of these 97% had

higher CD4 count than at baseline. However, 18% saw a fall in CD4 count after

6 months which may or may not represent failure. Those with lower

haemoglobin were less likely to continue treatment.

P6
Measurement of adherence to antiretroviral therapy
(ART) in patients receiving free treatment at a
government hospital in Malawi
David J Bell2, Yamika Kapitao2, Rosemary Sikwese3, Joep van Oosterhout3 and

David G Lalloo1

1Liverpool School of Tropical Medicine, Liverpool, Merseyside, UK, 2Malawi-
Liverpool-Wellcome Trust Clinical Research Programme, Blantyre, Malawi,
3Dept of Medicine, College of Medicine, Blantyre, Malawi

Aims: High levels of adherence to ART are critical for good treatment

outcomes and preventing resistance. In Africa, adherence has generally been

reported to be equal or superior to that in the West, but has usually been

measured by pill counts (PC) or self report. We used MEMS (Medication Event

Monitoring Systems) caps to assess adherence in Malawian adults taking twice

daily Triomune, a generic fixed combination of stavudine, lamivudine and

nevirapine.

Methods: HIV-positive adults on Triomune were recruited from the ART clinic

in a large public hospital. Over 1 month, we compared adherence by PC (the

standard method at the clinic), self report with a short adherence questionnaire

and MEMS caps, which recorded each pill bottle opening.

Results: Data from 80 patients were available for analysis. The mean age was

38.6 years, 57.5% were female. Median time on ART was 13.2 (range: 3–

63) months. Using MEMS, the mean and median adherences were 88.1 and

97.5%. MEMS adherence was ‡95% for 46 (57.5%) and <80% for 13 (16.2%)

patients. Adherence was higher in women than in men, 92.7% versus 81.9%

(P = 0.19). Mean and median adherences by PC were 98.6% and 100%, higher

than those using MEMS (P < 0.001). There was no clear correlation between PC

and MEMS adherence. Self reports of missing tablets did not correlate with

poor MEMS or PC adherence.
Conclusions: The study shows the complexities of measuring adherence in this

setting and probable overestimation of adherence by PC and self report. The low

MEMS adherence raises concerns about the development of drug resistance.

Improved methods are needed to detect non-adherence in developing countries

and validation of MEMS with drug levels and virological outcome is important.

P7
An audit of the viral load of patients from one clinic
cohort on January 1st 2005 to see who is virologically
failing ART
Sara Madge, Colette Smith, Caroline Sabin, Mike Youle, Margaret Johnson and

Andrew Phillips
Royal Free Centre for HIV Medicine, London, UK

Aim: Firstly to describe the distribution of viral load (V/L) results in a clinic

cohort, specifically focusing on those who achieve a viral load of <50 on at

least 16 weeks ART and secondly to describe the characteristics of those with a

viral load above 400 copies despite ART.

Methods: All patients in an established clinic cohort followed up on January

1st 2005 were included. We identified those with a V/L >400 despite ART from

the clinic database, and collected information from the clinical notes for

6 months either side of the viral load result.

Results: 1913 patients were included, of whom 1334 (70%) had been on ART

for >16 weeks. 1307 of the whole cohort (68%) had V/L <50 of whom 1228

were on ART for >16 weeks. Therefore the prevalence of V/L <50 on established

ART was 92% (1228/1334). Of those on ART for >16 weeks, 106 (8%) had a V/L

>50 and 59 (4%) had a V/L >400. Factors in these 59 patients with a V/L >400

when compared to those successfully on ART, showed that prior mono or dual

nucleoside use (P = 0.006), and prior AIDS diagnosis (P = 0.06), were

associated with a greater risk of V/L >400. Gender, ethnicity, age, risk group,

CD4 at ART were not. The notes of these 59 were reviewed (48 found). 22 (46%)

had prior mono or dual nucleoside exposure, 27 (56%) had documented poor

compliance, 16 (33%) had limited drug options, 20 (42%) were unwell mainly

resulting from AIDS-related illness and 11 (23%) had multiple drug therapy.

Conclusions: The vast majority of patients on ART in this cohort on January 1st

2005 had a viral load <50. Documented poor compliance was common amongst

viraemic patients as was poor physical health. In the whole cohort on ART only

16 patients appeared to have limited drug options.
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P8
The experience of treatment switching
Lorraine Sherr1, Richard Harding2, Fiona Lampe1, Sally Norwood1, Margaret

Johnson3, Heather Leake Date5, Martin Fisher5, Jane Anderson6, Sarah Zetler6, Gilly

Arthur7 and Simon Edwards4

1Royal Free and University College Medical School, London, UK, 2Kings, London,
UK, 3Royal Free, London, UK, 4Mortimer Market, London, UK, 5Royal Sussex
County Hospital, Brighton, UK, 6The London/Homerton, London, UK, 7Archway,
London, UK

Aim: Explore treatment switching experience for patients receiving antire-

troviral treatment.

Method: A total of 778 consecutive HIV-positive patients attending five

centres (London and the South-East) completed a cross sectional inventory to

examine HIV treatment decisions, satisfaction, switching rates and triggers,

stopping, treatment adherence, symptoms, quality of life, risk behaviour and

doctor–patient satisfaction.

Results: 77% of all patients were eligible and 86% returned completed data.

155 (20.8%) were treatment-naı̈ve, 623 (79.2%) had taken ART – 161(21.6%)

on first treatment, 135 (18.1%) one switch, 196 (26.3%) multiple switches and

99 (13.3%) had stopped treatment. Switching triggers clustered into four main

trigger groups: Side effects, Difficulties with the medications, Toxicity and

Resistance. The most common major reasons for switching treatment were Not

keeping the amount of virus down (26.1%), Concerns about the future effect of

medicine (24.1%), Body shape changes (20.4%), Issues about resistance

(19.3%) and Feeling sick/nausea (18.5%). Gay males were more likely to be

multiple switchers and heterosexual females were more likely to be treatment

naı̈ve. Heterosexual males were less likely to be treatment naı̈ve, and more

frequently non-switchers. Multiple switchers were more likely to be White, UK

born and have lived in the UK for >5 years. Generally Treatment Naı̈ve, Non-

switchers and One-switchers reported lower symptoms and higher quality of

life. Multiple Switchers reported higher physical symptom burden (P = 0.003), a

higher global distress (P = 0.002), higher psychological symptoms (P = 0.03)

and a higher global distress score (P = 0.002). Multiple switchers had lower

quality of life (P = 0.02). 63% of switchers were doctor driven, 21% patient

driven.

Conclusion: Treatment switching is common, and multiple switching has

become more prevalent. Patient experience and decision making around such

switches affects satisfaction and adherence, and is related to symptom burden,

which is high.

P9
Treatment experience with darunavir/ritonavir (DRV/r)
and optimized background regimen (OBR) in clinical
practice
Christopher Scott, Rachael Jones, Emma Low, Mark Bower, Brian Gazzard and

Mark Nelson
Chelsea and Westminster Hospital, London, UK

Background: DRV is a novel non-peptidic protease inhibitor (PI) with activity

against HIV-1 protease inhibitor resistant virus when boosted with low dose

ritonavir. We present week 24 responses in our patient cohort.

Methods: Patients eligible for DRV expanded access program (EAP) were

heavily pre-treated and PI experienced (71% exposed ‡3 PIs) patients received

DRV/r 600/100 mg bd plus OBR. OBR consisted of reverse transcriptase

inhibitors +/- PIs +/- enfuvirtide (ENF). CD4 count, viral load, total cholesterol,

triglyceride and alanine aminotransferase (ALT) levels were measured at

baseline and 24 weeks.

Results: 14 patients enrolled into the EAP. 12 completed to week 24.

Discontinuations: gastrointestinal side effects (1) and non-Hodgkin’s lymphoma

(1). Median (range) baseline characteristics included CD4 251 cells/mm3 (27–

951), viral load 1242 copies/mL (<50–235,541), cholesterol 4.4 mmol/l (2.6–

9.2), triglycerides 2.5 mmol/l (0.7–7.7), ALT 27 U/l (12–128). Reasons for DRV

utilization were virological failure on current regimen (10/14). Remainder

switched at VL <50 (4/14). Reasons for switch at VL <50 were treatment

rationalization (1/4), patient request (1/4) and toxicity on current regimen (2/4).

Four patients used ENF together with DRV/r and OBR (3/4 were naı̈ve to ENF).

After 24 weeks’ therapy, 12/12 (100%) patients had viral load <50 copies/mL.

Median CD4 cell count increase was 62 (P = 0.328). After 24 weeks of therapy,

no significant changes were seen in levels of total cholesterol (P = 0.423),

triglycerides (P = 0.708) or ALT (P = 0.108).

Conclusions: DRV is well tolerated and has shown impressive short term

activity against protease resistant HIV. DRV in combination with OBR is a

successful therapy.

P10
Prospective study of statin usage among a large HIV
cohort: association with superior virological and
immunological response
Elias Skopelitis3, Ali Elgalib1, Michael Aboud1, Laura Pomeroy3, Ranjababu

Kulasegaram1, Alistair Duncan1, Anthony Wierzbicki1, Nick Larbalestier1,

Fiona Lampe2, Alice Sharp3, Caroline Dimian4 and Barry Peters1

1HIV Unit, Guy’s and St Thomas’ Hospitals NHS Foundation Trust, London, UK,
2Department of Population Sciences, Royal Free site of UCL, London, UK,
3Academic Unit of HIV and STDs, St Thomas’ site of King’s College, London, UK,
4Department of GUM, Beckenham Hospital, Beckenham, Kent, UK

Aim: To investigate the characteristics of statin use in a prospective cross-

sectional HIV cohort study in two inner-city referral centres.

Patients and methods: Demographics, HIV surrogate/treatment data, anthro-

pometrics and serum lipid profile were obtained for 1022 patients: 75% males,

median age 40 (range 19–77), Caucasians 51%, Africans 34%, symptomatic/

AIDS 49.8%, on HAART 74.4%, on protease inhibitors (PIs) 39.7%, median ± SD

CD4 442.4 ± 222.39 cells/ll, HIV-1 RNA <50 copies/mL in 61%. Comparisons

between groups were done using Chi-squared and Mann–Whitney U tests.

Results: 11.1% of our population is on statin therapy (ST) (16.8% of females

and 9.1% of males) compared with 2.3% (2.6% of females and 1.9% of males)

in the age-matched UK population. 93.6% of patients on ST were receiving

HAART and 47.2% PIs, compared to 71.9% (P < 0.001) and 39.6% (P = 0.8)

respectively, for those not on ST. Patients on ST compared to those not on ST,

were older (median age 45 versus 39, P < 0.001), with higher BMI (mean 27.6

versus 25.2, P < 0.001), higher CD4 count (mean 526.2 versus 433.9,

P < 0.001) and higher proportion of undetectable viral load (88.2% versus

57.9%, P < 0.001). These significant differences remained when the analysis

included only patients receiving HAART. Statin use did not differ significantly

according to ethnicity and HIV stage.

Conclusions: 1. The increased use of statins in our HIV cohort compared to an

age-matched UK population, partly reflects the effects of HIV therapy, but also

an increased awareness and prompt intervention. 2. Statin use is linked to a

better virological and immunological response, and independent of concomi-

tant use of HAART.

P11
Analysis of plasma lopinavir (LPV) levels when Kaletra�

(lopinavir 400 mg/ritonavir 100 mg) tablets are
administered with and without an NNRTI (non-nucleoside
reverse transcriptase inhibitor)
Martin Lechelt, Emma Hull, Claire Richardson, Venita Hardweir, Heather Leake Date,

Duncan Churchill and Martin Fisher
Royal Sussex County Hospital, Brighton, UK

Aims and Objectives: The clinical significance of the pharmacokinetic

interaction between Kaletra� tablets and NNRTIs is unclear; the optimum

dose of the tablets when used in this combination is yet to be established,

especially in a PI-experienced population. The aims of this project were: to

examine plasma drug levels achieved with Kaletra� tablets in the presence and

absence of co-administered NNRTIs, and to establish a dose recommendation

for Kaletra� tablets with co-administered NNRTIs.

Methods: Plasma LPV trough levels were collected from patients receiving

Kaletra� tablet-containing ARV regimens, with or without NNRTIs, between 01/

01/2006 and 31/12/2006. Data on LPV levels and drug regimens were obtained

from pharmacy databases.

Results: Median trough concentration (Ct) for all tablet samples was 6140 ng/

mL (n = 47). For all doses of Kaletra�, median Ct without NNRTI was 6620 ng/

mL (n = 21) and with NNRTI 5939.5 ng/mL (n = 26). When comparing various

doses, two tablets bd: median Ct without NNRTI 6620 ng/mL (n = 13) and with

NNRTI 5308 ng/mL (n = 8); three tablets bd: median Ct without NNRTI

3400 ng/mL (n = 3) and with NNRTI Ct 9154 ng/mL (n = 7); three tablets am

and 2 pm, median Ct without NNRTI 7378 ng/mL (n = 5) and with NNRTI

5751.5 ng/mL (n = 8). Three patients were on OD Kaletra� (5 OD n = 1, 6 OD

n = 2), all were co-administered with an NNRTI and all patients had

Ct < 1000 ng/mL.

Conclusion: Low plasma LPV levels were observed when OD Kaletra� was

co-administered with NNRTIs and is not recommended. Our data suggest

standard dose Kaletra� with NNRTIs in PI naı̈ve subjects may be safe, but

higher doses and TDM should be considered in PI-experienced patients.
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P12
Pharmacokinetics of a lopinavir/r (LPV/r) capsule to tablet
switch when co-administered with non-nucleoside
reverse transcriptase inhibitors (NNRTI), nevirapine (NVP)
and efavirenz (EFV) as part of highly active antiretroviral
therapy (HAART)
David Ladenheim, Chinyere Okoli, Rajesh Varma and Chloe Orkin
Barts and The London NHS Trust, London, UK

Aims: To investigate the pharmacokinetic effects of switching from LVP/r

capsule formulation to tablets using the SPC suggested dose when

co-administered with NNRTIs in HIV-1-positive patients.

Methods: Retrospective case note review. Patient characteristic, disease stage,

treatment history, CDC stage, CD4 count, HIV-1 viral load (VL), concurrent

medication and trough concentration (Ctrough) from therapeutic drug monitor-

ing (TDM) were recorded as part of routine clinical care using High Performance

Liquid Chromatography (HPLC) with patients on LPV/r and NNRTI in an ethically

diverse clinic cohort. Therapeutic drug monitoring (TDM) analysed in two

treatment groups: 400 mg LPV/r (three capsules) bd with NNRTI (n = 6) and

533 mg LPV/r (4 capsules) bd with NNRTI (n = 8). Serum samples for both

groups were taken while on the capsule formulation of LVP/r. Repeat levels

were requested after the switch to tablets at a dose of 600 mg/150 mg (three

tablets) bd once patients had reached steady state (>2 weeks after switch).

Results: 14 patients identified (12 male), one Asian, five Black African, eight

Caucasian. Mean age 41 years. Median CD4 count 515 cells/mm3. All 14

patient had VL <50 copies/mL prior to switch. The dose increase to 600 mg/

150 mg did not produce a uniform increase in Ctrough of LVP/r for all patients. 4/

7 EFV and 2/7 NVP patients had a lower Ctrough lopinavir following switch to

tablets. 4/7 patients had sub-therapeutic NVP levels while on LVP/r capsules, 3/

4 remained subtherapeutic after switching. No patient had virological failure

subsequent to switch or reported any adverse events.

Discussion: Intra-patient variability may account for the unexpected reduction

in Lop/r levels despite the increased dose. The unpredictability of Lop/r and NVP

levels suggests a role for TDM of both classes. Larger studies are needed to

evaluate the significance in treatment-experienced patients.

P13
Inter-individual variability of once daily boosted
saquinavir (SQV/r) (Invirase�) in 18 HIV-1-infected
patients on highly active antiretroviral therapy (HAART)
Chinyere Okoli, David Ladenheim, Rajesh Varma and Chloe Orkin
Barts and The London NHS Trust, London, UK

Aims: Illustrate inter-patient variability with boosted 2000 mg/100 mg SQV/r

in a diverse clinic population using Invirase� as part of HAART in an ethically

diverse clinic cohort.

Methods: Retrospective case note review. Patient characteristic, disease stage,

treatment history, CDC stage, BMI, CD4 count, HIV-1 viral load (VL), concurrent

medication noted and trough concentration (Ctrough) from therapeutic drug

monitoring (TDM) were recorded as part of routine clinical care using high

performance liquid chromatography (HPLC) with patients on saquinavir/

ritonavir 2000 mg/100 mg od.

Results: 18 patients identified, six (34%) protease inhibitor-naı̈ve. Seven

(39%) patients produced levels more than 10 times above minimum Ctrough

recommended for wild type (wt) virus (100 ng/mL). Three (17%) patients were

below the minimum Ctrough.. 1/3 patients had detectable viraemia. Two (11%)

patients reported adverse effects. Both were Black African women whose levels

were 10 times above (Ctrough). These patients were subsequently reduced to

1500 mg/100 mg od to good clinical effect (levels remained within therapeutic

range).

Serum range (100 ng/mL for wt virus) Number of patients

<100 ng/mL 3

100–500 ng/mL 4

500–1000 ng/mL 4

>1000 ng/mL 7

Discussion: This study highlights the large inter-patient variability in once

daily dosing saquinavir in an ethnically diverse cohort. Further detailed

pharmacokinetic studies are warranted both to establish the long-term effects

of elevated SQV/r levels and the efficacy of lowering the SQV/r dose based on

TDM in PI experienced patients.

P14
Plasma non-nucleoside reverse transcriptase inhibitor
(NNRTI) concentrations in patients receiving concomitant
NNRTIs and rifampicin (RIF)
Leena Sathia1, Ifeyinwa Obiorah1, Rosy Weston1, Sara Gibbons2, Graham Taylor3 and

John Walsh1

1Jefferiss Wing, St Mary’s Hospital, London, UK, 2Department of Pharmacology
and Therapeutics, University of Liverpool, Liverpool, UK, 3Division of Medicine,
Imperial College and Jefferiss Wing, St Mary’s Hospital, London, UK

Introduction: Pharmacokinetic interactions between RIF and NNRTIs pose

challenges in the treatment of TB/HIV co-infection. We describe NNRTI plasma

concentrations (PC) and treatment outcomes in TB/HIV co-infected patients

receiving RIF and NNRTIs concomitantly.

Methods: In our department, data are prospectively collected on all TB/HIV co-

infected patients. We assessed all patients who received concomitant NNRTIs

and RIF between 2001 and 2005.

Results: Of 103 TB/HIV co-infected patients, 43 received concomitant RIF with

NNRTIs; 26 efavirenz (EFV) and 17 nevirapine (NVP). NNRTIs were commenced

after RIF in 18/26 (69%) and 7/17 (41%) subjects on EFV and NVP respectively.

88% completed therapy, two (5%) deaths were observed and unrelated to TB

and three (7%) were lost to follow-up or discontinued therapy. 83%, 11% and

6% of subjects had normal, G1-2 and G3-4 LFTs 4 months after starting

concomitant therapy. 30/43 patients on NNRTI+RIF had PCs assessed. First PCs

were within the therapeutic range in 5/7, 2/4, 3/6 and 7/13 patients on NVP

200 mg bid, NVP 300 mg bid, EFV 600 mg od and EFV 800 mg od respectively.

PCs were sub-therapeutic in 4/11 (36%) and 3/19 (16%) subjects on NVP and

EFV respectively with no virological rebounds observed. PCs were in the

therapeutic range in three subjects on repeat testing and one subject after dose

escalation to NVP 400 mg bid.

Discussion: A total of 64% and 84% of subjects receiving concomitant NVP or

EFV with RIF respectively had therapeutic PCs. Sub-therapeutic PCs, although

frequent, were not associated with virological failure. A low incidence of

hepatotoxicity and good clinical outcomes were observed.

P15
Analysis of UK costs of patient care versus antiretroviral
treatment in the POWER 1 and 2 trials
Andrew Hill1, Bernard Wilson2 and Lindsay Hemmett2

1Tibotec, Mechelen, Belgium, 2Tibotec, Saunderton, UK

Background: HIV-infected people with low CD4 counts are at higher risk of

AIDS, and incur increased healthcare costs from inpatient stays and

medications. By raising the CD4 count, new antiretrovirals (ARV) could save

overall healthcare costs.

Methods: In the POWER 1 and 2 trials, patients were treated with optimized

NRTIs and optional T-20, plus darunavir/ritonavir (DRV/r) or control PI. Baseline

CD4 counts were well balanced between the arms. By Week 48, CD4 rose by

102 cells/ll for the DRV/r arm, versus 19 cells/ll for control PI. UK data on

costs of care by CD4 count and costs per AIDS event, were combined with the

48 week POWER data on CD4 counts to calculate the expected cost of

healthcare in the two treatment groups.

Results: The mean annual UK cost of care (excluding ARV) was £21,684,

£12,160, £5,356 and £5,322, for patients with CD4 <50, 50–200 and 200–350

and >350 cells/ll respectively. In the POWER trials, at week 48, the proportions

of patients with CD4 counts in these categories were 7%, 36%, 29% and 27%

for the DRV/r 600/100 mg arm, versus 23%, 28%, 27% and 22% for the control

PI arm. After adjusting for the greater rises in CD4 count in the DRV/r arm

relative to control PI, the mean annual per-patient cost of care was predicted to

be £9,473 for the DRV/r arm and £11,113 for the control PI arm, an annual

saving of £1,640 per patient. The mean annual cost of antiretroviral treatment

was £18,249 for the DRV/r arm versus £16,757 per patient for the control PI

arm. Combining costs of patient care and antiretroviral treatment, total per-

patient costs in the DRV/r arm were £27,722, versus £27,870 for the control PI

arm.

Conclusions: By raising CD4 counts DRV/r treatment is predicted to lower

patient care costs for ARV experienced, HIV-infected individuals. Given the

additional costs of DRV versus other control PIs used in UK, the introduction of

DRV for treatment-experienced patients, is expected to have no significant net

effect on the UK health budget for HIV management.

Poster Abstracts 13

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 10–47



P16
Early primary HIV infection (PHI): clinical presentation
and influence of early HAART on outcome
Pierre Pellegrino2, Joanna Turner1, Andrew Copas1, Diana Aldam1, David Cornforth1

and Ian Williams1

1Centre for Sexual Health and HIV Research, UCL, London, UK, 2Camden NHS
Primary Care Trust, London, UK

Objectives: To describe the clinical characteristics and outcome of a cohort of

patients with early PHI.

Methods: Prospective cohort study of patients with early PHI. Entry criteria:

evolving HIV Ab or -ve HIV Ab test with detectable viral antigen. Patients

underwent protocol-scheduled clinical, virological and immunological assess-

ments.

Results: Between 07/1998 and 01/2007, 51 male patients were enrolled,

median (range) age: 33 years (22–56), homosexual: 50. Median follow-up:

45.9 months (0.7–102.1). Lost to follow-up: 11.8% (6/51). Time from onset of

symptoms (DOS) to diagnosis: median 8 days (0–43), duration of symptoms:

median 30 days (3–106), fever: 70.6%, lethargy: 66.7%, pharyngitis: 56.9%,

rash: 49%. At diagnosis: plasma HIV RNA: median 440,000 copies/mL (9,200–

147,640,000), CD4: median 440x106/l (180–1540). Genotypic resistance: NRTI:

6/51 (11%), NNRTI: 2/51 (3.9%), PI: 2.0%. 12/51 (23.5%) also had an acute

bacterial STI. 14/51 (27.4%) started HAART within 60 DOS, and were treated for

a median 245 days (11–1107). In a provisional analysis and correcting for

duration of follow-up, the rate of CD4 progression (confirmed <350 x106/l

beyond first 60 DOS) was slightly lower in patients treated during PHI (n: 14)

compared to those who were not (n: 37): RR: 0.75 (95% CI: 0.29–1.95). 1/51

(1.9%) patient progressed to AIDS (KS).

Conclusion: The majority with early PHI were symptomatic and a significant

proportion had a co-incident acute STI. The incidence of transmitted resistance

is similar to that reported nationally. Although not randomized, in this

prospective study there was little evidence of a beneficial effect of HAART

treatment during PHI after 4 years of follow-up.

P17
Kaletra� in pregnancy: a retrospective study of 100
women
Alison Mears1, Maytinee Lilaonitkul2, David Phillips3, Robyn Cross1, Fiona Lyons1,

Mette Rodgers3, Graham Taylor2 and Annemiek DeRuiter1

1Department of GUM, Guy’s and St Thomas’ NHS Foundation Trust, London, UK,
2Department of GUM, St Mary’s Hospital, London, UK, 3Department of GUM,
Mayday Hospital, London, UK

Aim: To describe the efficacy and tolerability of Kaletra� and the pregnancy

outcome of women conceiving on, or initiating a lopinavir/ritonavir containing

regimen in pregnancy.

Methods: Notes review of 100 pregnant women from three centres who had

all received HAART containing Kaletra�. Data were collected regarding

maternal CD4 count, viral load, side effects, liver enzymes (LE) and pregnancy

outcome.

Results: 82% of women were Black African. Two women were co-infected with

hepatitis B (no C). 80 women commenced a Kaletra� containing regimen at a

median gestation of 24 weeks (range 4–39) with a baseline CD4 of 338 cells/ll

and viral load of 6712 c/mL. 20% reported nausea or vomiting, 9% diarrhoea with

6% needing an anti-diarrhoeal agent. 22% developed abnormal LE, of which most

were transient, leading to one discontinuation. In total 8 patients discontinued

Kaletra� (two due to nausea, one diarrhoea, one abnormal LE, one PET, two non-

adherence, one not documented). 83 % achieved an undetectable viral load by the

time of delivery. 22% delivered before 37 weeks. Median birth-weight 2950 g

(range 440–5530 g), eight women developed PET. Two babies were infected with

HIV, both born to women presenting at >39 weeks). 8/20 women who conceived

on a Kaletra� containing regimen developed new side effects but there was no

hepatotoxicity and no discontinuations. 12% of these women delivered

<37 weeks.

Conclusion: In this study Kaletra� was well tolerated in pregnancy, with very

low discontinuation rates due either to side effects or toxicity. However there

was an increased preterm birth rate particularly in those initiating HAART

during pregnancy.

P18
Audit of the management of babies born to HIV-positive
mothers
Srinivas Bandi and Steven Welch
Birmingham Heartlands Hospital, Birmingham, UK

Aim: To audit the management of babies born to HIV-positive mothers at a

single institution.

Methods: Retrospective case note review of all babies born to HIV-positive

mothers between January 2004 and December 2006. Children’s HIV association

guidelines were taken as the standard for this audit.

Results: 40 babies were included in the audit. There were 38 term and two

preterm babies. 17 babies were born by normal vaginal delivery, 18 were

delivered by elective caesarean section and five by emergency section. Blood

tests were sent in 100% of babies (day 1 – 40/40, 6 weeks – 38/38, 3 months –

33/33 and at 18 months – 14/14). Maternal blood was sent in 57% (23/40)

along with babies’ blood on day one. 33 babies received monotherapy and

seven triple therapy. Treatment was started within 6 h in 75% (28/37, three

excluded as drug charts were not available) of cases whereas in the rest

treatment was started anywhere from 6½ to 15 h with a median of 8 h. 95%

(35/37) babies received the recommended dose, in the remaining 2 dose was

corrected within the next 2 days. Duration of treatment was 4 weeks in 90%

(36/40). One child was HIV-positive, 16 were HIV-negative and 23 are

indeterminate.

Discussion: The current ‘gold standard’ test for HIV infection in infancy is HIV

DNA polymerase chain reaction (PCR) on peripheral blood lymphocytes. In view

of the genomic diversity of HIV, and to avoid a false negative result in the

infant, a maternal sample should always be amplified with the first infant

sample to confirm that the primers used can detect the maternal virus. This

audit highlights that we are very much lacking in this important area and need

to improve our practice.

Standard

P19
Achieving undetectable viral load in treatment-
experienced HIV patients: perceptions of a population
of HIV-treating physicians in view of the latest guidelines
Mike Youle1 and Malte Schutz2

1Royal Free Hospital Centre for HIV Medicine, London, UK, 2Roche
Pharmaceuticals, Nutley, NJ, USA

Objective: The DHHS Guidelines Panel recently redefined the goal of therapy in

treatment-experienced HIV patients to ‘re-establish maximal virological

suppression’. The recommendations of the IAS-USA panel define the virological

target for patients with treatment failure as a plasma HIV-1 RNA level

<50 copies/mL. The objective of this survey was to evaluate whether and how

realistically the new treatment goal of achieving undetectable viral load (VL) is

reflected in a population of HIV-treating physicians.

Methods: This empirical study was based on structured face-to-face inter-

views conducted with randomly selected HIV physicians attending the HIV 8

Congress in Glasgow, UK, in November 2006. Respondents fulfilled the

eligibility criterion HIV-treating physician and received no incentive for the

interview.

Results: Of the 250 physicians who completed interviews, 65% were from

Europe and managed a mean of 334 HIV patients. Mean 23% of patients were

considered treatment-experienced (virologically failed at least three past

regimens). Achieving and maintaining an undetectable VL was ranked with a

mean score of 3.4 on a scale from 1 to 5 (five extremely realistic and one not at

all realistic). About half of the physicians felt that undetectable VL is

achievable. Physicians caring for a larger patient population are more likely to

agree that undetectable VL is achievable.

Conclusions: The differences in perception observed in physicians caring for

small or large HIV patient populations are consistent with data from published

literature demonstrating that patients cared for by experienced physicians have

better expectations and hence better outcomes. Experienced prescribers also

are more likely to participate in clinical research, utilize new drugs and adopt

new treatment algorithms.
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P20
The complex changes in tolerability and adherence in
those switching to Kaletra tablets from Kaletra soft gel
capsules
David Phillips2 and Mark Pakianathan1

1St George’s Hospital NHS Trust, London, UK, 2Mayday Healthcare NHS Trust,
London, UK

Aims and objectives: With the withdrawal of Kaletra (lopinavir/ritonavir, LPV/

r) as a soft gel capsule (SGC) and transition to tablets, data independent of

pharma affiliation on the effects in HIV-positive patients has yet to be

presented. We assessed the impact of this transition on tolerability and

adherence in UK patients.

Methods: Clinician administered questionnaire to patients on LPV/r SGC, pre-

and 4 weeks post-switch to LPV/r tablets. The presence and severity score of

nine named side effects (SEs) along with adherence was reported.

Results: A total of 39 patients (13 female and 26 male) completed the two-

part questionnaire (51% Black African and 38% White British). TOLERABILITY:

Studying each SE in turn: 13–38% of patients improved by week 4, however

between 5% and 26% of patients worsened. Looking at magnitude of

improvement in SE score, only: ‘stool frequency’, ‘loose stool’ and ‘watery stool’

showed a significant reduction in SE score by week 4 (P < 0.008, P < 0.021 and

P < 0.028 respectively). When the scores for all nine SEs were added together,

there was a mean reduction in ‘total’ SE score of 2.79 points [±2.77 (95% CI)].

ADHERENCE: 18 cases (46%) noted delayed dosing due to gastrointestinal (GI)

SEs at week 0 and five cases (13%) at week 4 [72% reduction in delayed

dosing]. Seven cases (18%) reported missing doses due to GI SEs at week 0 and

three cases (8%) at week 4 [57% reduction in missed dosing].

Conclusions: Based on this UK group: despite an overall ‘population’ SE

improvement after SCG to LPV/r tablet switch, individual responses vary widely.

The large SE reduction in some masks worsening in a substantial number of

others. Adherence did improve noticeably. We plan to extend this study to

assess longer term responses.

P21
Efficacy and tolerability of once-daily boosted saquinavir
Paul Randell, Mark Nelson, Lionel Tan, Mark Bower and Brian Gazzard
Chelsea and Westminster Hospital, London, England, UK

Aim: To evaluate the efficacy and tolerability of once-daily saquinavir (SQV),

boosted with ritonavir (RTV), across a diverse group of patients in a clinic

setting.

Methods: Retrospective and prospective observational cohort study. Eligible

patients (n = 63) had been prescribed once daily SQV (dose 1500–2000 mg)

with RTV (100 mg) between January 2005 and June 2006. Patients on double

boosted protease inhibitors were excluded. CD4 count, viral load, triglyceride

and cholesterol levels were analysed up to 24 weeks on treatment. Reasons for

treatment discontinuation or change were also analysed.

Results (at 24 weeks): (Seven patients stopped SQV >24 weeks)

Stopped VL<50 ITT / OT DCD4 Dchol/Dtg

Naı̈ve 2/18 66.7% / 75% 152 0.3 / -0.1
1st PI 2/6 50% / 75% 61 1.3 / 0.1
switch 1/5 80% / 100% 69 -0.6 / 0.04
Past PI 3/9 33.3% / 50% 4 0.4 / 0.09
switch 9/25 60% / 93.8% -3.5 -0.2 / 0.06

Discussion: Although sample size is small, once-daily boosted SQV is an

efficacious and tolerable regimen across most patient groups. However, in

protease inhibitor experienced patients who had a detectable viral load at

baseline only 33% attained an undetectable viral load at 24 weeks (ITT

analysis). There was no documented development of PI mutations associated

with SQV in patients who stopped treatment with a detectable viral load. The

most common reasons for stopping SQV were: gastrointestinal side effects (4),

compliance (3), treatment simplification (2), headaches (2) and structured

treatment interruptions (2). Further follow up of this growing cohort is planned

to further evaluate this regimen in the clinic setting.

P22
Efficacy and toxicity of unboosted atazanavir
Alastair Teague1, Rosie Gilbert2 and Mark Nelson1

1Chelsea and Westminster Foundation NHS Trust, London, UK, 2Imperial College
Medical School, London, UK

Aim: Atazanavir (ATV) is a protease inhibitor (PI) which can be dosed once

daily in a ritonavir (RTV) boosted form (ATVr), or unboosted (uATV). Our study

investigates the use of uATV in a large London cohort in treatment-experienced

patients.

Methods: The clinical database was interrogated for all patients who had

received uATV and for which 48 week data was available.

Results: A total of 62 individuals received uATV. 39 switched with an

undetectable viral load (<50 copies/mL) and 23 secondary to virological failure.

In the individuals who switched with a VL <50 copies/mL, 27 switched from an

RTV boosted PI and 12 from another regimen. 15% switched due to adherence

issues and the rest due to toxicity. 26 individuals reached 48 weeks. Mean uATV

exposure was 37.4 weeks. With on treatment analysis 92, 75, 93 and 89%

maintained VL <50 copies/mL at week 12, 24, 36 and 48. 13 individuals stopped

uATV of whom four added RTV (two secondary to VL >50) and two changed

combination with the remainder lost to follow up. At 48 weeks; mean CD4

count rise was 41 cells/ll; mean triglycerides decreased by 0.26 mmol/mL and

cholesterol by 1.03 mmol/mL. Of the individuals who switched to uATV due to

virological failure, 18 were PI experienced. The median no. of PI mutations was

2 (range 0–9). Eight individuals completed 48 weeks of uATV with mean

exposure of 26.8 weeks for the whole cohort. At 12 weeks 11 and eight

individuals had a viral load below 500 and 50 copies/mL respectively. At

48 weeks eight patients remained on uATV with viral suppression rates of 63%

<50 copies/mL and 75% <500 copies/mL. At 12, 24 and 48 weeks, rise in CD4

counts were 62, 83 and 85 cells/ll, change in cholesterol was 0.27, 0.7,

0.1 mmol/mL, change in bilirubin was 11.1, 6.4, 22.5 mmol/mL and change in

triglycerides was -0.3, 0.7, 0.8 mmol/mL respectively. Reasons for individuals

stopping uATV in this group were: three added in RTV (two due to rise in viral

load), three changed to a non-ATV containing regime (adverse drug reactions),

three stopped taking HAART, two died (pre-existing conditions). The remainder

were lost to follow-up. No further PI mutations were observed in either group

in those patients who failed uATV. No failures occurred due to jaundice.

Conclusion: Patients who switched with an undetectable viral load and

tolerated uATV maintained good viral suppression and improvement in immune

surrogates, cholesterol and triglycerides. However, patients switching to uATV

with virological failure showed high discontinuation rates.

P23
Changes and discontinuation in antiretroviral therapy in
newly diagnosed treatment-naı̈ve Black African HIV-
positive patients
Olufunmilayo Awosusi and Ade Fakoya
Newham University Hospital, Plaistow, London, UK

Aim: There are few studies which look at the changes in highly active

antiretroviral therapy (HAART) in Black African patients. The aim of this study

was to determine the reasons for changes to HAART in treatment-naı̈ve Black

African patients in the initial 12 months of therapy.

Methods: This was a retrospective study of 171 patients who were randomly

selected from 250 patients who were eligible during the study period (1st

January 2000 to 31st December 2001). The cases were followed up over

12 months from starting therapy. Data collected included CD4 counts and viral

loads at baseline and subsequent follow-up, reasons for changing HAART, age,

gender and time to first change in HAART.

Results: A total of 65% of patients (n = 111) reached the therapeutic goal of

an undetectable viral load (<50 copies/mL) within 6 months of therapy, 22%

(n = 38) did not achieve this therapeutic goal, but had sufficient response to

not warrant modification in HAART in the 1st year. 25% (n = 42) had their

HAART regimen modified, 17 patients due to adverse effects, five patients due

to poor compliance 11 patients due to virological or immunological failure, nine

patients due to other reasons. Younger patients (<30 years compared to

>30 years) or those with high viral loads at baseline (mean viral load log

4.8657 copies/mL compared to 4.4534 copies/mL) were more likely to change

their HAART (P £ 0.05).

Conclusion/discussion: Virological responses to HAART in Black African

patients in this study were comparable to responses cited in the literature.

Younger patients and those with high baseline viral loads may require more

focused adherence support to reduce the risk of treatment changes in the first

year.
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P24
High efficacy and good tolerability of
abacavir/lamivudine/efavirenz in a UK clinic cohort
Simon Shaw, Martin Fisher and Iain Reeves
Brighton and Sussex University Hospitals NHS Trust, Brighton, East Sussex, UK

Aim: Recently concern has been expressed over the rate of virological failure in

antiretroviral-naı̈ve patients treated with abacavir/lamivudine (Kivexa�) and

efavirenz. The aim of this study was to investigate the efficacy and tolerability

of this regimen in our cohort of treatment-naı̈ve patients.

Methods: A prospective study of 31 patients starting Kivexa�/efavirenz between

January 2005 and August 2006. HIV RNA and CD4 counts were measured at

routine follow-up using standard assays. Patient records were searched to

identify adverse events reported in the first 6 months after switch. All patients

were HLA-B*5701 negative. Treatment switch for efavirenz toxicity was allowed.

Results: In an intention-to-treat (ITT) analysis 27/31 had an undetectable viral

load (VL) at 24 weeks, rising to 30/31 at week 48 (median time to VL

<40 = 14 weeks). In the ten weeks following treatment initiation the median

CD4 count rose from a baseline of 226 to 353. Four patients modified their initial

regimen because of toxicity: GI = 1; rash = 1 and CNS side effects = 2. Three of

these patients remained on Kivexa�. There were no cases of virological failure.

Conclusion: Most patients starting abacavir/lamivudine/efavirenz achieved an

undetectable viral load within 6 months. The regimen was well tolerated with

efavirenz side-effects being the most frequent reason for treatment switch.

Virological failure was not seen in this cohort.

P25
Significance of low detectable viral load readings with
the new Cobas Taqman HIV PCR assay
Wendy Beadles1, David Wilks1, Kate Templeton2 and Sheila Burns2

1Regional Infectious Diseases Unit, Western General Hospital, Edinburgh,
UK,2Department of Virology, Royal Infirmary of Edinburgh, Edinburgh, UK

Objectives: Since the introduction of the Roche Cobas Taqman HIV PCR assay

in November 2006 the number of positive viral load (VL) tests on patients on

treatment has increased from 23% to 36% in our cohort of 556 patients, of

whom 461 are on therapy. To determine the significance of this a comparison

was made between patients with an unexpected low positive VL and those who

remained undetectable (VL <40 c/mL).

Methods: Results for a 7-week period were analysed. Patients just starting

HAART or not achieving an undetectable VL at 6 months were excluded.

Patients with an undetectable VL >6 months were included and stratified for VL

blips (VL <1000 c/mL).

Results: A total of 238 patients on treatment were tested; 137 had a stable

undetectable VL and 34 had an unexpected positive VL. 67 were excluded as

above. 40 of 137 (29%) patients with stable undetectable VL and 15 of 34

(44%) of patients with unexpected positive VL had a history of one or more

blips (P = 0.95). There was no significant difference between the two groups

for nadir CD4 count, months on stable treatment, number of treatment changes

or duration of follow-up (Mann–Whitney U test).

Discussion: We found a non-significant trend towards an association between

a history of previous blips and an unexpected detectable VL. The significance of

a low detectable VL reading with the new assay remains unclear and further

patient follow-up is required.

P26
Factors affecting mid-dose efavirenz plasma
concentrations among HIV-infected adults in South Africa
Jennifer Whetham1, Salome Charalambous1, James Lewis1, Katherine Fielding2,

Jacqueline Tsimele1, Daphne Phohleli1, Nishlan Govender3, Ronica Chittigadu4, Lettie

LaGrange3, James Steele4, Gavin Churchyard1 and Alison Grant2

1Aurum Institute for Health Research, Johannesburg, South Africa, 2London
School of Hygiene and Tropical Medicine, London, UK, 3Anglo Platinum Health
Care Services, Rustenburg, South Africa, 4Anglogold Health Services,
Johannesburg, South Africa

Aim: To assess side effects and relationship to efavirenz (EFV) levels in men

receiving EFV-containing combination antiretroviral therapy (cART) in South

Africa.

Methods: Observational cohort study of men starting cART, plus cross-section

of men on cART >6 months, all with EFV level measured 12–20 h post dose.

Results: In the cohort were 78 Black African men starting cART: median age

43 years; median BMI 20.9 kg/m2; median baseline CD4 198. 75/78 (96%)

receiving 3TC/AZT (3/78 3TC/d4T) with EFV. At 2 weeks, 54/78 (70%) reported

symptoms consistent with side effects, particularly dizziness (44/78, 56%),

sleep disturbance (40%) and daytime somnolence (30%). 6/78 (8%)

discontinued EFV at 2 weeks for side effects. EFV levels from the cohort (2

and 6 weeks after cART start), and from the cross-sectional study (all restricted

to those reporting no missed doses) are shown below. Age, CD4 count, weight

were not associated with EFV level > 4.0 lg/mL. BMI > 25 was protective

against EFV level > 4.0 lg/mL at ‡28 days (P = 0.006). There was no

consistent association between EFV > 4.0 lg/mL and any side effect but

power to detect such associations was low.

£14 days (n = 53) ‡28 days (n = 66)

<1.0 lg/mL 3 (6%) 16 (24%)
1.0–3.9 lg/mL 41 (77%) 43 (65%)
>4.0 lg/mL 9 (17%) 7 (11%)

Conclusion: Dizziness and sleep disturbance were common within 2 weeks of

starting EFV-based cART, though generally mild and self-limiting. CYP2B6

genotype will be analysed as a potential determinant of EFV levels.

P27
Guidelines are only guidelines: individualizing the
initiation of highly active antiretroviral therapy (HAART)
Amanda Samarawickrama, Heather Leake Date, Alice Eziefula, Yvonne Gilleece,

Duncan Churchill and Martin Fisher
Brighton and Sussex University Hospital, Brighton, UK

Aim: National guidelines recommend regimens for antiretroviral (ARV)-naı̈ve

patients. We investigated the factors that influence the choice of drugs used in

individuals.

Methods: All patients initiated on HAART between July 2005 and December

2006 were identified from our clinic database. Patients who were either

pregnant, HLA B*5701 genotype or on clinical trials were excluded. We

analysed the ARV combinations used and investigated the reasons for choosing

alternative regimens to our first line of abacavir/lamivudine and efavirenz. The

Fisher’s exact test was used for statistical analysis.

Results: A total of 123 patients commenced HAART (87.0% males, 82.1%

Caucasian). Median duration of HIV infection was 5 months (range 0–237).

Regimens comprised four nucleoside analogue backbones and 5 third drug

combinations. Only 35.8% patients were on the first line regimen. Patients

were less likely to be prescribed the first line regimen if they had a CD4 count

<50 cells/mm3 (P = 0.003), a short interval (<3 months) between HIV diagnosis

and HAART initiation (P = 0.013), an AIDS-defining diagnosis (P = 0.041), or

the presence of resistance (P = 0.026).

Conclusion: There is substantial individualization of prescribing when

initiating HAART. Therefore, it is essential that guidelines continue to enable

flexibility of treatment choice.

P28
Are viral load blips related to lack of treatment efficacy?
OJ Bashford1, I Fernando2 and A McMillan2

1University of Edinburgh, Edinburgh, UK, 2Department of Genitourinary
Medicine, New Royal Infirmary of Edinburgh, Edinburgh, UK

Objective: HIV patients on highly active antiretroviral therapy (HAART) who

have an otherwise undetectable viral load commonly experience transient

episodes of detectable viraemia, or ‘blips’, the nature and significance of which

is disputed. We undertook a retrospective study of our clinic HIV patient cohort

on therapy for identifying any relationship between viral blips and treatment

efficacy (CD4 recovery rate, time to viral suppression and eventual virological

failure). A secondary aim was identification of factors that demonstrated

significant association with occurrence of viral load blips.

Methods: Notes of HIV patients on treatment were reviewed and demographic

data (age, sex and ethnicity), patient baseline CD4 count and viral load, rate of

CD4 recovery and viral suppression and presence and magnitude of blips were

recorded on a SPSS database for analysis.

Results: There were 80 male and 32 female patients. Median age was 41 years

(range 24–68). 48 patients experienced one or more blips with a median

magnitude of 114 copies/mL (range 50–6610). The median time of follow-up

after initiation of HAART was 3.75 years (range 1–9). Median time to viral load

suppression following HAART initiation was 12 weeks (range 2–38). Only two

of the study patients developed virological failure on HAART.

Discussion: Analysis of variables for association with viral load blips is as yet in

progress. However, the progression of only two patients in the cohort to

eventual virological failure suggests that blips are not predictive of regimen

failure.
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P29
African patients with HIV: demographic and clinical
characteristics
Annabell McMillan, Christopher Duncan and Clifford Leen
Regional Infectious Diseases Unit, Western General Hospital, Edinburgh, UK

Aims: An increasing proportion of HIV diagnoses in the United Kingdom (UK)

are amongst patients of sub-Saharan African origin. The aim of this survey was

to describe the demographic and virological characteristics of the African

patients in our HIV cohort, and compare these to non-African patients.

Methods: Case note review of all HIV-positive patients of African origin

diagnosed between 1996 and 2005. Comparison with data on non-African

patients from HIV database. Statistical analysis using SPSS software.

Results: The total number of patients of sub-Saharan African origin under

review was 68/525. 54 patients (M/F = 22/32) were diagnosed between 1996

and 2005. The number of African patients under review has increased year on

year since 2000. The majority (48/54) were diagnosed in the UK. 63% were

symptomatic at diagnosis. 11/54 had WHO Stage 4 disease at presentation. 6/

54 presented with tuberculosis (5/54 pulmonary). 97% of infections were

heterosexually acquired. Mean CD4 count at presentation was significantly

lower in the African cohort (196 versus 264, P = 0.019). Within 6 months of

diagnosis 41/54 (76%) African patients were commenced on HAART, (70% non-

Africans). There was no statistically significant difference between virological

response to HAART between African and non-African patients (63% versus 59%

undetectable VL at 6 months). Psychosocial problems were common amongst

the African cohort, 32% of patients requiring psychiatric referral.

Discussion: The proportion of patients of African origin under review in our

cohort remains low, however it is increasing markedly. Their lower CD4 count at

presentation is likely to reflect the later diagnosis of these individuals.

P30
Structured and unstructured antiretroviral treatment
interruptions in HIV-infected children and adolescents
Elizabeth Hamlyn, Kate Childs, Sally Hawkins, Malur Sudhanva, Daya Nayagam, Colin

Ball and Melinda Tenant-Flowers
King’s College Hospital, London, UK

Aims/Introduction: Recent studies demonstrate that structured antiretroviral

(ARV) treatment interruptions in adults are associated with a poor outcome and

are no longer recommended. We aim to describe the use and outcome of ARV

treatment interruptions in children and adolescents with perinatally acquired

HIV infection.

Methods: Data on demographics, ARV, CD4, HIV viral load (VL), adherence,

attendance, resistance and outcome were collected by retrospective case note

review, from patients on continuous therapy (CT) and those with past or current

treatment interruptions (TI), together with reason for interruption.

Results: Of 54 children attending the clinic, 13 were ARV naı̈ve, 17 were on CT,

and 24 patients had current or past TI on 28 occasions. Demographics were as

follows: median age 10 years (range 1–18 years), 26 (48%) female, 48 (89%)

Black African. 9/54 (17%) patients had an unstructured TI, where the parent or

patient stopped medication without informing the clinic. 19/54 (35%) patients

had a structured treatment interruption (STI) for multiple reasons including:

parental or patient choice (8), toxicity (4), poor adherence (3), virological failure

(13), class preservation (8). Only 6/24 (25%) TI patients had a VL <50 cp/mL

prior to stopping ARV, compared with 12/17 (70%) CT patients (P = 0.004). 17/

24 TI patients had a genotypic resistance test, of whom seven were resistant to

two or more ARV classes. There was no difference in prior ARV exposure,

toxicity, adherence or attendance between the TI and CT groups. Ten TI patients

restarted ARV and four patients developed HIV related illness.

Discussion: Unstructured TI and STI occur frequently in this cohort. STI are

instituted for several reasons and may be a useful strategy whilst awaiting

future treatment options in this complex group of multi-ARV exposed patients.

P31
A clinical audit of the management of HIV-positive
pregnant women and their babies
Orla McQuillan1, Rabina Ali2, K Chan1, Natalie Corlett1, Ruth Gottstein1, Susan

Harris2, Humaira Khan1, Margaret Kingston1, Cynthia Murphy2, Ian Nixon2, Arun

Ramachandran1, Libuse Ratcliffe2, Caroline Rice2, Kay Scott2, Anton Tan2, Javier

Vilar2 and Sharon Wilson1

1Central Manchester and Manchester Children’s University Hospitals NHS Trust,
Manchester, UK, 2Pennine Acute Hospitals NHS Trust, Manchester, UK

Introduction: The prevalence of HIV infection in pregnant women continues to

rise annually in the UK. Within our region a substantial increase in HIV-positive

women giving birth has been observed in recent years. We sought to audit the

management of HIV-positive pregnant women and their babies with reference

to current BHIVA guidelines in the two major centres providing HIV care locally.

Methods: Retrospective data collection using clinical audit proformas from

medical, obstetric and paediatric notes of HIV-positive women and their babies

delivered in 2004 and 2005.

Results: There were 61 women identified; 28 known to be HIV-positive and 10

on HAART at the time of conception. An initial STI screen was performed in

49% and infections identified treated in all cases. Monitoring of therapy was

excellent throughout pregnancy with 72% achieving an undetectable HIV viral

load at a median of 29 weeks gestation. The single most frequently used HAART

regimen was saquinavir/ritonavir and Combivir, and of the 28 women who were

to stop their HAART following delivery 24 received this. A delivery plan was

discussed with the mother in 88% of cases and overall 64% of women had a

vaginal delivery during which invasive procedures were avoided in 86%. There

were no breastfeeding mothers and prophylactic antiretrovirals prescribed

appropriately to infants. By 3 months of age 92% of babies had attended for

HIV RNA or DNA testing and there has been one HIV-infected baby.

Discussion: In general, management of HIV-positive women and their babies is

in accordance with current BHIVA guidelines but several areas where this can

be improved have been highlighted. Full audit findings and implications for

clinical practice will be discussed.

Large

P32
Broad HIV-1-specific T-cell responses are maintained in
true long-term non-progressors
Nadeem Qazi1, Samantha Westrop2, Frances Gotch2, Brian Gazzard1 and Nesrina

Imami2

1Chelsea and Westminster Hospital, London, UK, 2Imperial College, London, UK

Background: Recently attention has shifted towards therapeutic vaccine

development in an attempt to boost immune control of HIV-1. This has been

hampered by the inability to identify conserved antigenic determinants to

which responses should be directed. In chronic HIV-1 infection anti-HIV-1

immune responses are poor. Long-term non-progressors (LTNP) are HIV-1-

infected patients in whom the HIV-1 immune response appears to be preserved

resulting in very slow disease progression. Analysis of viro-immunopathology in

LTNP is imperative.

Methods: Prospective analysis was undertaken of CD4 T-cell proliferative

responses in 41 HIV-1+ individuals originally identified as LTNP in 1996. A

comparison was made between remaining LTNP and patients who had

progressed. Statistical analyses were performed using nonparametric methods.

Results: To date, of the 41 patients defined in 1996, 35 have progressed and

were started on ART as they fulfilled BHIVA criteria. In comparison to

progressors with falling CD4 T-cell counts, the six remaining LTNP have

maintained good HIV-1-specific CD4 T-cell proliferative responses to Gag p24,

Env gp120, Nef and Tat proteins. The presence of anti-Nef and anti-Tat T-cells

suggests that, at least in this cohort, Nef and Tat may represent antigenic

targets that ensure immune control of HIV-1.

Conclusions: This demonstrates that elite controllers direct a CD4+ T-cell-

specific proliferative response to a wide range of HIV-1 antigens. Detailed

comparative genetic and immunological studies of HIV-1-specific immune

function and dysfunction, observed in the small cohorts of elite controllers

versus chronically infected patients, are essential when investigating correlates

of protection to HIV-1.
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P33
Effects of growth hormone on HIV-1-specific T-cells,
thymic output and proviral DNA in patients on ART
Nesrina Imami1, Catherine Burton1, Alison Cranage1, Guglielmo Rosignoli1, Samantha

Westrop1, Graeme Moyle2, Brian Gazzard2 and Frances Gotch1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: Immune-based therapeutic (IBT) strategies in treated chronic

HIV-1 infection aim to induce virus-specific CD4 T-cells and subsequently

activate and maintain specific memory CD8 T-cells. Daily administration of

recombinant human growth hormone (rhGH) with ART was used in chronic

infection in an attempt to reconstitute HIV-1-specific T-cell responses.

Methods: A total of 12 HIV-1+ individuals on ART (VL BDL, CD4 >200 cells/ll)

were enrolled in this randomised, double-blind, placebo-controlled study to

receive rhGH. We assessed HIV-1-specific proliferative CD4 and interferon

(IFN)-c-producing CD8 T-cell responses, TREC levels and proviral HIV-1 DNA at

weeks 0, 12, 24 and 48. Patients received rGH at 4 mg/day subcut for 12 weeks

then were randomised into three groups for weeks 12–24 placebo, alternate-

day, and twice-weekly dosing. Weeks 24–48 all patients received ART alone.

Results: We found significant increases in HIV-1-specific CD4 and CD8 T-cell

responses after daily administrations of rhGH. Following randomisation, HIV-1-

specific proliferative CD4 T-cell responses declined in those receiving less

frequent dosing of rhGH, while virus-specific IFN-c-producing CD8 T-cell

responses were maintained for longer. Viral load, CD4 and CD8 T-cell counts

remained unchanged. There was significant enhancement in T-cell maturation

and differentiation. TREC levels and cell-associated HIV-1 DNA was stable in

most patients.

Conclusions: We observed that concomitant administration of rhGH with ART

resulted in a dose-dependent reversal of CD4 and CD8 T-cell dysfunction

commonly observed in HIV-1+ patients. Such IBT strategies in treated chronic

HIV-1 infection may enable the induction of virus-specific CD4 T-cells essential

for the subsequent ‘kick-start’ and expansion of specific CD8 T-cells.

P34
Loss of NK cells in the gastrointestinal tract of
HIV-1-infected individuals
Chris Mela1, Alan Steel2, James Lindsay3, Brian Gazzard2, Frances Gotch1 and

Martin Goodier1

1Imperial College, London, UK,2Chelsea and Westminster Hospital, London,
UK,3St Bartholomew’s Hospital, London, UK

Aim/objective: A substantial loss of CD4+ T-cells in the gastrointestinal tract

of HIV-1+ individuals occurs within weeks of infection. The effect of HIV-1

infection NK cells in the gastrointestinal (GI) tract is not known. To compare

phenotype and function in NK cells the intestinal lamina propria of HIV-1-

infected individuals.

Methods: Biopsies were taken from HIV-1+ (n = 38) and HIV-1- control

individuals (n = 41) by colonoscopy and lymphocytes were extracted from

lamina propria (LP). The proportions of NK cell subsets were estimated in blood

and lamina propria by flow cytometry. Degranulation of LPNK cells was

determined using anti-CD107a and cytokine production was measured using

intracellular staining. Statistical analyses were performed using Mann–Whitney

U test for comparison between groups and Wilcoxon signed rank test for intra-

group comparisons.

Results: CD3-CD56+ NK cells are depleted in colonic lamina propria of HIV-1-

infected compared to uninfected individuals (P = 0.0077). Although the

majority of LPNK in both HIV-1+ and HIV-1- individuals are of CD56+CD16-

phenotype, there is a significant shift towards a CD16+ phenotype in LPNK cells

from HIV-1 patients (P = 0.006). In contrast to the blood, LPNK of both HIV-1+

and HIV-1- individuals are highly activated and express NKp30, NKp44 and

NKp46. LPNK from HIV patients are capable of degranulation, IFN-c and TNF

production.

Conclusions: NK cells are depleted in the colonic lamina propria of HIV-1-

infected individuals but are highly activated and remain functional. Changes to

NK cells in the GI tract may have consequences for HIV-1 disease.

P35
Comparison of IFN-c release, perforin release and
proliferation of virus-specific CD8+ cytotoxic
T-lymphocytes when stimulated with flu, EBV and CMV
(FEC) and HIV-1 Gag MHC class I restricted peptides
Samantha Westrop1, Catherine Burton1, Nelson Mark2, Brian Gazzard2, Frances

Gotch1 and Nesrina Imami1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: It is becoming apparent that enumeration of IFN-c-secreting cells

only fails to provide comprehensive insight into CD8+ T-cell immunological

responses to viral antigens. This study compares virus-specific CD8+ T-cell IFN-c-

secretion with effector immune responses of perforin release and proliferation.

Methods: Responses to HIV-1 Gag, and FEC MHC class I restricted peptides

pools were measured in fresh PBMC from 24 HIV-1+ individuals by

lymphoproliferation and IFN-c- and perforin-release assays. This enabled

characterization, comparison and quantification of virus-specific CD8+ T-cell

responses to the HIV-1 Gag or FEC peptide pools. A Wilcoxon signed rank test

compared the medians of the paired data to assess significance of responses to

different stimuli.

Results: Anti-HIV-1 Gag peptide responses were not significantly different from

negative control values in perforin production (P = 0.0799) or proliferative

ability (P = 0.0606) but were significant in IFN-c release (P =< 0.0001). Anti-

FEC peptide responses were significantly different from negative control values,

in perforin production (P = 0.0037), proliferative ability (P = 0.0435) and IFN-c
release (P =< 0.0001). FEC-specific responses, in comparison to Gag-specific

responses, resulted in a more robust perforin and greater lymphoproliferative

response (P = 0.0018) even though IFN-c-release was analogous.

Conclusions: This demonstrates that, in HIV-1+ individuals, direct CD8+ T-cell-

specific proliferation and cytotoxic activity in response to FEC peptides is

stronger than that observed for HIV-1 Gag peptides, despite similar IFN-c-

release. This reflects HIV-1-specific dysfunction in CD8+ T-cells, confirming

necessity to broaden the techniques used to investigate HIV-1 correlates of

protection.

P36
Restoration of anti-tetanus toxoid responses in patients
initiating HAART: differences in kinetics in the presence
or absence of boost immunisation. An INITIO immunology
substudy
Catherine Burton1, Ruth Goodall2, Assia Samri3, Brigitte Autran3, Anthony Kellerher4,

Guido Poli5, Giuseppe Pantaleo6, Maxime Seligmann7, Frances Gotch1 and

Nesrina Imami1

1Imperial College, London, UK,2MRC, London, UK,3Hôpital Pitié-salpêtrière,
Paris, France,4University of New South Wales, Darlinghurst, Australia,5San
Raffaele, Milan, Italy,6University of Lausanne, Lausanne, Switzerland,7Hopital
Saint-Louis, Paris, France

Background: The INITIO trial, an open-labelled randomized trial to evaluate

different therapeutic strategies of ART for HIV-1 infection, enrolled 102

patients into an Immunology substudy in Australia, France, Italy, Switzerland

and UK. Samples were taken for the substudy at randomization and every

24 weeks until week 156. Tetanus toxoid boost immunization (TTB) was given

to 58 participants at week 25.

Methods: The immunological effects of PI-containing or sparing ART regimens

were investigated. Arm 1: A regimen of two NRTIs plus an NNRTI. Arm 2: A

regimen of two NRTIs plus a PI +/- an NNRTI. We monitored the immune

responses to tetanus, with or without TTB within the two study arms. Tetanus

responses were monitored by lymphoproliferation and statistically compared at

weeks 48, 96 and 156. Proportions responding were compared using a chi-

squared test.

Results: A total of 87 study participants were accepted onto the tetanus study,

24 from Arm 1 and 63 from Arm 2. 58 participants (18 Arm 1, 40 Arm 2)

received a TTB at 25 weeks. At 48 weeks significantly more TTB recipients

responded to tetanus antigen than those not boosted. This difference remained

significant after adjustment for ART regimen (PI versus non-PI, P = 0.01).

At week 96 this difference was still maintained (P = 0.02) and remained

significant after adjustment for ART regimen (PI versus non PI, P = 0.07).

However, by week 156 the number responding no longer differed (P = 0.30),

even after adjustment for ART regimen (PI versus non-PI, P = 0.67).

Conclusions: It may be unnecessary to routinely boost immunize for tetanus

toxoid, unless a clinical event dictates it, as anti-tetanus responses appear to

eventually reconstitute when patients are successfully treated with ART,

irrespective of ART regimen.
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P37
Restoration of CMV-specific cell-mediated responses and
regression of clinical manifestations of CMV following
effective HAART in HIV-1-positive patients
Guglielmo Rosignoli1, Catherine Burton1, Alan Steel2, Brian Gazzard2, Frances Gotch1

and Nesrina Imami1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: Depletion of CD4 T-cells to below 300 cells/ll of blood results in

loss of CMV-specific responses in the majority of HIV-1+ patients. This study

was designed to observe the impact of highly active antiretroviral therapy

(HAART) on CMV- and HIV-1-specific cell-mediated responses in chronic HIV-

1+ patients.

Methods: We assessed proliferation and IFNc production in CMV- and HIV-1-

specific T-cell responses in 25 chronically HIV-1-infected patients on HAART. In

six patients, responders to both antigens, we carried out intracellular cytokine

staining and CD154 assay. Cross-sectional analysis was also carried out on 50

ART-naı̈ve HIV-1+ patients, 10 long-term non-progressors (LTNP) and 20 HIV-

1-seronegative controls.

Results: Plasma HIV-1 RNA load was undetectable in all treated patients.

Effective HIV-1 suppression was associated with an increase in CMV-specific

immune responses. In contrast to observations in LTNP, in untreated chronically

infected individuals there was an absence of T-cell responses to both CMV and

HIV-1 antigens. Magnitude of anti-CMV responses was associated with

increased IFNc and IL-2 production and upregulation of CD154 expression on

CD4+ T-cells comparable to those observed in LTNP and higher than those

observed in untreated patients and sero-negative controls. LTNP had

significantly elevated CMV-specific immune responses compared to HIV-1

uninfected controls (P < 0.001) and untreated patients (P < 0.001).

Conclusions: HAART allows reconstitution of anti-CMV but not anti-HIV-1 T-

cell response in chronically infected patients to levels of LNTP. The high levels

of anti CMV responses in the LTNP and HAART groups reflect the increased

prevalence of CMV within the HIV-1-infected population studied.

P38
Reconstitution of Herpes Simplex Virus (HSV)-specific
T-cell immunity in HIV-1 infected patients receiving
highly active antiretroviral therapy (HAART)
Meghna Ramaswamy1, Anele Waters2, Colette Smith3, Emma Hainsworth1, Gareth

Hardy4, Margaret Johnson1, Jonathan Ainsworth2, Andrew Phillips3 and

Anna Maria Geretti1

1Department of Virology, Royal Free Hospital and University College Medical
School, London, UK, 2Department of HIV Medicine, North Middlesex University
Hospital, London, UK, 3Department of Primary Care and Population Sciences,
Royal Free Hospital and University College Medical School, London, UK,
4Department of Immunology, Royal Free Hospital and University College
Medical School, London, UK

Aim/objective: Interferon (IFN)-c producing CD4 cells are key mediators of

protective immunity against HSV. This study measured HSV-specific IFN-c
production by peripheral blood mononuclear cells (PBMC) of HIV-1-infected

persons at different disease stages and the kinetics of HAART-induced

reconstitution of HSV-specific T-cell responses.

Methods: PBMC stimulated with HSV lysates were assayed by ELISPOT.

Responses were further characterized by intracellular cytokine staining.

Results: In 11 HSV IgG-seropositive healthy donors the mean number of spot-

forming-cells/106 PBMC (SFC) was 314 ± 74, stable over 9 weeks. Among HSV

IgG-seropositive HIV-1-infected persons, SFC were 360 ± 69 in three long-

term non-progressors (LTNP), (median CD4 1219 cells/mm3); 186 ± 52 in nine

newly-diagnosed patients (CD4 453 cells/mm3); and 181 ± 59 in 33 patients

receiving HAART for median 30 (1–109) months (CD4 360 cells/mm3). Nine

patients started first-line HAART; all achieved HIV-1 RNA <50 copies/mL. Over

median 40 (26–64) weeks SFC increased by 5.6/month (95% confidence

interval: +1.2, +9.9; P = 0.01). SFC were correlated with LTNP status and CD4

count, and increased by +21.3 (95% confidence interval: +13.8, +28.7;

P < 0.0001) per 100 CD4 cells/mm3 gained.

Conclusion/discussion: Successful HAART resulted in slow restoration of HSV-

specific immunity. Responses were not directly predicted by duration of HAART,

but were strongly correlated with CD4 count recovery.

P39
Percentage and relative levels of expression of PD-1 and
PD-L1 in treated HIV-1-positive individuals as marker of
disease status and therapy efficacy
Guglielmo Rosignoli1, Alison Cranage1, Catherine Burton1, Alan Steel2, Brian

Gazzard2, Frances Gotch1 and Nesrina Imami1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Aim: Ligation of the programmed death (PD)-1 molecule by its ligands PD-L1

can lead to anergy of virus-specific CD4 and CD8 T resulting in functional

inhibition. In this study we assessed the expression of PD-1 and its associated

molecule PD-L1 in treated chronically HIV-1-infected individuals compared to

levels observed in uninfected healthy individuals.

Methods: PBMC from 22 chronically HIV-1-infected patients on HAART and 10

seronegative controls were assessed for percentage and mean fluorescence

intensity (MFI) of PD-1 and PD-L1. Drugs used in the HAART regimens of the

patients were recorded. Mann–Whitney U tests were performed where P < 0.05

was the cut off for significance.

Results: Patients’ plasma HIV-1 RNA load was below 50 copies/mL, median

CD4 T-cell count was 547 cells/ll blood (range 152–1576). The percentage of

PD-L1 expressing cells was slightly elevated but not statistically significant in

HIV-1-infected patients compared to uninfected controls (P = 0.7144). PD-L1

MFI was increased in HIV-1-infected patients on both PBMC (P = 0.0005) and

gated T-cells (P = 0.005).

Conclusions: No differences in the percentage of cells expressing either PD-1

or PD-L1 were observed between the infected and uninfected cohort. The

higher relative MFI of PD-L1 observed in HIV-1-infected individuals compared

to uninfected controls may be a signature of a persistent anergic state. Previous

reports show that untreated viraemic patients have higher expression of PD-1;

our data suggest that the observed similarities in percentage expression

between controls and HIV-1+ treated patients are indicative of normalization

of PD-1 expression after initiation of HAART, however PD-L1 MFI levels are

higher in HIV-1+ patients.

P40
The fate of Foxp3 regulatory CD4 T-cells in HIV-1
infection
Alan Steel1, Sally Ann Clark1, Mark Nelson3, Frances Gotch1, Don Henderson2, Brian

Gazzard3 and Peter Kelleher3

1Department of Immunology, Imperial College, London, UK, 2Division of
Immunology, Hammersmith Hospitals NHS Trust, London, UK, 3Dept HIV/GUM
Chelsea and Westminster Hospital, London, UK

Aim/objective: Regulatory Foxp3 CD4 T-cells are thought to inhibit potentially

harmful inflammatory responses that are induced by persistent viral or bacterial

infections. The role of this cell population in HIV-1 is not clear: some studies

suggest that loss of this cell population may be associated with increases in

immune activation and CD4 T-cell depletion whereas others have found an

expansion of this cell population and inhibition of HIV-1 specific immune

responses. The aim of this study is to evaluate differences in regulatory CD4

Foxp3 T-cell frequencies using intracellular flow cytometry in well defined HIV-

1 populations.

Methods: A cross-sectional study of HIV-1-infected patients. Groups studied

were antiretroviral naı̈ve or experienced patients. Antiretroviral treated patients

were grouped according to CD4 T-cell count at time of study (CD4 T-cell count

>500 cells/ll and CD4 T-cells <250 cells/ll). Long-term non-progressors

(LTNP) and healthy controls were also studied. HIV-1 sero-positive and healthy

controls were also studied for T-cell activation and apoptosis.

Results: Foxp3 CD4 T-cells are significantly increased in both antiretroviral

naı̈ve and treated patients who had a poor CD4 responses to viral suppression

compared to HIV-1 LTNP, antiretroviral patients with a CD4 T-cell >500 cells/ll

and healthy controls. There are positive correlations between regulatory T-cell

frequencies and T-cell activation and between rates of CD4 T-cell apoptosis and

T-cell activation.

Conclusions: Increased Foxp3 CD4 regulatory T-cells are associated with

progressive disease and impaired CD4 T-cell reconstitution after antiretroviral

therapy. Abrogation of regulatory T-cells may have therapeutic potential in HIV

infection.
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P41
Rapid qualitative and quantitative analysis of T-cell
responses in HIV-1-infected individuals and in HIV-1
sero-negative controls: assessment of perforin,
IFN-gamma and IL-4 secretion
Catherine Burton1, Mark Nelson2, Brian Gazzard2, Frances Gotch1 and Nesrina Imami1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: Enzyme-linked immunospot (ELIspot) combines outstanding

sensitivity with simple methodology making it one of the most attractive

techniques for immunomonitoring, in HIV-1 vaccine and immunotherapy trials.

However, it is now apparent that this should not be limited to only enumerating

cells which secrete IFN-c. Perforin should be measured in order to reflect

cytolytic potential. We describe here a perforin-release ELIspot which, when

used in combination with IFN-c and IL-4 ELIspots, permits evaluation of

cytokine secretion, degranulation, and cytotoxicity for antigen-specific T-cells.

Methods: ELIspots were used to assess T-cell responses to HIV-1, recall and

other viruses in 12 ART treated HIV-1+ patients and CD8 T-cell responses to the

FEC peptide pool in eight HIV-1- individuals. The FEC pool is a defined set of

MHC class I-restricted T-cell epitopes from human influenza virus, EBV and

CMV from a broad range of HLA class I types. Spearman’s rank correlation was

used to analyse responses.

Results: Anti-HIV-1 responses in ART-treated individuals were weak, both in

terms of perforin and IFN-c production. Tetanus toxoid stimulation was

associated with moderate perforin release and a predominantly type-2 IL-4

response, whilst HSV antigen stimulation resulted in perforin release and a

weak type-1 IFN-c response. CMV responses generated high levels of perforin in

conjunction with IFN-c. In the HIV- individuals perforin release strongly

correlated with IFN-c (P =< 0.0001) in response to FEC peptides, indicating a

cytolytic type-1 CD8 T-cell response.

Conclusions: We demonstrate the viability of a perforin ELIspot. Evaluation

using 3 ELIspots in combination reveals that the complexity of the T-cell

response is greater than that observed when measuring IFN-c alone.

P42
Increased proportion of NKG2C+ NK cells in AIDS-KS
patients with poor prognostic index
Martin Goodier1, Chris Mela1, Alan Steel2, Brian Gazzard2, Frances Gotch1 and

Mark Bower2

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: Natural killer (NK) cells bearing the c-type lectin-like receptor

NKG2C are enriched in individuals with HIV-1 infection. To investigate the

impact of these cells on disease outcome in AIDS we studied patients with

Kaposi’s sarcoma (KS) as an AIDS-defining illness as this has a defined

prognostic score on diagnosis.

Methods: Flow cytometric analysis was used to analyse NKG2C+ NK cells in

people with HIV and AIDS (PWHA) with (n = 44) or without KS (n = 20) and in

healthy control individuals (n = 9). KS patients were staged according to the

ACTG TIS clinical staging system. The expression of activating natural

cytotoxicity receptors (NCR) and inhibitory killer cell immunoglobulin-like

receptors (KIR) were also assessed. Degranulation assays were performed by

monitoring the level of CD107a expression on NK cells in response to KSHV

infected and uninfected target cells. Comparisons were made using the Mann–

Whitney U test.

Results: No difference was observed in NK cell subsets comparing PWHA with

or without KS. However, a significantly higher proportion of NKG2C+ cells was

found in PWHA with KS and S1 disease (n = 9) compared to S0 (n = 11),

(P = 0.0088). NKG2C+ cells from S1 patients are highly enriched for the

expression of KIR3DL1 compared to S0 stage patients (P = 0.02) and are

depleted of cells bearing NKp46 (P = 0.04). NKG2C+ cells from S1 stage

patients have lower responses to KSHV-infected cells compared to S0 patients

(P = 0.026).

Conclusions: PWHA with KS and S1 stage disease have a higher proportion of

NKG2C+ NK cells than S0 patients. These cells have an inhibitory phenotype and

respond poorly to KSHV infected BCBL-1 cells. These studies therefore show a

link between NK cell phenotype, function and disease prognosis in AIDS.

P43
Human cytomegalovirus exposure and changes to NK cells
in HIV-1 infected individuals
Chris Mela1, Brian Gazzard2, Frances Gotch1 and Martin Goodier1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Aim/objectives: Natural killer cells bearing the c-type lectin-like receptor

NKG2C respond to peptides in context of HLA-E, including a peptide from

human cytomegalovirus (HCMV). We have shown previously that NKG2C+ NK

cells are expanded in HIV-1-infected individuals compared to uninfected

healthy control individuals (HC). Exposure to cytomegalovirus contributes to

changes in the NK cell populations of HIV-1-infected individuals.

Methods: Flow cytometric analysis was performed to assess the proportion of

CD3-CD56+ NK cells expressing NKG2C in the peripheral blood of 48 HIV-1+

individuals receiving antiretroviral therapy with plasma viral loads suppressed to

below 50 copies/mL blood and of 20 healthy control individuals. Anti-CMV IgG

was measured in plasma from the same individuals using ELISA (Biokit, Spain).

Results: A total of 46 of 48 (96%) HIV-1-infected individuals and 9 of 20

(45%) healthy controls tested positive for anti-CMV IgG. Anti-CMV antibody

titres were greater in HIV-1-infected (mean ± SD: 52.3 ± 66.9 IU/mL)

compared to control individuals (3.9 ± 3.9 IU/mL, P < 0.0001). HCMV IgG

seropositive HIV-1+ and healthy control individuals both had a higher

proportion of NKG2C+ cells than CMV IgG-negative individuals supporting a

role for CMV expanding this population (HIV-1+ P = 0.049; HC, P = 0.1).

However, HCMV IgG+ HIV-1+ individuals had a significantly higher proportion

of NKG2C+ cells than HCMV IgG+ healthy control individuals (mean ± sd HCMV

IgG+: HIV-1+, 38.8 ± 23.7%; HC, 15.8 ± 12.3%, P = 0.0051).

Conclusions: Whilst HCMV may be driving NKG2C+ NK cell expansion in both

HIV-1+ and HIV-1- individuals, exposure to HCMV infection and its impact on

NK cells is greater in HIV-1+ individuals.

Standard

P44
Comparison of phenotypic analyses of Foxp3+ regulatory/
suppressor T-cells in HIV-1 infection
Catherine Burton1, Mark Nelson2, Brian Gazzard2, Frances Gotch1 and Nesrina Imami1

1Imperial College, London, UK, 2Chelsea and Westminster Hospital, London, UK

Background: T regulatory cells, important signatures of immune function, are

identified using panels of cell surface markers in healthy individuals. We have

compared three panels with the prototypic marker Foxp3 in HIV-1� individuals.

Methods: A total of 52 HIV-1+ patients, with a median CD4 count of 384 cells/

ll were recruited. HIV-1 plasma load was <50 copies/mL in 32 individuals.

PBMC were stained for CD4 and CD25 in combination with CD45RO, CD27 or

CD127 and then stained for intracellular Foxp3. ANOVA and linear regression

were performed.

Results: CD4+CD25hiCD45RO+ cells correlated with Foxp3+ cells both by %

(P =< 0.0001) and number (P =< 0.0001). The cohort was divided into those

with CD4 counts of <350 and >350 cells/ll, CD4+CD25hiCD45RO+ cells were

significantly correlated with % Foxp3+ cells in both groups (P =< 0.0001;

P =< 0.0001). We found no correlation between the CD4+CD25+CD27+ and

Foxp3+ cells. Foxp3+ significantly correlated CD4+CD25+CD127- cells in

individuals with CD4 counts of >350 cells/ll (P = 0.0401) but not with CD4

counts <350 cells/ll (P = 0.1369). Foxp3 is expressed in 92% of

CD4+CD25+CD127- cells, but these represent only 28% of the total Foxp3+

population. HIV-1 load did not affect the number of Foxp3+ cells.

Conclusions: Number and % of Foxp3+ cells were consistent with published

data. The recently proposed CD4+CD25+CD127- identified cells which express

high levels of Foxp3+, but grossly underestimated the total Foxp3+ population,

especially at lower CD4 counts, likely due to dysregulated IL-7R (CD127).

CD4+CD25+CD27+ cells did not represent the Foxp3+ cells. CD4+CD25hiC-

D45RO+ cells were correlated with Foxp3+ cells and were reliable at low CD4

counts, indicating that this is the most consistent panel for the CD4 regulatory

cells in HIV-1+ cohorts.
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P45
HIV in UK African communities: the impact upon
professionals who provide HIV-related care
Caroline Yandell1, Chris Salisbury1, Ali Heawood1 and Nicola Low2

1Academic Unit of Primary Care, University of Bristol, Bristol, UK, 2Department
of Social and Preventive Medicine, University of Bern, Bern, Switzerland

Aim: It is increasingly recognized that the UK African population is

disproportionately affected by HIV infection, and that presentation is often

late in the disease when antiretroviral treatment may be less effective.

However, to date, little attention has been paid to the demands this makes

upon professionals, particularly in the light of ‘dispersal’, which forces many

new and vulnerable people out of the capital to settings where HIV prevention

and community-based support networks may be less developed.

Method: This qualitative study used in-depth interviews with a purposive

sample of participants from a range of professional backgrounds including HIV

clinicians and ‘experts’ from statutory and voluntary bodies. Interviews explored

their views, experiences and attitudes to HIV testing and the care of HIV-

infected African patients. Data were analyzed using the constant comparative

method derived from grounded theory approaches.

Results: Professionals were profoundly affected by their engagement with

African patients, expressed strongly held personal and political views, and felt

keenly the emotional burden and frustrations of their work. Limited under-

standing of African culture and beliefs was cited as an impediment to the

professional-African relationship. Abhorrence of racism was particularly

prominent and many professionals, fearful of the charge of racism, expressed

anxiety about targeted HIV prevention work based on country of origin.

Discussion: This study provides new insights into the personal costs and

challenges faced by health and other HIV professionals. The findings need

careful consideration in planning HIV prevention and care provision for the

growing number of UK African people living with or at risk of HIV.

P46
Sexual health and service uptake in young adults with
perinatally acquired HIV infection
Susan McDonald, Caroline Foster and Simon Portsmouth
St Mary’s Hospital, London, UK

Background: Increasing numbers of young people with perinatally acquired

HIV infection are completing the transition process and transferring from

paediatric to adult services. We set out to evaluate the service uptake and

sexual health in a cohort of these young people.

Methods: Retrospective case note audit of young people attending the ‘900

Clinic’ at an inner city teaching hospital, January 2006–2007.

Results: A total of 21 young people have transferred to adult services; 15

(71%) female, 71% of Black African origin, median age at latest follow-up

17.9 years (range 16.4–22.9 years). 17 (81%) are on ARV therapy, 88% of

whom are triple class exposed, ten have HIV vl <50 c/mL. 4/21 and 3/21 have

CD4 counts of 50–200 and <50 respectively. All had undertaken patient

directed treatment interruptions. Prior to transfer, 11/21 sexually active, three

diagnosed STIs, two pregnancies (x1 miscarriage, one live birth) 2/21 sexual

partner HIV disclosure. Since transfer, 14/21 sexually active, one further STI,

two pregnancies (x1 miscarriage, I ongoing), one further sexual partner

disclosure, 2/21 partner POCT. Total of 46 visits to 900 clinic, 2/21 had a full STI

screen, 9/21 had urine testing for chlamydia, 1/21 gonorrhoea and 7/21 syphilis

blood testing. 3/21 hepatitis A vax, 6/21 hepatitis B vax. Adult services

accessed other than 900 clinic: 2/21 STI screening, 11/21 accessed adult CNS,

total of 31 visits. 5/11 accessed clinic doctor, total of seven visits, 6/21, total of

nine visits, to emergency walk-in doctor and 5/21, total of 10, admissions to

the ward. 11/21 had accessed support from allied health/social services.

Conclusion/discussion: Young people with perinatally acquired HIV are

engaging in services and need intensive CNS, sexual health and medical input.

The sexual health needs of this group need further exploration.

P47
Specialist clinician concerns about the provision of HIV
and sexual health clinical services in England in 2006
Lisa Power, Victoria Field and Paul Ward
Terrence Higgins Trust, UK

A survey of English HIV and GUM clinicians was undertaken to establish how

changes in the NHS during 2005/06 impacted on local sexual health and HIV

clinical services, alongside one to PCTs. This was the fifth survey in an annual

research series. Respondents were asked a range of closed questions about their

experience in the previous year, with an opportunity for open comment at the

end of the questionnaire.

The 2005/6 survey had the highest ever response rate amongst clinicians, with

231 clinicians from across England completing it.

Analysis of survey responses shows, inter alia, that:

• Patient activity has increased for 81% of clinicians, but staffing levels

increased for only 18%

• 35% of respondents reported that restrictions on prescribing certain HIV

drugs were either already in place, or being discussed

• There is confusion amongst clinicians about how the introduction of

Payment by Results will impact on their funding and service provision

• There is no clear consensus on strategies for modernizing services.

Clinicians report a mixed picture. Some improvements in ability to plan and

provide sexual health and HIV services are evident. However, there is cause for

concern in a number of areas, including allocation of funding, implementation

of Payment by Results and an ongoing and demoralizing lack of staffing

resources and suitable premises. The presentation will give an overview and

analysis of all major clinician concerns expressed.

P48
A survey of BHIVA members regarding the impact of the
amended April 2004 ‘NHS Charging Regulations’ on HIV
treatment, prevention and care for immigrants in the UK
Christopher Wood1, Sally Hargreaves3, Yusef Azad4, Jane Anderson2 and

Jonathan Ainsworth1

1North Middlesex University Hospital, London, UK, 2Homerton University
Hospital, London, UK, 3International Health Unit, Dept of Infectious Diseases
and Immunity, Imperial College, Hammersmith Hospital, London, UK, 4National
AIDS Trust, London, UK

Introduction: In April 2004 the regulations governing eligibility for free NHS

care for HIV were amended, excluding certain migrant groups. The impact of

this change on HIV prevention, treatment and care has been a matter of

concern. Although there are anecdotal reports of adverse effects there are few

robust data on the impact of this policy.

Methods: A self-completed questionnaire survey of BHIVA members about the

revised policy and its impact was carried out. It was sent out by e-mail and

respondents were able to reply either electronically or anonymously, by post.

Results: There were 56 respondents, drawn from a diverse group of HIV centres

across the UK. 93% were aware of the existence of the charging regulations but

levels of understanding of the practical detail were low. Results show that the

rules are being applied inconsistently across Trusts, although there are reports

of patients being refused and/or charged for care. 71% did not believe that it

was the clinician’s responsibility to report non-eligible patients to their Trust.

73% considered the new policy to have had a negative impact on HIV

prevention and early diagnosis in migrant communities. 78% thought that the

regulations had negative implications for public health, and 70% felt that there

was a need for a public health impact assessment. 88% believed that HIV care

should be free to all people living in the UK irrespective of immigration status,

in line with other sexually transmitted infections.

Conclusion: Amongst clinicians in the UK there is evidence of an adverse

impact of the 2004 regulations on HIV care and treatment. There is a need for

more detailed work on the health impact of the revised policy. The

reclassification of HIV as a sexually transmitted infection would address many

of these issues without requiring major regulatory change.
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P49
Clinical audit of an emergency walk-in HIV service
Emma Low, Jane Bruton, Simon Farnworth and David Asboe
Chelsea and Westminster Hospital, London, UK

Objectives: To evaluate the pattern of utilization and need for an emergency

walk-in HIV service (EWIS) in a large HIV centre.

Methods: A prospective audit was carried out during June 2006. The proforma

was piloted and redrafted prior to audit. A proforma was completed by

reception, nursing and medical staff for each patient presenting to the EWIS

during a four-week period. Data regarding GP registration, reason for

attendance, diagnosis, treatment and follow-up was collected. Suitability for

attendance was assessed on the urgency of the complaint and whether it was

HIV-associated. Time in department was calculated.

Results: During the 20 working days (36 sessions, four half sessions) 189

patients were seen (five per session). 171 (90%) males, 18 (10%) females. 36%

were not registered with a GP (23% GP status unknown). 34.4% presented

within 3 days of symptom onset, 72.8% within 1 week. 24% attended with

respiratory symptoms, 20% gastrointestinal, and 18% dermatological. 17% of

attendees came for repeat scripts. 65% of all presentations were appropriate

HIV-related complaints, with 17% admitted to day care facilities. Average time

in department was 64 min (range 17–197 min).

Conclusions: There is significant and consistent demand for an EWIS. The

majority of attendees have acute illnesses, two thirds of which could be defined

as HIV-related. GP registration is poor with over half the patients either not

being registered or having unknown status. Increased GP registration and

formulation of guidelines for GPs may reduce demand for a EWIS.

P50
Developing standards for HIV care: a retrospective review
of inpatient management
Kate Adams, James Elston, Gavin Barlow, Peter Moss and Hiten Thaker
Castle Hill Hospital, East Yorkshire, UK

Objectives: Our hospital provides facilities for inpatient HIV care serving a

population of 1.7 million with an estimated 300 HIV patients. Publication of the

BHIVA document ‘standards in HIV care’ prompted a review of our inpatient

service. Our objectives were to identify priorities for service provision and

facilitate development of HIV services in our area.

Method: A retrospective review of all admissions of HIV patients between 1st

Jan 2006 and 1st Jan 2007 was undertaken. Patient demographics, HIV history,

clinical observations, investigations, treatments, specialist involvement and

outcomes were recorded.

Results: There were 20 admissions involving 16 patients. 11 were male, nine

were Black African, eight White British and one Asian. Median age was

39 years (range 28–60 years). Three were referred from other hospitals. There

were five new diagnoses of HIV. 13 patients had a CD4 count <100 cells/mL on

admission. Seven met criteria for systemic inflammatory response syndrome.

MRI and/or CT imaging was required in 14 patients. In all cases advice from

another speciality was sought. Two patients required ITU. 11 patients required

specialist investigations e.g. bronchoscopy. 10 patients required isolation in

negative pressure cubicles. Average length of stay was 20 days (range 1–65).

Five patients died during the hospital admission.

Discussion: Patients were often clinically unstable on admission and had

complicated HIV disease. They required extensive investigation and complex

management. Our experience reflects the need for many of the criteria laid out

in the BHIVA document, in particular the importance of co-location with other

specialties and an ITU. This review emphasizes the necessity for a specialist

inpatient centre, even if the HIV patient cohort is relatively small.

P51
The evaluation of a patient-held record for people living
with HIV in Kenya: the results of a pilot
Sue Capstick1, Jane Oburu2, Catherine O’Keefe1, Wilfred Owuor1, Mabel Wendo1 and

Mary Wakenga1

1Mildmay International, Nyanza, Kenya, 2Ministry of Health, Nyanza, Kenya

Aim/objective: To determine if the introduction of a patient-held record (PHR)

for people living with HIV (PLWHA) will strengthen the integration of hospital

and community services and enable access to treatment away from home and

to evaluate its impact upon PLWHA.

Method: Under the pilot scheme, a PHR was designed and offered to a defined

group of HIV-positive people attending a sub-district hospital in Kenya over a

4-month period. The record documents treatments, clinic attendances and

referrals to and from hospital services and community-based organizations.

Quantitative demographic and clinical data was recorded and qualitative data

was collected through focus groups.

Results: All 153 people offered a PHR, accepted. One person successfully

received ARV elsewhere by producing their PHR. The record was popular in the

community and requested by HIV-negative people. Many users found that the

PHR increased HIV disclosure. Hospital staff and community volunteers felt

the PHR reduced the stigma of HIV and improved their ability to provide care to

PLWHA through strengthened care pathways.

Conclusion/discussion: The PHR ensures continuous ARV treatment when

people travel out of their home area. This low cost technology for PLWHA at

£0.18 a copy appears to improve integration of community and hospital

services; offers an approach towards managing HIV as a chronic disease in

developing countries and reduces stigma while increasing disclosure of HIV to

the family and community.

P52
Communication between HIV clinics and primary care
Sarah Longwill and Sarah Creighton
Homerton Hospital Teaching NHS Foundation Trust, London, UK

Aims: The Medical Foundation for AIDS and Sexual Health anticipates

increased primary care involvement in the management of clients with HIV.

This cross-sectional study assesses the willingness among individuals attending

one inner city HIV clinic for their GPs to be informed of their HIV status.

Methods: Clients attending one HIV clinic between 01/04/06 and 01/09/06

were given a questionnaire asking whether they were registered with a GP,

whether they consented for the clinic to contact the GP and any reasons for

declining GP contact.

Results: Of 510 clients seen in this time period, 300 (60%) completed the

questionnaire. 214/300 (71%) were Black African and 58% were female. Of all

300 clients, 269 (90%) were registered with a GP, of whom 190 (71%)

consented to GP contact. 80% of these clients’ GPs had received written

communication from the clinic in the preceding 12 months. Black Africans

were less likely to consent to GP contact than other ethnic groups (26% versus

16%, P < 0.5) and males less likely than females (38% versus 21%, P < 0.5).

Reasons for declining GP contact were: confidentiality (n = 24), lack of clinical

trust in GP (n = 8) and clients’ adjustment issues (n = 2).

Conclusions: A third of clients were not registered with a GP or declined

consent for GP contact. Clients’ main concerns were confidentiality and lack of

clinical confidence in the GP. Unless these fears are adequately addressed, HIV

care cannot be extended successfully to general practice.

P53
Specialist HIV nurses and plastic surgeons providing
poly-L-lactic acid (PLA/NewFill�) for HIV-positive
individuals with facial lipoatrophy: is the rate of
adverse events similar?
Elizabeth Kirkpatrick1, Enrique Castro-Sanchez1, Jonathon Malloy2, Juling Ong2,

Kevin Miles1, Simon Edwards1 and Paul Benn1

1Camden PCT, Mortimer Market Centre, London, UK, 2Islington PCT, Department
of Plastic and Reconstructive Surgery, Royal Free Hospital, Hampstead, London,
UK

Aim/objective: To determine the adverse event rates following the adminis-

tration of PLA for facial lipoatrophy and to compare event rates between

specialist nurses (SpNs) and a plastic surgeon specialist registrar (SpR) in a

central London HIV outpatient clinic.

Methods: A retrospective case note review of all 98 patients treated with PLA.

We allocated treatments to the practitioner signing the consultation. Adverse

events were defined as bruising, asymmetry, granuloma, inflammation and pain.

Data was collected using a standard proforma and analysed using Excel.

Results: A total of 540 treatments were administered: 104 by two SpNs and

436 by one SpR. The adverse event rate for all treatments was 33% (178/540):

bruising 13.9% (75/540); asymmetry 7.4% (40/540); granuloma 7.4% (40/540);

inflammation 1.3% (17/540); and pain 1% (6/540). There was no statistically

significant difference in the adverse event rate in the treatments administered

by the SpR and SpNs.

SpR (%) SpN (%) P-value

Bruising 13.5 15.4 NS
Asymmetry 7.6 6.8 NS
Granuloma 6.9 9.6 NS
Inflammation 3.7 1.0 NS
Others (Pain) 1.1 0.9 NS

*NS = Not significant

Conclusion/discussion: Specialist nurses providing PLA treatment for HIV

facial lipoatrophy have comparable rates of adverse events to a plastic surgeon

SpR. This is a useful measure of safety that will enable services to expand

nurses’ roles to decrease waiting lists and reduce staffing costs.
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P54
Taking the PEPSE challenge: a 1-year audit of the post
exposure prophylaxis (PEP) clinic in a large urban GUM
centre, including one failure of PEP after sexual exposure
Jessica Daniel, Samantha Hill, Ricky Gellissen, John Walsh and Simon Portsmouth
St Mary’s Hospital, London, UK

Aim: To review the success of the PEP clinic in a large urban teaching hospital.

Methods: A retrospective notes review of all new patients attending the PEP

clinic between June 2005 and June 2006.

Results: Of the 204 patients referred to the PEP clinic, 179 case notes were

available for inclusion. There were 118 (66%) sexual exposures, 45 (25%)

occupational exposures and 16 (9%) non-sexual/non-occupational exposures.

156 (87%) patients were started on PEP of which 113 (72%) were for sexual

exposures. The average time to starting PEP following sexual exposure (PEPSE)

was 33 hours and for occupational exposure 6.5 h. 105 (93%) of the sexual

exposures were given PEP in line with the BASHH guidelines. The majority of

PEPSE was given for unprotected receptive anal intercourse (53%). 97% of

patients were given PEPSE within 72 h. A quarter of the patients who presented

for PEPSE had an STI at baseline or at follow-up. Overall, of the 156 patients

given PEP, 57 (37%) had a known HIV-positive source. In total 104 (70%)

patients completed a 4-week course of PEP. Of the 45 (30%) patients who did

not complete PEP, nine (20%) stopped due to intolerable side effects. Only one

patient acquired HIV after receiving PEPSE 13 h following unprotected oral,

insertive and receptive anal intercourse with a known HIV-positive partner. He

presented with an HIV seroconversion illness 1 day after finishing PEP, but had

a documented negative point of care HIV test and retrospective negative HIV

antibody test at the time PEP was initiated.

Conclusion: A specialized PEP clinic enables the appropriate use of PEP for all

types of exposures and ensures that patients have adequate follow-up.

P55
The commissioning of HIV prevention activities in
England
Tim Chadborn1, Yusef Azad2 and Valerie Delpech1

1Health Protection Agency, London, UK, 2National AIDS Trust, London, UK

Aim/objective: To develop a baseline picture of commissioning practice for HIV

prevention in England, 2005/6.

Methods: We sent a questionnaire to 137 ‘old’ primary care trusts (PCTs)

sampled from four strata ranked by diagnosed HIV prevalence. The

questionnaire focused on the commissioning of HIV prevention activities for

Black Africans (BA) and gay/bisexual men (MSM). Results were weighted to

provide representative estimates for all 303 PCTs in England.

Results: Results were received for 80 (58%) of 137 PCTs sampled. A needs

assessment had been carried out for only about half of PCTs. Commissioners

were unable to provide numbers being seen for HIV care for 30 (38%) of the

PCTs. Estimated total annual expenditure on HIV prevention was £38 m (95%

CI £30–47 m) in 05/06. Per PCT it was £40,000 for MSM and £32,000 for BA

and higher in PCTs with higher HIV prevalence. Commissioners were unable to

provide projected spend for about half of PCTs but over one in 10 PCTs were

expected to lose funding. Expenditure for BA was more likely to increase than

for MSM. Condom distribution was most frequently provided followed by

telephone advice, outreach and drop-in services. Prevention activities were

more often provided for MSM than for BA. PEP was provided in most PCTs.

Conclusion/discussion: National guidance for commissioning HIV prevention

needs to be further developed including epidemiological and other relevant

information resources. Estimates of local MSM populations need to be

developed.

P56
Audit of patients newly diagnosed as HIV-positive at a
regional infectious diseases unit: could this diagnosis
have been reached sooner?
Lisa Goodall and Clifford Leen
Western General Hospital, Edinburgh, UK

Objectives: To determine whether HIV could have been diagnosed sooner by

non-HIV specialists who had consulted newly diagnosed HIV +ve patients in the

year preceding diagnosis.

Methods: A retrospective case note review of all newly diagnosed HIV +ve

patients seen over a 12-month period was performed. This established whether

patients had consulted a doctor in the year prior to diagnosis, if they had been

offered HIV testing, and if they had risk factors or exhibited symptoms

suggesting a diagnosis of HIV.

Results: A total of 51 newly diagnosed HIV +ve patients were seen. 29 of these

(57%) had consulted a doctor in the year prior to diagnosis. Of these patients

only 10 (34%) were offered HIV testing. All patients not offered HIV testing had

risk factors for, or symptoms of, HIV. The most common HIV symptoms were

rash and weight loss. Patients not offered testing were mostly African (59%)

and heterosexual (65%). The mean CD4 count at diagnosis in patients who had

seen a doctor was significantly lower than in those who had not (120 cells/

mm3 versus 430 cells/mm3).

Conclusion: Many newly diagnosed HIV patients had consulted a doctor in the

year prior to diagnosis. Most were not offered HIV testing despite having risk

factors. A significant number of patients were diagnosed late which may have

been avoided by earlier HIV testing outside of the specialist setting. These

findings highlight the importance of education of healthcare professionals on

the symptoms and signs of HIV and the need for HIV testing when these are

present.

P57
An audit of HIV testing of babies born to HIV-positive
mothers
Suganya Reddy1, Cynthia Murphy2, Jennifer Tosswill3 and Andrew Turner1

1Manchester Royal Infirmary, Manchester, UK, 2North Manchester General
Hospital, Manchester, UK, 3HPA Centre for Infections, London, UK

Aims: National guidelines advise testing babies born to HIV-positive mothers

for HIV proviral DNA PCR, at 1 day, 6 weeks and 12 weeks post-natally. The

test requires whole blood in EDTA and is only available at Reference

Laboratories. A maternal sample should be tested in parallel with the initial

neonatal sample to validate the result for the baby. The aim of this study was to

assess the routine use of HIV proviral DNA PCR testing for infant diagnosis at

our centre.

Methods: Details of all babies born between 1 January 2005 and 31 March

2006 who were tested for HIV infection were extracted from laboratory records

and entered into a spreadsheet for analysis.

Results: Details of 154 samples from 58 babies were analysed. One hundred

and forty-one (91.6%) specimens were EDTA blood samples; 122 specimens

were referred to a Reference Laboratory for proviral DNA testing. Overall, 45

(85%) babies had a first test between 0–1 weeks; 25 (47%) had a second test

between 5–7 weeks and seven (13%) had a third test between 11–13 weeks.

The mothers of 45 of the 51 babies tested by HIV proviral DNA PCR were

identified; paired EDTA samples were sent from 35 (77.8%) of these 45

mothers. In total, results for 18 (35.3%) babies could not be confirmed as

having been validated by testing a paired maternal sample. Only 53% of

Reference Laboratory results had been received at the local laboratory and

reported to clinicians within 14 days of sample collection and only 31% of

reports issued from the local laboratory were a complete and accurate

transcript of the Reference Laboratory report.

Conclusions: This study has identified some practical problems in implement-

ing guidelines on the investigation of babies born to HIV-positive mothers.
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P58
Changing paradigms: ‘best value’ NHS HIV care
Martin Hourihan
Barts and The London NHS Trust, London, UK

Objective: To describe changes in monitoring of stable patients on ARV

treatment. Historically, patients have samples for HIV 1 viral load and CD4

count taken together without thought to the clinical value of each result.

Current BHIVA guidelines (2003) state that on treatment patients should have

CD4 counts measured four times per year.

Method: Patients attending an outpatient clinic in 2006, stable on treatment

with preserved CD4 counts, following a change in clinic guidelines, only had

CD4 measured at alternate clinic visits.

Results: 35 patients were identified, CD4 range 235–1047 (mean = 560), time

range since first undetectable viral load = 13–104 months (mean = 67 months

or 5 years 7 months). There were 131 measurements of viral load (3.74/patient/

year) and 60 CD4 counts (1.71/patient/year). No patient objected. No clinical

events occurred. The cost of CD4 measurement is £32, thus saving £2272

amongst 35 patients (£65/patient). Extrapolated across our Trust, this would

save up to £56,940/year.

Conclusions: Consideration should be given to changing BHIVA guidelines for

serological monitoring of stable patients on ARV. Abandoning automatic

routine viral load measurements on untreated asymptomatic patients with CD4

>350 would have a similar benefit but greater saving.

P59
Can a multidisciplinary approach meet the growing need
for post-exposure prophylaxis (PEP)?
Samantha Hill, Jessica Daniel, Ricky Gellissen, Vanessa Hall, John Walsh and

Simon Portsmouth
St Mary’s Hospital, London, UK

Aim: As demand for PEP has increased at our clinic, we implemented a follow-

up proforma and innovative clinic structure to streamline the service. We aim

evaluate the clinic before and after these changes.

Methods: A multidisciplinary team designed a PEP follow-up proforma based

on national and local guidelines, and set up a nurse-led clinic for follow-up

serology. We performed a retrospective note review of all new patients referred

to the PEP clinic for 3 months after the changes (March–June 2006) and

compared them to a 3-month period 7 months prior to the change (May–

August 2005). The number of times each patient was reviewed by the doctor

during PEP, frequency of safety bloods, uptake of hepatitis B vaccine and sexual

health screening, and follow-up rates for serological testing were collated. The

two study periods were then compared.

Results: Overall, 87 patients were seen, of whom 74 were available for

evaluation. Most of the patients (64/74, 87%) had taken PEP, and the majority

of these were for sexual exposures (40/64, 63%). Prior to the clinic changes,

only 2/19 (11%) of these patients had a follow up sexual health screen

compared to 21/37 (57%) afterwards. In the first study period, 6/15 (40%) of

eligible patients received a full course of hepatitis B vaccine, but this rose to

5/8 (63%) in the later study period. Attendance for follow-up HIV testing at

1, 3 and 6 months after PEP/exposure was higher after the changes were

implemented: 60% versus 63%, 38% versus 63% and 36% versus 44%

respectively.

Discussion: Following the implementation of the proforma and nurse-led

clinic, there were measurable improvements in patient care. With the advent of

payment by results and an ever-increasing caseload, service innovation is likely

to become a key tool in improving efficiency of clinical services.

P60
Does using self-completed sexual history questionnaires
(SQ) in HIV-positive men who have sex with men (MSM)
affect clinical outcomes?
Oliver Koch, Tabitha Peake, Brian George, Shamela De Silva, Kevin Miles,

Gary Brouth, Simon Edwards and Paul Benn
Mortimer Market Centre, Department of Genitourinary Medicine, Camden PCT,
London, UK

Aim: To determine the impact of using SQ compared to health care provider

(HP) taken sexual histories among HIV+ MSM upon clinical outcomes. SQ for

sexual histories were introduced in 02/06 to offer HIV+ MSM more choice and

to manage capacity issues.

Methods: A retrospective case note review of HIV+ MSM requesting testing

for sexually transmitted infections (STI) between 1/4/06 and 30/6/06 was

undertaken. Details regarding presenting complaint(s), sexual behaviour, STI

testing, diagnoses and health promotion were compared between SQ and HP

taken sexual histories.

Results: 105 patients had 120 screens (median 1, range 1–4), sexual histories

were taken by HP (n = 45) or SQ (n = 75). MSM completing SQ compared to

HP reported more symptoms and provided more detailed behavioural

information. Partner change and sexual behaviour was similar in both groups.

In the previous 3/12: i) median number of partners was four, ii) 22/120 (18%)

were contacts of an STI, iii) 54/105 (51%) reported unprotected anal

intercourse (UPAI), iv) 14/54 (26%) reported UPAI with potentially discordant

partner(s), of whom six were not receiving antiretroviral therapy and iv) 9/105

(8.6%) reported fisting without gloves. STI testing was appropriate and STI rates

similar in both groups. Overall, 52/105 (49.5%) had at least one STI. Health

promotion and health adviser referral rates were similar in both groups and

there were no documented refusals to complete SQ.

Discussion: The high rates of partner change, UPAI, fisting and STIs among this

group of HIV+ MSM is a cause for concern. SQ offers more patient choice, may

help manage capacity issues with HIV services without compromising clinical

outcomes and clearly merits further evaluation.

P61
HIV and sexually transmitted infections (STIs): competing
priorities for care? Findings from the national review of
genitourinary medicine (GUM) services
Ruth Lowbury, Cathy Harman and Michael Adler
Medical Foundation for AIDS and Sexual Health (MedFASH), London, UK

Aim: To assess the impact on GUM services of rapid rises in demand for both

STI diagnosis and treatment, and HIV treatment and care.

Methods: Multi-agency review teams have visited and assessed GUM clinics

across England, highlighting factors facilitating and obstructing the ability to

offer a prompt and high quality service.

Results: Resources are stretched and clinics are struggling to create capacity

in the service to meet both STI and HIV-related needs. Waiting times are

reducing but there is still immense pressure to be on trajectory to meet the

GUM 48-hour access target. Historically, GUM service contracts have usually

been minimal and not related to activity, though this is slowly changing with

Payment by Results (PbR). The budgets for STIs and HIV (except HIV drugs) are

often not clearly separated, and expenditure of staff time and other resources

between the two not differentiated. Staff teams are pulled in two directions

especially in small services, and clinical managers cannot effectively plan or

negotiate for funding. Where HIV caseloads are growing fast, the need to

prioritize complex HIV patient needs can negatively impact on the ability to

manage STI workload. However, ineffective STI management may fuel HIV

transmission.

Conclusions: GUM providers should review and clearly separate their activities,

management arrangements and costs relating to HIV and STIs respectively. This

will help them to plan for capacity to meet demand. It will also support them in

renegotiating HIV outpatient contracts to reflect growth in HIV patient activity,

alongside implementation of PbR for STI activity. HIV inpatients should be

funded through PbR (there is currently no HIV outpatient PbR tariff).
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P62
Clinical epidemiology and provision of HIV care in a
remote and rural hospital
Gwyneth Jones and Marie Murray
Dumfries and Galloway Royal Infirmary, Dumfries, UK

Aim: BHIVA guidelines promote the need to provide high quality HIV care

nationally. Anecdotal evidence is quoted to suggest outcomes may be worse in

smaller hospitals. Little data has, however, been presented from remote and

rural units with low HIV prevalence. This study aims to assess HIV care in this

setting.

Methods: Retrospective study of HIV epidemiology in a remote and rural NHS

Trust 1997–2007. Evaluation of clinical care including response to HAART and

management of complications.

Results: 52 patients have been seen by an ID consultant (from 1998) and

clinical nurse specialist (from 2005). 16 patients had been diagnosed with HIV

prior to moving to the area; 24 new diagnoses were made in the hospital

setting (19 by ID, five by other medical specialities), four by addiction services,

two GUM, two GPs, one antenatal, one prison. Most (8/12) leaving the area did

so for employment or family reasons. 2/5 deaths have occurred in patients not

usually resident in the area; 4/5 were discussed with tertiary HIV centres

(details to be presented). Only three patients have been transferred to tertiary

HIV centres requiring specialist intervention not available locally (neurosurgery,

cardiothoracic, investigation of pulmonary hypertension); 1/3 died. 3/20

currently on HAART have travelled for treatment of lipodystrophy. 16/20 have

VL <50 copies/mL; (3 <6 weeks’ treatment).

Conclusion: Late diagnosis and even death may be avoided by increasing HIV

awareness in low prevalence areas. High quality care can be provided in smaller

units, with appropriate tertiary support, avoiding lengthy and unnecessary

travel for patients.

P63
HIV: is making a diagnosis enough? A study on patient
demographics and follow-up after a positive HIV test
Chitra Babu, Shazli Azmi and Vincent Lee
Central Manchester and Manchester Children’s University Hospitals NHS Trust,
Manchester, UK

Background: Recent advances in antiretroviral therapy have led to an

improvement in mortality and morbidity in HIV patients. As a result routine

testing for HIV infection is strongly encouraged. The new proposed BHIVA

guidelines suggest that newly diagnosed patients should have a medical review

within 2 weeks of their diagnosis.

Aim: To determine if newly diagnosed HIV-positive patients were reviewed by

a doctor within 2 weeks of receiving a positive result.

Method: Retrospective case note review of 100 newly diagnosed HIV patients

from 1.1.06 to 31.12.06 in a busy inner city HIV centre (>850 patient cohort

with three consultants). Information gathered included demographics, HIV risk

factors, source of referral and the time period between a positive result and

medical review.

Results: A total of 70/100 diagnoses were made during routine GUM

screening. Mean age of patients was 33 years and most were male (75/100),

with more than half (57/100) being MSM and Caucasian. 32 patients had a CD4

count <250 (mean CD4 count 360) and 12 were diagnosed with AIDS-defining

illnesses. 74% of the patients were reviewed by a doctor more than 2 weeks

after their diagnoses and three never returned for follow-up. Detailed data will

be presented at the meeting.

Discussion: In our study most patients did not have a medical review within

2 weeks. Following a positive result prompt follow-up is important to provide

adequate information, support and essential medical care to the patient. This

can sometimes be impossible due to increasing workload and staff constraint.

Our study emphasizes the importance of routine HIV testing and highlights the

problems with resources in HIV services in some parts of the UK.

P64
In Lesotho late presentation for HIV testing and a high
death rate on ARVS results in low uptake of treatment
particularly amongst hospital staff
Mutambayi Mulumba1, Jeanette Meadway2 and Elizabeth Hills1

1St James’ Hospital, Mantsonyane, Lesotho,2Medicines for Muheza, Woodford
Green, UK

Objective: In a mountain community with poor road links and no telephone or

email contact, there is little communication from outside on the benefits of

ARVS. We determined the pattern of HIV testing and use of ARVS.

Method: We collected data for those with positive HIV tests at the hospital

and its seven outlying clinics between 2nd January and 25th October 2006.

We assessed the breakdown of males, females, pregnant women and children,

the number diagnosed, when they were ill, and the number of patients started

on ARVS and their progress.

Results: ARVS were available at the hospital in September 2005 and treatment

began on 2nd January 2006. From that date until 25th October 2006, 205

people were diagnosed HIV positive. Of these 57 (29%) were males; 137

females of whom 32 were diagnosed in pregnancy; and eleven (5%) were

children, 7 age 0–5 years and 4 aged 5–15 years. 38 (19%) of positive tests

were at the time of illness, 22 diagnoses (11%) at the time of a severe or life-

threatening illness and 16 (8%) at the time of a less severe illness. Seven

patients were tested positive as a result of a government awareness campaign.

Of 67 patients beginning ARVS during this period, 11 (16%) died. Six were lost

to follow-up and only 40 (60%) were well on ARVS by October 2006. During

this period no hospital staff member started ARVS.

Conclusion/discussion: Poor uptake of HIV testing by people with early HIV

has led to one in five people dying soon after starting ARVS. This is likely to

have discouraged others who needed ARVS, particularly hospital staff who

cared for the dying patients and none of whom accessed treatment. Plans for

future education on the benefits of ARVS increasingly involve hospital staff as

well as outreach to the community.

P65
Provision of community-based HIV and STI testing for
young people in a Northern English city: initial data on
use
Lisa Power and David Greenway
Terrence Higgins Trust, UK

GUM staff in this city demonstrated greater demand for sexual health testing,

treatment and advice than could be met within existing arrangements. In

particular, high demand from students and under-25s was identified. A Locally

Enhanced Service targeting asymptomatic young people, including those in

local universities, was funded by the PCT and set up by a voluntary organization

with GUM support and links. The service ran one evening a week in an easy

access community setting. Testing, treatment and fast tracking into clinical

support was provided. In the first 3 months, 258 people attended, of whom 252

tested for one or more STIs. A further 176 were turned away, with 94 additional

phone enquiries. Of the 251 people whose details were recorded, 115 were

women and 96 men. 239 of the 249 who gave their age were between 18 and

25, the target audience for the clinic, and 234 were students. The vast majority

(232) self-described as heterosexual. 154 had had a new sexual partner in the

past 3 months and 180 had had two or more partners in the past year. Of the

119 offered an HIV test after discussion, 47.2% agreed to test. A total of 22

people tested positive for chlamydia, one for hepatitis B and one for HPV. There

were no positive results for HIV or syphilis. Three results were outstanding. Only

four people were repeat testers and 16 people attended for HIV testing only.

Eight were referred on to GUM and a further two to their GP.

Conclusion: The service was appropriately used and the hours needed

extension to meet demand. Additional services and target groups are now

planned.
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P66
HIV nurse specialist and supplementary prescribing HIV
pharmacist (N/P) led clinic: 2-year outcome data
Denise Greenhough and Rachel Vincent
Leeds Teaching Hospitals NHS Trust, Leeds, UK

Aim/objectives: To analyse CD4 counts, viral loads, attendance rates and

health prevention measures in a cohort of 57 patients.

Method: A retrospective analysis of patients’ medical notes attending the

supplementary prescribing clinic since January 2004 was carried out on 57

patients (29 male). Data was collected on CD4 counts, viral loads, hepatitis B

immunity, cervical smear screening and influenza vaccination as well as DNA

rates and reasons for medical re-referrals.

Results: A total of 70% of patients had an increase in CD4 count over the

studied period. Viral load suppression was maintained in 92% patients; in

patients who had detectable rates, adherence to treatment was examined.

There were no virological failures. DNA rate was very low, 94% patients

attended appointments four times a year as per BHIVA guidelines. All patients’

hepatitis B status was checked, 87% patients are immune. Annual syphilis

serology was checked in 96% patients, 83% women were documented to have

annual cervical smears and 70% of the total cohort was vaccinated against

influenza annually.

Conclusion/discussion: Patients reviewed at the N/P clinic have generally had

good increases in CD4 count and maintained HIV viral load suppression. Over

the last 2 years better documentation of health prevention measures has been

achieved. Two patients were referred to GUM for syphilis treatment. There were

eight referrals back to the medical clinic, two of which were due to a diagnosis

of stroke and epilepsy being made.

P67
The HIV Community Prescriber Program: an Australian
model of care
Damian Conway2, Levinia Crooks1 and Cathy Pell3

1Australasian Society for HIV Medicine, Sydney, NSW, Australia, 2Livingstone
Road Sexual Health Centre, Sydney, NSW, Australia, 3Taylor Square Private
Clinic, Sydney, NSW, Australia

Aim: To describe the development and maintenance of the HIV Community

Prescriber Program in Australia.

Method: The initial program originated in the eastern suburbs of Sydney in the

late 1980s, progressed to a state-wide program in New South Wales and is now

nationwide. It is funded by State and Commonwealth Health Departments and

has been a pivotal component of the Australian response to the HIV epidemic.

The program is administered by the Australasian Society for HIV Medicine

(ASHM) and the National HIV Clinical Subcommittee. General Practitioners

(GPs) who successfully complete intensive training and assessment are awarded

Community Prescriber status allowing them to prescribe antiretroviral therapy

(ART) to people living with HIV/AIDS (PLWHA). Community Prescribers are

highly skilled and experienced HIV practitioners who provide holistic care

including screening, diagnosis and therapy for sexually transmitted infections

(STIs).

Results: Over 200 Community Prescribers are supported by an extensive range

of continuing medical education (CME) activities and resources, including

clinical placements and mentoring. High caseload GP prescribers manage

complex issues relating to drug toxicity and resistance to ART in their own

practice and each prescriber is linked to an HIV specialist at their local hospital.

There is a close working relationship between GPs and the specialist units and

ASHM provides Primary Care Liaison Officers to foster that.

Conclusion: As well as increasing options in terms of access to therapy,

PLWHA have consistently indicated when surveyed that they prefer to receive

their ongoing HIV care in the community from their GP prescriber.

P68
Cervical screening in HIV-positive women:
a nurse-led audit
Julie Fowler, Paula Watson and NE Mackie
St Mary’s Hospital, London, UK

Aims/objectives: Both cervical cancer and the pre-invasive lesion of the cervix,

cervical intraepithelial neoplasia (CIN), are significantly more common in HIV-

positive women compared to HIV-negative women. Current national guidelines

recommend that annual cytology should be performed in all HIV-positive

women. The purpose of this audit was to assess adherence to screening

guidelines and also the prevalence of cervical pathology.

Methods: All women who had been seen between September 2005 and August

2006 inclusive and were under the age of 65 years were included.

Recommendations were audited by a retrospective clinical notes review and

use of the clinic computer databases.

Results: Five hundred and sixteen HIV-positive women were identified, for

whom 41 notes could not be located and no smears were recorded within our

centre. Thus, 475 women were eligible for analysis. Demographics will be

presented. Cytology was documented as being done within clinic or elsewhere

(e.g. at GP) in 282/475 (59%) women and a further 40 women had been offered

a smear although had not attended. Cytology was undocumented in 130/475

(27%) women. 24 women were not included in the analysis as they were

ineligible or documentation was unclear. About one-third of patients had

abnormal cytology and further data will be presented in the full abstract.

Discussion: Overall 27% of women had management not complying with

national guidelines. This audit has led to recommendations around improving

documentation and communication with GPs. A nurse-led clinic is now offering

smears and STI screens to all HIV-positive women and all new patients are

offered an appointment for this service. The high levels of cervical abnormality

reiterate the importance of screening.

P69
African HIV-positive patients: an audit of their psycho-
logical and medical needs
Radhika McCathie, Michelle Russell and Chris Bignell
Nottingham University Hospitals NHS Trust, City Hospital Campus, Nottingham,
UK

Background: Since 1999 the number of new HIV diagnoses within England and

Wales has been the highest in heterosexual African patients. Clinics are faced

with many challenges as a consequence of an increasing population of men and

women with differing cultural and genetic backgrounds and BHIVA drew

attention to this in their 2005 guidelines.

Aims and methods: The aims of the audit were to define the profile of the

African HIV-positive cohort within our clinic, to determine whether our

population matches patterns described nationally and to discover whether any

service provision changes could be implemented to improve care. We performed

a retrospective case note review of all African patients newly diagnosed with

HIV from 1st January to December 31st 2005.

Results: 45 case notes were identified for review. The mean age was 31.3 years

and 35 patients were female (77.8%). 27 patients were from either Zimbabwe

or Malawi. The mean interval between arrival in the UK and HIV test was

25.9 months although only 10 patients had a valid long-term visa. The mean

time from diagnosis to starting treatment was only 2.2 months. The pregnancy

rate was very high (13 out of 35 women). Adherence issues were also identified

with 60% of patients defaulting at least one appointment and 36% having

difficulty taking treatment. These rates were highest in those seeking asylum or

on a student visa. 78% required input from the social worker and 26% required

input from a psychotherapist.

Conclusions: The majority of African patients in this cohort do not have a

long-term visa to remain in the UK and appear to be diagnosed at the limit of

their visa. In accordance with national statistics, patients present late in their

disease process and require treatment soon after diagnosis. Increased education

and promotion of HIV testing in the community may be a strategy to improve

this situation.
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P70
Intrauterine and subdermal contraception in HIV-positive
women: a retrospective review of use
Helen Montgomery1, Kate Armitage2, Elizabeth Stephens3, Sapna Shah1, Helen

Mitchell2, Sheila Radhakrishnan1 and Margaret Johnson1

1Royal Free Hospital, London, UK, 2The Mortimer Market Centre, London, UK,
3Abacus Clinics for Contraception and Reproductive Health Care, Liverpool, UK

Background: HIV-infected women, who have access to HAART, have similar

fertility and contraceptive needs as their HIV-negative counterparts. Condom

use is advised to reduce risks of virus transmission, but the promotion and use

of additional long acting reversible contraception in HIV-positive women, may

be influenced by concerns about drug interactions and an increased

susceptibility to complications.

Aim: To retrospectively review the use of intrauterine and subdermal

contraception by a group of HIV-positive women, specifically to identify

contraceptive failures, complications and reasons for premature discontinua-

tion of the method.

Methods: Current and former users of subdermal implants (SDI), levonorgestrol

intrauterine systems (LNG-IUS) and copper bearing intrauterine devices (Cu-

IUD) were identified amongst women attending two large inner city HIV

outpatient clinics. Specific data was obtained from clinic databases and by

reviewing individual case notes.

Results: One hundred and three HIV-positive women were fitted with one or

more contraceptive devices during the study period (1/8/00 to 31/7/06).

Although the majority of users were taking HAART, 11 women (11%) had CD4

counts <200 cells/mm3 at the time of insertion of their contraceptive device.

No serious adverse events or contraceptive failures were identified. Premature

discontinuation of the method was seen in 19 (28%) LNG-IUS users, 15 (38%)

SDI users and six (86%) Cu-IUD users. Reasons for early discontinuation were

comparable with those seen in the general population.

Conclusions: HIV-infected women demonstrate safe and effective use of the

SDI, LNG-IUS and Cu-IUD, and do not appear to experience higher rates of

failures or complications when compared to their HIV-negative counterparts.

P71
How effectively is PEPSE being implemented? Audit of
post-exposure prophylaxis (PEPSE) at an inner city
genitourinary medicine department
Katrina Perez, Orla McQuillan, Caroline Thng and Ashish Sukthankar
Central Manchester and Manchester Children’s University Hospitals NHS Trust,
Manchester, UK

Background: PEPSE has become well established following guidelines from

BASHH, produced in April 2006, and the requirement by the Chief Medical

Officer for all primary care trusts to ensure provision.

Objective: To determine if BASHH guidelines for PEPSE were met at a busy

genitourinary medicine clinic.

Method: A retrospective case note review of 64 episodes of PEPSE from January

2005 to August 2006 was carried out and audited against the current BASHH

guidelines. Data such as patient demographics, indications for PEPSE, time to

initiation of PEPSE, resistance, follow-up and compliance issues were included.

Results: All prescriptions except one were within recommended indications.

Although only 46% had recorded the time between sexual exposure and PEPSE

initiation, 29/30 were within 72 h. Only 30% had documented evidence of

having completed 4 weeks of treatment. At 3 and 6 months respectively 35%

and 24% received follow-up HIV antibody tests, to date none of these are

positive. Half of source individuals had unknown HIV status, yet only one of

these returned for testing. Where the source was positive and on treatment no

mention of resistance profile was made in 74%. Almost a third of cases

involved assault.

Discussion: With universal access PEPSE management needs to be as optimal

as possible. Protocols must reflect local incidence rates in high risk groups,

increasing rates of resistance in primary and chronic HIV and factors enhancing

transmission such as assault, viral load and concurrent STIs. Compliance and

follow-up strategies must remain a priority along with an emphasis on testing

source individuals.

Large

P72
Diagnosis of non-cirrhotic portal hypertension in patients
with chronic HIV infection: an emerging problem?
Lucy Garvey1, Emma Thomson2, Graham Cooke1, Rob Goldin1 and Janice Main2

1St Mary’s Hospital, London, UK, 2Imperial College, London, UK

Introduction: Non-cirrhotic portal hypertension (NCPH) occurs with raised

portal vein pressure in the absence of cirrhosis on histological examination of

the liver. NCPH is not currently known to be associated with HIV infection or

antiretrovirals. We report a series of six cases of NCPH and HIV infection

diagnosed at this London centre between 2004 and 2006.

Method: Retrospective case note review.

Results: Six patients with HIV infection were found to have NCPH. Reasons for

investigating the portal system included deranged liver function tests, bilateral

leg swelling and haematemesis. 5/6 patients had oesophageal varices. All

patients had splenomegaly. Three patients developed severe variceal bleeding,

and one man died from this cause. Liver biopsy showed nodular regenerative

hyperplasia or features of venous outflow obstruction in five cases, and was

normal in one case. 4/6 patients had an abnormal thrombophilia screen. 5/6

patients had been diagnosed with HIV over 10 years previously and 4/6 were

from Uganda. 5/6 patients had taken didanosine for at least 2 years (range 24–

90 months, median 58 months).

Conclusion: NCPH is emerging as an important cause of liver disease in

patients with HIV infection. Management can be challenging, particularly for

patients with varices that require anti-coagulation for pro-thrombotic

tendency. The mechanism of portal vein damage is not yet clear. Possibilities

include vaso-occlusive damage due to a pro-thrombotic state, mitochondrial

damage from nucleoside reverse transcriptase inhibitor medication, or HIV

infection itself. Larger studies will be needed to investigate this further.

P73
HIV-associated renal disease: experience of a
specialist clinic
Clare L. N. Davies1, Andrew M. Hall2, Ian G. Williams3, Simon G. Edwards1 and

John O. Connolly2

1The Mortimer Market Centre, Camden PCT, London, UK, 2Department of
Nephrology, Royal Free and University College Medical School, London, UK,
3Centre for Sexual Health and HIV Research, Royal Free and University College
London Hospital, London, UK

Background: Renal disease is increasingly recognized in patients with HIV. In

our cohort of 3118 patients, 3% have an estimated GFR (eGFR) less than 60

(CKD stage 3 or less) and as many as 26% are at risk of progressive renal

disease (eGFR <90). In response to clinical need we established a specialist

renal/HIV clinic in January 2006.

Aims: To describe the clinical presentation and spectrum of renal disease in HIV-

infected patients referred to a specialist renal/HIV clinic over a one-year period.

Methods: All referrals (January ‘06–‘07) to the specialist renal/HIV clinic

included. Data was collected on markers of HIV disease, ART history, indication

for referral, renal investigations, final diagnosis and outcome.

Results: 76 patients (2.4% of cohort) were referred. Male: 67/76 (88%), White

ethnicity: 52/76 (68%), Black African/Caribbean: 17/76 (22%). Mean age:

45.7 years. On HAART: 68/76 (89%) of whom 61/68 (90%) had VL <50 copies/

mL. 8/76 (11%) were HAART naı̈ve. Indications for referral: 53/76 (70%)

proteinuria, 30/76 (39%) elevated creatinine, 11/76 (14%) electrolyte

abnormalities. Of these 17/76 (22%) were referred for renal biopsy. The major

diagnostic categories: drug toxicity 24/76 (28%), glomerular disease 15/76

(20%), diabetic or hypertensive renal disease 9/76 (12%) or transient reversible

elevation in creatinine 11/76 (14%).

Conclusion: A broad spectrum of renal disease was seen ranging from direct

effects of HIV infection on the kidney to drug related nephrotoxicity. The

common development of the metabolic syndrome and an aging population

increases the risk of renal complications. HIV professionals need to be aware of

this risk and establish effective screening and treatment strategies.
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P74
Surgical alternatives in the management of
HIV-associated lipohypertrophy
Angelica Kavouni, Lucian Ion, Ravi Jandhyala, Sharon Brown and Simon Barton
Chelsea and Westminster Hospital, London, UK

Aim: Switch studies have shown modest improvement of body shape changes

due to HAART lipodystrophy. Patients may present with aesthetic, functional

and psychosocial issues related to the morphological alterations. Corrective

surgery is increasingly used to complement medical interventions. We present

our experience with the surgical management of HIV-associated lipohyper-

trophy and in particular with the use of ultrasonic assisted liposuction (UAL).

Methods: Retrospective review of patients presenting to the senior plastic

surgeon with symptomatic hypertrophic fat pads attributable to HIV infection

and treatment.

Results: Eighty-five patients with central lipohypertrophy presented for evaluation

between January 1, 2004 and August 31, 2006. Twenty-four patients showed a

degree of facial lipoatrophy. The hypertrophic fat pads appear in occipital,

dorsocervical, infrascapular, abdominal and breast areas as well as in the submental,

lateral neck and preparotid areas. Common presenting problems include disfigure-

ment, depression and isolation, limited range of motion, neck and back discomfort

and difficulty with sleep. Eighty patients underwent ultrasonic liposuction, 12

patients had open lipectomy, one had a facelift, three had autologous fat transfer and

21 had polylactic acid injections. There were twohaematomas andtwo seromas. 40%

of patients had multiple procedures and revisions.

Conclusions: Ultrasonic assisted liposuction is a safe and effective treatment

modality in the majority of patients with lipohypertrophy. Multiple sessions

may be necessary to achieve satisfactory results because of the tenacity of the

lipohypertrophy tissue and possible gradual recurrence.

P75
Poly-L-lactic acid therapy outcomes in HIV-associated
facial lipoatrophy
Angelica Kavouni, Sharon Sharon, Jose Catalan and Simon Barton
1Chelsea and Westminster Hospital, London, UK, 2CNWL Mental Health NHS
Trust, London, UK

Aim: Poly-L-lactic acid (PLLA) injections were safe and beneficial for the

correction of HIV-associated facial lipoatrophy in a randomized study of 30

patients. However the incidence of nodule formation (31%) was high at 18-

month follow up and as many as 52% of patients did not achieve resolution of

their facial disfigurement.

Methods: The initial treatment protocol was modified substantially. Key

changes affect product dilution, product volume per session, number of

sessions, time between sessions, facial areas treated and plane of injection. The

presence of lipoatrophy was assessed using the Chelsea and Westminster scale.

Assessments included photographs, the Hospital Anxiety and Depression Scale

and the Appearance Satisfaction Questionnaire.

Results: Retrospective analysis of 411 patients that were treated over a three-

year period with a minimum three-month follow-up shows a 2.9% incidence of

injection-site nodules. Additional treatment was necessary in 10% of patients.

Patient anxiety and depression scores and appearance satisfaction scores

improved significantly with treatment.

Conclusions: The modified PLLA treatment protocol reduces the incidence of

nodularity and the need for further treatment interventions. The improvement on

anxiety, depression and appearance satisfaction was significant. The severity of

lipoatrophy, the presence of facial lipohypertrophy, previous facial interventions

and female sex are identified as factors affecting treatment planning.

P76
Rheumatic manifestations of human immunodeficiency
virus (HIV) infection among a British cohort
Edwina Lawson1, Emma Wall1, Nicky Perry1, Duncan Churchill1, Gill Dean1, Daniel

Richardson1, Yvonne Gilleece1, Martin Fisher1 and Karen Walker-Bone2

1Department of Genitourinary Medicine, Royal Sussex County Hospital,
Brighton, UK, 2Department of Rheumatology, Brighton and Sussex Medical
School, Brighton, UK

Aim/objective: Rheumatic manifestations of HIV infection were first described

in 1987 (psoriatic and seronegative spondyloarthropathy). Since the advent of

highly active anti-retroviral therapy (HAART), it has been suggested that other

rheumatic diseases may be associated via the phenomenon of immune

reconstitution. We set out to explore the occurrence of rheumatic symptoms

and signs among a large cohort of patients with HIV infection in the UK.

Methods: From a cohort of 1400 HIV-positive adults, all patients with

musculoskeletal symptoms or signs were referred to a specialist clinic, run by

one rheumatologist with an interest in HIV infection. Clinical presentation and

laboratory investigations were used to classify syndromes.

Results: In total, 84 of the cohort have been assessed in the rheumatology

clinic (estimated annual incidence of rheumatic symptoms 3% per annum). The

mean age of patients with rheumatic symptoms was 46.3 years and 71 (85%)

were male. Mean disease duration was 9.8 years. Most (88%) were currently

using antiretroviral drugs and only five had never been treated with

antiretrovirals. The most common diagnosis was arthralgia, in nine patients

(11%). One of these patients may have had the ‘painful articular syndrome’.

Mechanical and soft tissue problems were common, especially in association

with lipoatrophy. An unexpectedly high rate of autoimmune rheumatic disease

(rheumatoid arthritis and connective tissue disease) was observed (7%).

Conclusion/discussion: Rheumatic symptoms are common among HIV-positive

patients, particularly arthralgia. However, an unexpectedly high prevalence of

connective tissue diseases is seen. Further research is required into the effects

of HAART on immune reconstitution syndromes.

P77
Low incidence of tenofovir-associated renal toxicity in
patients receiving NNRTI-based HAART
Rachel Caswell1, Lucy Campbell2, Philippa Easterbrook2, Bruce Hendry2 and

Frank Post2

1King’s College Hospital, London, UK, 2King’s College London, London, UK

Introduction: Tenofovir (TDF)-associated renal toxicity (TRT) has been reported

in up to 2% of patients exposed to TDF/PI-containing HAART. It is unclear

whether patients receiving TDF as part of NNRTI-containing HAART are at risk

of TRT.

Methods: We studied the incidence of TRT in a cohort of HIV+ patients who

received TDF as part of NNRTI-containing HAART up to 12/2005. All patients

who discontinued TDF, and those with nadir eGFR <60 ml/min or grade ‡2

hypophosphataemia (P < 0.64 mmol/l) were reviewed.

Results: During the study period, 264 patients (female 29%, Black 51%, IVDU

5%, ART-naı̈ve 38%) were exposed to TDF/NNRTI for a median of 12.7 months.

Six patients experienced renal injury while receiving TDF; renal function

normalized in three patients who continued TDF, two patients had chronic renal

failure prior to starting TDF, and one patient (0.4%) stopped TDF because of

renal concern. This single patient with possible TRT had hypertension and

normal renal function (median GFR 95 ml/min) at baseline, and developed

acute renal failure (nadir GFR 45 ml/min) with fever, diarrhoea, vomiting and

hypotension (without hypophosphataemia) 9 months after commencing TDF,

ddI and efavirenz. Renal function remained impaired while the patient

remained on TDF (median GFR 61 ml/min) and after discontinuation of TDF

(median GFR 51 ml/min). The observed incidence of TRT was 0.3/100 person

years.

Conclusion: In patients who receive TDF as part of NNRTI-based HAART,

tenofovir-induced renal toxicity is uncommon. Intensive monitoring of kidney

function during the first 12 months of TDF therapy, as recommended by the

manufacturer, is likely to be of little benefit to patients who receive TDF as part

of NNRTI-containing HAART.

P78
Prevalence of HLA-B*5701 and use of abacavir (ABC) in
an ethnically diverse HIV clinic cohort, in a UK clinic
Anura Piyadigamage, Sandra Herman and George Kinghorn
Sheffield Teaching Hospitals NHS Foundation Trust, Sheffield, UK

Aims: A previous UK study of HLA-B*5701, predominantly in males, has

reported 8% prevalence of HLA-B*5701, and 11% in Caucasians. We studied

the prevalence of HLA-B*5701 in a mixed ethnic HIV cohort attending a

provincial HIV clinic.

Methods: Consecutive patients giving informed consent had blood samples

taken and tested. Details of their subsequent use of ABC and occurrence of

drug-related hypersensitivity reactions (HSR) data were collected.

Results: A total of 198 individuals, 130 males (66%), 68 females (34%), was

tested. The cohort consisted of 112 White Caucasians (57%), 76 Black Africans

(38%), and 10 from other ethnic groups. Overall 12 were tested positive for

HLA-B*5701, a prevalence of 6.0%. All the positives were from White

Caucasians where the prevalence was 10.7%. 45/186 who were HLA-B*5701-

negative were either initiated or switched to ABC and only one developed HSR.

Conclusions: The carriage rate of HLA-B*5701 in Caucasians of our study

population is similar to previously reported data. However no positive tests

were found in non-Caucasians. This is one of the first studies of HLA-B*5701

carriage data from outside the London clinics in an ethnically diverse HIV

cohort.
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P79
Cross-sectional study of metabolic syndrome in an
ethnically diverse HIV cohort: what is the role of HAART?
Ali Elgalib1, Michael Aboud1, Laura Pomeroy1, Ranjababu Kulasegaram1, Alistair

Duncan1, Anthony Wierzbicki1, Nick Larbalestier1, Fiona Lampe2, George

Panayiotakopoulos3, Elias Skopelitis3, Alice Sharp1, Caroline Dimian4 and Barry

Peters1

1HIV Unit, Guy’s and St Thomas’ Hospitals NHS Foundation Trust, London, UK,
2Department of Population Sciences, Royal Free site of UCL, London, UK,
3Academic Unit of HIV and STDs, St Thomas’ site of King’s College London,
London, UK, 4Department of GUM, Beckenham Hospital, Beckenham, Kent, UK,
5Guy’s Kings and St Thomas’ School of Medicine, King’s College London, Guy’s
Hospital Campus, London, UK

Objective: Metabolic syndrome (MS) is associated with the development of

type 2 diabetes and cardiovascular disease. Wide differences in prevalence have

been reported (17–45%) among HIV cohorts. Our aim was to assess the

prevalence and specific features of MS in our HIV cohort.

Methods: Cross-sectional cohort study of patients attending two HIV referral

centres. Patients were randomly selected. Prospective observations were

collected, included demographics (including ethnicity), disease stage, HAART

and prevalence of MS defined according to the National Cholesterol Education

Program-Adult Treatment Panel III (NCEP-ATP III) criteria. Data was analysed on

Excel Spreadsheet and P value was obtained using the Mann–Whitney/

Wilcoxon two-sample test.

Results: 895 subjects were examined. Median age 40 years (19–77), 74.5%

male, 50.9% Caucasian, 33.5% African. The prevalence of MS was 13.7%.

Associations of significance were: MS versus non-MS, median age 44 years

(26–75) versus 39 years (19–77) (P < 0.0001), mean 10-year cardiovascular

risk (CVR) ± SD 6.5 (6.2) versus 5.0 (5.4) (P = 0.0129), mean BMI ± SD 28.8

(5.6) versus 24.7 (4.7) (P < 0.0001). The use of HAART, protease inhibitors (PIs),

the presence of symptomatic disease or AIDS and ethnicity were not

significantly associated with MS.

Conclusions: Our key finding was that there was no significant correlation

between prevalence of MS and being on HAART or PIs, at the time of the

assessment. Awareness of HIV/HAART metabolic complications and their early

management might partly explain this. Patients with MS were more likely to be

male, older, and with a higher 10-year CVR. In our mixed ethnicity HIV cohort,

prevalence of MS was similar to that of the general population for this age

group.

P80
A study of the use of blood glucose monitoring and oral
glucose tolerance tests in the routine follow up of
outpatients with HIV infection
Amelia Hughes, John Quin and Duncan Churchill
Royal Sussex County Hospital, Brighton, UK

Aim: To identify the extent of undiagnosed impaired glucose tolerance (IGT)

and diabetes mellitus (DM) in our HIV cohort.

Method: Retrospective review of all plasma glucose and oral glucose tolerance

test (OGTT) results from 01/1998 to 11/2006. Each patient was categorized into

one of three groups by highest random plasma glucose (RPG) using WHO

criteria: £7.8 mmol/l, >7.8–<11.1 mmol/l and ‡11.1 mmol/l. Each OGTT was

analysed by fasting plasma glucose (FPG) and end result.

Results: Of 1776 patients, 168 (9%) had a RPG between >7.8–<11.1 mmol/l

and 58 (3%) had a RPG ‡11.1 mmol/l. OGTT was performed in 62 patients; 19%

had DM and 24% IGT. Of patients with IGT, 67% had a normal FPG, mean

4.6 mmol/l (range 3.7–5.8 mmol/l). The prevalence of IGT was not statistically

associated with highest RPG. 48% (13/27) of OGTT in patients with highest RPG

>7.8–<11.1 mmol/l were abnormal.

Conclusion: Fasting plasma glucose is insensitive in diagnosing IGT. Our data

suggest that it is worthwhile proceeding to OGTT in patients with a RPG

>7.8 mmol/l. With this approach, the number needed to test with OGTT to find

one patient with IGT or DM is 3 (95% CI 1.7–8.1).

P81
The incidence of suspected abacavir hypersensitivity
reactions (ABC-HSR) since the introduction of routine
HLA-B5701 testing in a large urban HIV centre
Jessica Daniel, Brett Marett, Christopher Collister, Nicola Mackie, Simon Portsmouth

and Alan Smith
St Mary’s Hospital, London, UK

Aim: Many units have introduced routine HLA-B5701 testing prior to

commencing abacavir. We aim to investigate rates of suspected ABC-HSR in

patients starting or switching to an abacavir containing regimen, since the

introduction of routine HLA-B5701 testing in our clinic.

Methods: We performed a retrospective case note review of patients with

suspected ABC-HSR between April and December 2006.

Results: During the 9-month period, 646 HLA-B5701 tests were performed, of

which 600 (93%) patients were negative and 46 (7%) were positive. Of the 214

HLA-B5701-negative patients who commenced abacavir based regimens, four

(1.9%) presented with features typical of an ABC-HSR. The average time to

developing symptoms of suspected HSR was 11 days (range 6–13 days). Other

investigations were performed and two patients required a hospital admission.

ABC-HSR was excluded in one individual, but in the remaining three cases no

alternative diagnosis could be made, so the abacavir was discontinued. These

three patients were all confirmed HLA-B5701-negative on repeat testing.

Overall, three patients were Caucasian and one was of Black Zambian origin.

three were treatment-experienced and one was naı̈ve to therapy. The mean

CD4 count at the time of starting abacavir was 278 cells. One patient had an

undetectable viral load (VL), but the other three patients had a mean VL of

37,012.

Discussion: Since the introduction of HLA-B5701 testing the rate of suspected

ABC-HSR in our clinic has been low (1.9%). This is in contrast to reports of no

ABC-HSRs since the introduction of routine HLA-B5701 testing in other clinics.

However 50% of our patients with suspected ABC-HSR required hospital

admission and three patients discontinued abacavir. A high degree of clinical

vigilance is still required.

P82
Abacavir hypersensitivity and HLA-B*5701 screening:
experience in an inner city cohort
David Gallagher1, Richard Hagan2, Catriona Boyle1, Jack Lambert1 and Gerard

Sheehan1

1Mater Misericordiae University Hospital, Dublin, Ireland, 2Irish Blood
Transfusion Service, Dublin, Ireland

Aims/objectives: The development of abacavir hypersensitivity in HIV-positive

patients is strongly associated with the presence of the HLA-B*5701 subtype.

The following is the experience of an inner city hospital with abacavir use, HLA

typing and abacavir hypersensitivity in patients followed over a 17-month

period.

Methods: HLA subtypes and ethnic backgrounds of HIV-positive patients were

recorded on patients evaluated between August 2005 and December 2006.

Previous use of abacavir in patients was recorded. All cases of abacavir

hypersensitivity during this period are described briefly below.

Results: A total of 166 HIV-positive patients had a serum sample sent for HLA.

Eighteen individuals were found B*57-positive and 12 (7.2%) B*5701-positive.

Based on ethnic background, 11 (13.4%) of 82 Caucasian Irish patients, one

(50%) of two Caucasian Eastern European, 0 (0%) of 80 Black sub-Saharan

African, and 0 (0%) of ethnic Chinese patients were HLA-B*5701-positive. 39

(23.5%) of all patients tested received abacavir at any stage in their treatment.

Two of our patients who were in receipt of abacavir were HLA-B*5701-positive

(tested retrospectively), of whom one developed hypersensitivity (fevers, rash,

raised liver function tests, abdominal pain) 3 weeks into abacavir therapy. The

other has tolerated abacavir without side effects.

Conclusions: HLA-B*5701 is more common (13.4%) in our Caucasian Irish

patients and HLA-typing has a role in guiding who should be initiated on

abacavir treatment with the aim of avoiding adverse drug reactions. Its role in

other populations (Black African) is less well defined.
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P83
Are disulfiram-like reactions associated with abacavir
containing antiretroviral regimens in clinical practice?
Tristan J Barber1, Brett Marett2, Sean Waldron2, Simon Portsmouth2, Nicola E

Mackie2, Rosy Weston2 and Alan Winston1

1Imperial College, London, UK,2St Mary’s Hospital, London, UK

Aim/objective: Abacavir (ABC) is metabolized primarily by two enymes –

alcohol dehydrogenase (AD) and gluconyl transferase. Under normal conditions,

alcohol is hepatically cleared via AD to acetaldehyde, and subsequently by

acetaldehyde dehydrogenase (ACD). Disulfiram acts as an ACD blocker. ABC

may act as an inhibitor of AD, which raises the possibility of disulfiram-like

reactions or reduced alcohol tolerance occurring with ABC therapy. To date,

these reactions have not been described. We aimed to establish if disulfiram-

like reactions or reduced alcohol tolerance were observed in clinical practice in

patients commencing ABC.

Methods: We assessed all patients who commenced an ABC containing

antiretroviral regimen from March to December 2006. Alcohol intolerance/

toxicity was either directly reported by patients or by physician questioning. In

cases where alcohol intolerance was suspected case note review was

undertaken.

Results: Of 173 subjects commencing ABC during this period three cases

(1.73%) described an alcohol intolerance reaction. Of these cases, the only

change in treatment was a switch of one nucleoside analogue to ABC in an

otherwise stable antiretroviral regimen. 2/3 were confirmed HLA-B5701-

negative (one awaited). In one case a severe disulfiram-like reaction (nausea,

facial flushing and tachycardia) developed whilst in two cases severe alcohol

intolerance was reported. All cases remain on abacavir.

Conclusion/discussion: We report three cases of reduced alcohol tolerance/

acute alcohol toxicity following ABC administration. It has been reported that

alcohol may increase ABC levels but not the converse. Patients should be

warned about this possible reaction and physicians remain vigilant.

P84
Polymorphisms at position 245 of HIV reverse
transcriptase do not accurately predict the
presence of HLA-B*5701
Laura Waters1, N Mackie2, A Pozniak1 and A Winston2

1St Stephen’s AIDS Trust, Chelsea and Westminster Hospital, London, UK,
2Department of GU/HIV, St Mary’s Hospital, London, UK

Objectives: Prospective HLA-B*5701 screening reduces abacavir hypersensi-

tivity (ABC HSR) incidence. Detection of a polymorphism at position 245 of

reverse transcriptase has been proposed as an alternative to estimate ABC HSR

risk. We investigated the prevalence of 245 polymorphisms and the correlation

with HLA-B*5701.

Methods: We reviewed the full genotypic sequence of all HLA-B*5701-positive

(B*5701+) subjects and a random selection of HLA-B*5701-negative individuals

from two centres. Patients were divided as 245 wild type or 245 polymorphism

[non-valine (NV)]. 245NV was assessed as a marker for HLA-B*5701 using

sensitivity, specificity, negative and positive predictive values (NPV and PPV).

McNemar’s chi-squared test was used to quantify the association between

245NV and HLA-B*5701. 245NV prevalence was compared in subtype B and

non-B virus. Confidence intervals are presented in the full abstract.

Results: A total of 117 genotypes were analysed, 53 HLA-B*5701 positive. 37/

64 (57.8%) B*5701- samples had a polymorphism at 245 compared with 49/54

(90.7%) B*5701+ yielding a sensitivity, specificity, NPV and PPV of 92.5%,

42.2%, 87.1% and 57.9% respectively for 245NV as a marker of the presence of

B*5701. 245NV was more frequent in the 34 non-B samples (85.3% versus

68.7%; P <0.001). 14/14 non-B samples with B*5701+ were 245NV compared

with 15/20 B*5701- (P < 0.001) yielding a sensitivity, specificity, NPV and PPV

of 100%, 25%, 100% and 48.3% for 245NV as a marker of the presence of

B*5701.

Conclusion: The presence of a 245 polymorphism provided reasonable NPV but

low PPV as a marker of HLA-B*5701. Wild type 245V may exclude B*5701 in

non-B virus but numbers were too small to draw a conclusion in this subgroup.

P85
Diagnostic outcomes of bone marrow investigations in
patients with HIV in a single referral centre over a
10-year period
Kavita Amarasinghe1, Hema Sharma2, Girish Ravindranathan1,

Mark Wansbrough-Jones2 and Satyajit Sahu1

1Department of Haematology, St George’s Hospital, London, UK, 2Centre for
Infection, St George’s Hospital, London, UK

Aims: To evaluate the diagnostic yield of bone marrow sampling in patients

with HIV infection, presenting with pyrexia of unknown origin (PUO),

cytopenias or unexplained lymphadenopathy.

Methods: We identified patients with HIV infection and PUO, cytopenias

(anaemia, neutropenia, thrombocytopenia), or unexplained lymphadenopathy,

who had undergone bone marrow sampling between 1995 and 2005. The

diagnoses of bone marrow samples were analysed using computer pathology

records.

Results: Data from 91 patients was reviewed. In total, 25 samples were

diagnostic (27%). In patients with PUO (33), the diagnoses were mycobacterial

(7), E. coli (1) and histoplasmosis (1). In patients with cytopenias (36) positive

samples were mycobacterial infection (3), myelodysplasia (4), lymphoma (2),

myelofibrosis (1), immune thrombocytopenic purpura (2) and red cell aplasia

(1). In those with lymphadenopathy (22), diagnoses were Burkitt’s lymphoma

(1) and diffuse large B-cell lymphoma (2). In six of the 25 positive cases, the

diagnosis had also been made by another investigative modality.

Conclusion: Bone marrow sampling in patients with HIV has diagnostic value

in those with PUO, as well as in combination with either cytopenia or

lymphadenopathy.

P85a
Efficacy and safety of tenofovir DF (TDF)-containing
versus thymidine analogue-containing regimens in
antiretroviral-naı̈ve HIV-1-infected women
M Fisher1, A deRuiter2, SS Chen3, AK Cheng3 and J Enejosa3

1Brighton General Hospital, Brighton, UK; 2Guys and St Thomas’ NHS
Foundation Trust, London, UK; 3Gilead Sciences, Foster City, CA, USA

Aim/objective: Few studies have evaluated the safety and efficacy of

antiretroviral (ARV) therapy in HIV-1-infected women. We analysed the

outcomes in ARV-naı̈ve women who enrolled in two Phase III, randomized

clinical trials.

Methods: We evaluated the 96-week safety and efficacy of a TDF-containing

versus a thymidine analogue-containing regimen (Control) among antiretrovir-

al-naı̈ve women who participated in studies 903 and 934 that enrolled 26%

and 13% women, respectively. These studies compared TDF versus d4T or AZT in

combination with efavirenz and 3TC or FTC.

Results: Baseline (BL) demographics were similar between treatment arms in

either study. 222 (TDF: n ¼ 113; Control n ¼ 109) women were enrolled. BL

characteristics: TDF-43% White, median age 34, HIV-1 RNA 4.76 log10 copies/

mL, CD4 265 cells/mm3; Control- 50% White, median age 32, HIV-1 RNA 4.79

log10 copies/mL, CD4 262. 7% in TDF arm versus 14% in Control arm

discontinued study regimen by week 96 due to adverse events. No patient

discontinued due to renal adverse events. At week 96, 62% of patients in

either arm achieved HIV RNA < 400 copies/mL. Similar increases in CD4

counts were seen through 96 weeks (TDF: 283, Control: 289). Patients on TDF

had significantly lower elevations in fasting total cholesterol, LDL and

triglycerides and higher limb fat versus Control. Estimated GFR by Cockcroft-

Gault was similar between arms and remained unchanged through 96 weeks.

Conclusion/discussion: Both TDF- and thymidine analogue-containing regi-

mens demonstrated similar efficacy in antiretroviral-naı̈ve women through

96 weeks. Women in the TDF arm had significantly higher limb fat and

significantly lower elevations in fasting cholesterol, LDL and triglycerides at

week 96. Renal function was similar between arms and minimally changed

through 96 weeks.
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P86
A cohort study of the prevalence and management of
cardiovascular disease (CVD) risk in unselected
HIV-infected outpatients
Collins Iwuji, Emma Hull, Iain Reeves, Duncan Churchill and Martin Fisher
Royal Sussex County Hospital, Brighton, UK

Aims: To assess the proportion of HIV-infected individuals with significant CVD

risk, and ascertain to what extent risk modification was optimized.

Methods: Data on CVD risk factors were collected from 100 consecutive HIV-

positive patients attending a UK clinic. The Joint British Society (JBS2) CVD risk

prediction chart was used to calculate CVD risk over 10 years. In those not

already on therapy to lower CVD risk, risk over 10 years was calculated using

the patient’s real age as well as their age projected to 49 if less than 50 years.

Results: Of the total group, median age was 42 years (range 20–71); 89%

were male, 85% Caucasian. 7/100 had established CVD and were on therapy;

another 12 were already on CVD risk modification therapy. Of the remaining 81,

10 were identified as requiring CVD risk modification therapy who were

currently not; seven had CVD risk >20% in next 10 years; two had total

cholesterol:HDL ratio >6; and one had untreated hypertension. Of the 19

already on CVD risk modification therapy, 13 were on lipid lowering therapy, of

whom four met their cholesterol target; 10 were on anti-hypertensive

medication of whom seven met their blood pressure target. 10/19 had

documented general lifestyle advice; 16 were current smokers of whom 10 had

smoking cessation advice documented. The proportion with CVD risk of >20%

over 10 years increased from 4% to 9% using the JBS2 age adjustment.

Discussion: In this unselected cohort, 29% either had or were at high risk of

developing CVD in the next 10 years, of whom only 10% were managed

optimally. Clinical management of patients with HIV infection needs to

integrate CVD risk calculation and ensure appropriate pathways for risk

modification.

P87
Osteoporosis and hypogonadism in a UK cohort of
HIV-infected men
Simon Shaw, Martin Fisher, Karen Walker-Bone and Yvonne Gilleece
Brighton and Sussex University Hospitals NHS Trust, Brighton, East Sussex, UK

Aims: HIV infection has been reported to be associated with low bone mineral

density (BMD), but there is no data available from a UK population. To

investigate the prevalence of osteoporosis and osteopenia in HIV-infected men

and whether reduced BMD is associated with hypogonadism.

Methods: Subjects were HIV+ males who had dual energy x-ray absorptio-

metry (DEXA) within the last 5 years. Scans were performed either due to

clinical concerns of reduced BMD or to assess body fat distribution within a

clinical trial setting. Patients with plasma testosterone levels below the normal

reference ranges were defined as hypogonadal.

Results: 7/21 (33%) of subjects clinically suspected of osteoporosis were

osteoporotic; all seven were hypogonadal (P £ 0.025). Overall 9/41 subjects

(21%) were osteoporotic, eight (89%) were hypogonadal (P £ 0.001).

Normal BMD Osteopenia Osteoporosis

Number 19 13 9
Age (years) 45.9 46.7 49.7
Mean CD4 564.4 440.6 393.9
On ARV at scan 19 13 9
Low BMD suspected 4 10 7
Low BMD not suspected 9 4 2
Hypogonadal 1 6 6

Conclusions: Osteoporosis/osteopenia is frequently seen in this UK cohort and

is associated with hypogonadism. Hypogonadal HIV+ patients should undergo

DEXA scanning. Routine screening of all HIV patients for hypogonadism should

be performed.

P88
Benefit of pancreatic supplementation in treatment of
HIV-positive patients with presumed exocrine pancreatic
insufficiency
Nathan Billing, David Asboe, Brian Gazzard, Huw Price, Ruvandhi Nathavitharana

and Joel Myers
Directorate of HIV/GUM, Chelsea and Westminster Hospital, London, UK

Aims: To investigate use of pancreatic supplements (PS) in HIV patients with

presumed exocrine pancreatic insufficiency.

Methods: Retrospective case note review of 23 patients identified as having

been prescribed PS in past 3 years.

Results: A total of 23 sets of notes comprising one female and 22 male

patients with a mean age of 43 years and average BMI of 22.1 kg/m2 were

reviewed. 61% of patients had previous exposure to a protease inhibitor, 65%

exposure to didanosine (mean duration 3.6 years) and 73% exposure to

stavudine (mean duration 3.5 years). Patients had been symptomatic for

median 8.6 months before starting PS. Exocrine pancreatic insufficiency was

assessed using tests for faecal fat (11/23) and/or faecal elastase (3/23). Faecal

fat results were only reported in 6/11, as no samples were received for 5/11,

and were high (3 day mean >18 mmol/day) in 6/6. Faecal elastase was low

(<200 lg/g) in 1/3. In patients prescribed PS, improvements were reported in

steatorrhoea (50%), diarrhoea (42.9%), abdominal pain and bloating (35.7%).

Only 43% were referred for dietary advice prior to commencing PS treatment.

Overall 70% of patients taking PS thought it was beneficial.

Conclusion: Although the majority of patients prescribed PS reported

symptomatic improvement, there is little standardization in both the

investigation and dietary management of HIV patients with suspected exocrine

pancreatic insufficiency. We will present a management guideline for this

group of patients.

P89
Prevalence of sodium and potassium disorders and their
clinical association in hospitalized HIV-positive patients
Abhishek Mathur and DC Kumawat
RNT Medical College and MBG Hospital, Udaipur, Rajasthan, India

Aims: This study was carried out on 66 hospitalized HIV-positive patients to

determine the prevalence of serum sodium and potassium disorders and to

ascertain their clinical association.

Methods: A total of 66 patients whose informed consent had been taken after

pre-test counselling, were included in the study. All diagnostic criteria were

defined prospectively. Clinical evaluation of the patient was noted on a

prepared Performa. Qualitative data were analysed with the help of the chi-

squared test. The null-hypothesis was rejected at P <0.05 in all cases.

Results: The study showed that hyponatremia was the most common

electrolyte disorder in hospitalized HIV-positive patients. Clinical manifesta-

tions are most frequent with hyponatremia and fatality is also more in such

patients. The mean duration of hospitalization for all hyponatremic patients

was the maximum among all subgroups. There was also a statistically

significant association between hyponatremia and higher prevalence of

neuromuscular manifestations.

Conclusions: This study concluded that HIV patients should be monitored for

electrolyte imbalance as this can reduce morbidity and immediate fatality.

Sodium and potassium disorders are very frequent in hospitalized HIV-positive

patients and these should be actively monitored. These electrolyte disorders of

multifactorial origin are often associated with body fluid status disorders and

both these factors are independently associated with a longer duration of

hospitalization. These electrolyte disorders are also associated with morbidity in

such patients, and predict a more immediately poor outcome.
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P90
Comparison of the International HIV Dementia Scale and
the HIV Dementia Scale as a screening tool for cognitive
impairment in HIV
Kimberley Forbes, Fiona Hitchman and Simon Rackstraw
Mildmay Hospital, London, UK

Aim: HIV infection frequently affects populations for whom English is not the

spoken language or who are not literate in English. The International HIV

Dementia Scale (IHDS) may be a more useful tool than the HIV dementia scale

(HDS) when screening for cognitive impairment in these groups as it reduces

the verbal language bias.

Methods: Patients discharged from a rehabilitation unit between 1/9/06 and

1/11/06 were identified and the notes were reviewed. For screening the cut-off

for the IHDS was £10 and the HDS £ 7.5.

Results: Notes of 35 patients were reviewed. On admission 20 patients scored

£10 on the IHDS and 24 scored £7.5 on the HDS, mean age 43 and 44 years

respectively. 14 were African, 18 White UK and one SE Asian.

Total
No. of patients
IHDS £ 10

No. of patients
HDS £ 7.5

African (n = 14) 10 (71%) 13 (93%)
White UK (n = 18) 9 (50%) 10 (56%)
Psychiatric illness (n = 21) 13 (62%) 14 (67%)
English first language (n = 20) 9 (45%) 10 (50%)
HIVE (n = 9) 7 (78%) 9 (100%)
PML (n = 4) 3 (75%) 4 (100%)

Conclusion: African patients and those with HIVE and PML were more likely to

score poorly on the HDS compared to the IHDS. We recommend using the IHDS

to screen for cognitive decline in all patients particularly those where there

may be language bias.

P91
Connective tissue disease, HIV and antiretroviral therapy:
a complex relationship?
Emma Wall, Duncan Churchill, Edwina Lawson, Martin Fisher, Yvonne Gilleece and

Karen Walker-Bone
Royal Sussex County Hospital, Brighton, UK

Aim/objective: To explore the effect of ART on complex connective tissue

syndromes.

Methods: Patients with HIV reporting musculoskeletal symptoms were

assessed in a specialist rheumatology HIV clinic.

Results: Of a cohort of 1353 patients (87.1% male), mean age 43.1 years

(range 16–84 years, mean time since diagnosis 7.1 ears), 84 reported

rheumatological symptoms. Six patients presented with symptoms, signs and

serology results that fulfilled classification criteria for connective tissue

diseases. In case 1, rheumatological symptoms improved with ART; in case 2,

symptoms developed shortly after starting ART, and in the remainder, symptoms

started after >2 years of ART.

Case Age/sex CD4 Time on ART Diagnosis

1 47M 255 N/A SLE
2 22M 187 2 weeks Adult Onset Still’s Disease
3 53M 386 2 years Discoid Lupus
4 49F 480 5 years Rheumatoid/SLE
5 47M 643 6 years Diffuse Infiltrative Lymphocytosis Syndrome
6 65M 386 10 years Polymyalgia Rheumatica

Conclusion/discussion: The advent of ART has changed the spectrum of

rheumatological complaints in HIV. ART may either improve or worsen connective

tissue disease. Longitudinal studies may offer greater insight not only into the

care of HIV patients but also the pathogenesis of autoimmune disease.

P92
HIV-related brain impairment in patients admitted for
rehabilitation
Kimberley Forbes, Fiona Hitchman and Simon Rackstraw
Mildmay Hospital, London, UK

Aim: HIV-related brain impairment (HRBI) can result from opportunistic

infections (OI) or the direct effect of HIV. The International HIV Dementia Scale

(IHDS) can be used as a screening tool for HRBI. This retrospective notes review

documents the prevalence of HRBI in patients admitted for rehabilitation; one

group were identified as having HRBI needs on referral, the other group were

not.

Methods: Patients discharged from a rehabilitation unit between 1/9/06 and

1/11/06 were identified and the notes reviewed.

Results: Notes of 35 patients were reviewed. On referral 66% (n = 23) were

not identified as having specific HRBI needs, However four had a clinical

diagnosis of HIV encephalopathy (HIVE), one PML and two OI affecting the

brain. 61% (n = 14) were White UK, 30% (n = 7) were African, 4% (n = 1)

European and 4% (n = 1) Caribbean. Mean CD4 count was 166 cells/mm3, viral

load 134,072 copies/mL and mean age 43 years. 44% (n = 12) of patients had

an HRBI diagnosis on referral. A clinical diagnosis of HIVE was present in five,

three had PML and two had OI affecting the brain. 58% (n = 7) were African,

33% (n = 4) White UK and 8% (n = 1) SE Asian. Mean CD4 count was

160 cells/ mm3, viral load 147,110 copies/mL and mean age was 41 years.

Conclusion: Measurable cognitive impairment was present in many patients

admitted for rehabilitation. In addition some patients had a clinical diagnosis

that may have caused HRBI, however this concern was not raised on referral.

Screening for cognitive impairment should be part of routine assessment of all

HIV patients.

P93
Depression in persons living with HIV/AIDS: a report
Dorairajan Sureshkumar and Sigamani Rajasekaran
Government Hospital of Thoracic Medicine Tambaram, Chennai, Tamilnadu,
India

Aim: The aim was to estimate the prevalence of depression in persons living

with HIV/AIDS (PLWHA) attending the outpatient HIV/AIDS department and to

investigate socio-demographic factors associated with depression.

Method: HIV-positive outpatients were screened for depression using the

World Health Organization’s Major Depression Inventory scale (MDI). MDI score

of 30 and above was used as major depression and a score of 21–29 was used

as mild-to-moderate depression. Medical, socio-demographic and psychiatric

details were obtained from participants. Chi-square testing was done to find

the association between study variables and outcome.

Results: 140 patients were screened; 71 male and 69 female patients; 70/140

patients were receiving antiretroviral therapy (ART). Major and mild-to-

moderate depression were found in 20% and 17.1% patients, respectively.

Depression in female PLWHA was as high as 31.9% compared to male PLWHA

8.5% (P < 0.02). Widowed and separated marital status associated with high

risk of depression (32.6% and 29.4% respectively). The risk of depression was

two times higher in ART naı̈ve PLWHA as compared to ART-experienced PLWHA.

Conclusion: The prevalence of depression was high in this cohort. The socio-

demographic risk factors strongly associated with depression were female sex,

widowed and separated marital status, and ART naı̈ve population.

P94
Women and efavirenz: five years’ experience in a district
general hospital
Mandy Stargard and Stephen Kegg
Queen Elizabeth Hospital, London, UK

Aim/objectives: To describe outcomes and determine adherence to guidance

regarding pregnancy avoidance in women receiving efavirenz.

Methods: Notes review of all women receiving efavirenz over 5 years.

Results: A total of 114 women were prescribed efavirenz. Median age at

starting treatment was 35 years, 97% were Black African and 75% were

parous. Of the women who were at risk of pregnancy, documentation regarding

pregnancy avoidance was found in 33%. 24% of women reported not being

sexually active. However two of these women conceived whilst taking

efavirenz. Only 14% of women were using additional non-barrier contraception

although 36% reported condom use to prevent pregnancy. 46% discontinued

efavirenz. Reasons for discontinuation were virological failure (19%), CNS

toxicity (11%), actual or planned pregnancy (15%) and rash (1%). 14

pregnancies resulted in eight live births, three miscarriages and three TOPs (one

for fetal anomaly). No significant differences were observed in pregnancy rates

between younger (<35 years) or older (>35 years) women, between parous and

nulliparous women and between those who had or had not had a documented

discussion regarding pregnancy avoidance.

Conclusion/discussion: Recording of advice regarding the teratogenic poten-

tial of efavirenz and contraceptive use was poor. Conception rates were high

and not influenced by discussion regarding pregnancy avoidance. Risk of

pregnancy needs to be revisited periodically to avoid unplanned conception and

inadvertent fetal exposure to efavirenz.
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P95
Utility of routine urinalysis in asymptomatic HIV
outpatients
Dhanusha Dharmarajah1, Paul Davis1, Duncan Scott1 and Jane Deayton2

1Barts and The London NHS Trust, London, UK, 2Barts and The London, Queen
Mary, University of London, London, UK

Aims: Urinalysis is simple, non-invasive and inexpensive, and may detect the

early or asymptomatic stages of conditions such as UTI, renal tubular

dysfunction and diabetes. Such conditions may be increasing in HIV patients

secondary to antiretroviral therapy (ART) side effects and as an effect of aging

in a population with extended survival. We therefore investigated the utility of

routine urinalysis by performing a cross-sectional study of patients attending

HIV outpatients.

Methods: Consecutive patients were included if they had no urinary

symptoms. Urinalysis, using commercial urine dipstick, and laboratory MSU

results were recorded.

Results: 177 patients were eligible, 94% participated. 87% were male, 72%

Caucasian and 77% receiving ART. 56 participants (34%) had one or more

significant abnormalities on urinalysis (glycosuria, proteinuria, haematuria and

pyuria). UTI was diagnosed in four patients. None of the abnormal results was

attributable to pre-existing diagnoses and none of the patients had symptoms

which would have prompted urinalysis. Only 50% of patients with positive

urinalysis had abnormal serum U+Es, glucose, or estimated GFR. Abnormal urine

results were not associated with use of ART or ethnicity.

Conclusion: Urinalysis is well validated in other clinical settings. It was highly

acceptable to patients and easy to perform during a routine outpatient visit.

One third of patients had significant clinical findings which may not otherwise

have been detected at that visit. Early identification of renal abnormalities and

diabetes is important in reducing morbidity associated with these conditions.

These results suggest that urinalysis is a useful adjunct to routine clinical

monitoring in all HIV-infected patients, regardless of receipt of ART, and may

facilitate early detection of a range of co-morbidities.

P96
Design and implementation of a lipid management
protocol for HIV-infected patients
Emma O’Cofaigh1 and Philip Stanley2

1St James’ University Hospital, Leeds, Yorkshire, UK, 2Bradford Royal Infirmary,
Bradford, Yorkshire, UK

Aims: In 2006 NICE issued new guidelines on statin therapy in the general

population, shifting the focus from treating hyperlipidaemia to managing

cardiovascular (CV) risk. HIV-infected patients are known to have a high risk of

CV disease and we therefore sought to develop a lipid management protocol for

this population, in line with the NICE guidance.

Method: A protocol was developed using existing guidelines including the

2006 NICE guidelines for the prevention of CV events, BHIVA guidelines on

management of dyslipidaemia and the American HIV society guidelines on lipid

management. This protocol was further developed into a flow chart, specifically

designed for use in a clinic setting. An audit of the management of

dyslipidaemia was designed, recording frequency of lipid profile monitoring,

documentation of CV risk and treatment of hyperlipidaemia. The audit was

conducted prior to implementation of the protocol and will be repeated after

the protocol has been in use for 6 months.

Results: A flowchart was developed for the management of lipid abnormalities.

All patients attending routine clinic appointments are now assessed and treated

according to this protocol, which has been found to be simple and quick to use.

Discussion: Initial assessment has shown that the lipid management protocol

is a useful tool in the management of cardiovascular risk and the monitoring of

lipid profiles. The prescription rate of statins in the department has fallen as a

result of the implementation of the protocol. This may be due to the fact that

prescribing is now carried out on the basis of overall cardiovascular risk rather

than simply cholesterol levels.

P97
Hypersensitivity reactions associated with Kaletra�

tablets
Chinyere Okoli2, Fiona Hitchman1 and Simon Rackstraw1

1Mildmay Hospital, London, UK,2Barts and The London NHS Trust, London, UK

Aims: To describe unreported hypersensitivity reactions to Kaletra� tablets in

HIV-1 infected patients.

Method: Case note review of all patients who have developed a rash since

starting Kaletra� tablets.

Results: Two cases are reported:

Case 1: A 63-year-old treatment-experienced heterosexual Black male of

Jamaican origin, presented with intensely itchy urticarial wheals on his upper

back and arms, 7 days after switching from Kaletra� capsules to tablets. His

concurrent medications were zidovudine 250 mg bd, saquinavir 1000 mg bd,

ritonavir 100 mg bd, aspirin 75 mg od, bendroflumethazide 2.5 mg od and

atenolol 50 mg od. He had no known allergies. He had been on his antiretroviral

regime for the past 2 years, with an undetectable viral load. His most recent

CD4 count was 333 x 106 cells/l. No other medications had been started or

changed over the past year. He was switched back to Kaletra� capsules and his

rash resolved after 2 weeks. 1 month later he was rechallenged with Kaletra�

tablets, and re-presented with intensely itchy wheals 2 days later, which

resolved slowly over the next 28 days following discontinuation of the tablets.

Case 2: A 50-year-old treatment-naı̈ve White male presented with a

widespread itchy macular rash on his trunk and proximal limbs 6 days after

starting Kaletra� tablets and Combivir�. His CD4 count was 174 x 106 cells/l.

His concurrent medications for the past 2 months were dapsone 100 mg x3

weekly, trimethoprim 200 mg od, valganciclovir 900 mg od and warfarin. He

had developed an allergic rash to cotrimoxazole which had been stopped

2 months previously. The rash improved once Kaletra� tablets and Combivir�

were discontinued.

Discussion: The greater number of excipients in the tablet formulation may

lead to hypersensivity reactions not observed with the capsules. Case 2 may

suggest Kaletra� tablet hypersensitivity however in Case 1 the association is

much clearer. This report demonstrates the importance for vigilance when

commencing Kaletra� tablets.

P98
Clinical study of inpatients with HIV/AIDS
Lei Sheng, Nick Theobald and Mark Nelson
1Tianjin Infectious Disease Hospital, Tianjin, China, 2Chelsea and Westminster
Hospital, London, UK

Aim: To understand the reasons for hospital admission for people living with

HIV.

Method: Analysis of data collected from inpatient admissions between January

and June 2006.

Results: 208 admissions were recorded between Jan 16th and June 15th 2006

(142 inpatients). The age range was between 17 and 80 years. Men made up

77% of admissions and women 23%. 90% of those admitted had acquired their

HIV through sexual transmission. (1) 22 (15% of patients admitted) were new

HIV diagnoses. (2) 117 (82%) had taken antiretroviral drugs on admission; 88 of

these had a viral load higher than 1000 copies/mL. (3) 16 (11%) changed ART

and five cases (4%) stopped ART because of side effects of drugs. (4) 69 (49%)

had a CD4 count less than 200; 96% of these were on ART. There were 9TB,

8PCP, 8 NHL, 7 KS and 3HL among the cases whose CD4 was below 200. (5) 81

(57%) had previously experienced an AIDS defining illness. (6) 27 (19%) were

admitted for opportunistic infections (pulmonary TB 17 and PCP 10). All these

had a CD4 count below 200. (7) 33 (23%) were admitted for HIV-related

tumours (Lymphoma 20, Kaposi’s sarcoma 13). 18 (54%) of these had a CD4

count below 200. (8) 30 patients were admitted three or more times during this

period. (9) 11 of the patients admitted during this period died.

Conclusion: Patients admitted to our inpatient ward were a heterogeneous

group. Many had lived with HIV for over 10 years but a significant number had

only recently been diagnosed. Most had acquired HIV through sexual

transmission. Pulmonary tuberculosis and non-Hodgkin’s lymphoma made up

nearly a quarter of the admissions. Pulmonary tuberculosis was the commonest

reason for admission.
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P100
The continued increase in acute hepatitis C in men who
have sex with men is not only confined to those infected
with HIV
N Brejt, L Mckie, P Mayhead, M Fisher, C Sabin, J Tibble and D Richardson
1Royal Sussex County Hospital, Brighton, UK, 2Department of Primary Care and
Population Sciences, Royal Free and University College Hospital Medical
School, London, UK

Background: Transmission of hepatitis C virus (HCV) amongst cohorts of HIV-

infected men who have sex with men (MSM) has been increasingly reported,

possibly resulting from high-risk sexual behaviour. As HIV-negative MSM do

not routinely undergo screening it is unclear whether there has been a similar

increase in acute HCV in this group.

Methods: Subjects were MSM attending a single HIV/STD centre between 2000

and 2006. Subjects were included if they had at least two HCV-ab tests during the

study period, of which the first was negative. Subjects were classified as HIV-

positive, negative, or untested based upon the proximal HIV-ab result to the HCV-

ab test. Information on sexual behaviour was also collected.

Results: A total of 7169 MSM were seen, of whom 1570 had at least two HCV-ab

tests. 25 individuals were diagnosed with acute HCV. The seroconversion rates in:
HIV-negative group was 0.316/100 person years (pyrs) [95% CI 0.103–0.737],

HIV-positive group 1.944/100 pyrs [1.111–3.157], HIV unknown was 0.415/100

pyrs [0.113–1.063]. There has been an increased seroconversion rate over time.

The rates in 2003, 2004, 2005 and 2006 were 0.13 [0.016–0.470], 0.162 [0.044–

0.414], 0.193 [0.071–0.420], 0.369 [0.196–0.630] respectively. Overall, the

seroconversion rate increased by 59% per year (RR per year 1.59 [1.13–2.25],

P = 0.008). The rate of unsafe sexual behaviour is greater in this group of MSM.

Conclusions: There has been, and continues to be a significant increase in

acute HCV in MSM. Contrary to available evidence, this phenomenon is not

exclusive to those men with HIV. This would suggest that routine HCV testing is

required in all MSM presenting to STD/HIV services.

P101
The long term efficacy of tenofovir disoproxil fumarate in
hepatitis B and HIV co-infected patients
Lionel Tan1, Martin Fisher2, Yvonne Gilleece2, Helen Beardsell1, Mark Bower1 and

Mark Nelson1

1Chelsea and Westminster, London, UK, 2Brighton and Sussex University
Hospitals, Brighton, England, UK

Objective: Tenofovir disoproxil fumarate (TDF) is a nucleotide reverse

transcriptase inhibitor with activity against HIV and also against the hepatitis

B virus (HBV) in HIV/HBV-co-infected patients. The long-term efficacy is

unknown. We extended a previous cohort study to assess the long-term

outcome of HIV/HBV-co-infected patients treated with TDF.

Methods: From August 2001 to October 2003, 39 HIV-1/HBV-co-infected

patients were commenced on TDF either in addition to or as part of standard

antiretroviral therapy. All patients were HBV e antigen positive. At regular

follow-up their CD4 count, HIV viral load, alanine aminotransferase (ALT), HBV

viral load, HBV e antigen and e antibody were analysed. Reasons for

discontinuing TDF were noted.

Results: Median follow-up 56 months (range 16–67).14.7% were HBV e

antibody positive at last follow-up (with 37.1% ever being HBV e antibody

positive). Of 39 patients, one was lost to follow-up and two died (neither

attributable to TDF). Four patients stopped TDF; three with renal dysfunction

and one with osteoporosis.

Baseline Last follow-up on treatment

Normal ALT (£37 IU/l) 13.2% 46.2%
Mean CD4 count (mm3) 413 505
HIV viral load (<50 copies/mL) 53.9% 92.3%
HBV DNA <104 (GEq/mL) 2.6% 92.3%
HBV DNA <500 (GEq/mL) 2.6% 64.1%
HBV e antigen positive 100% 41%

Discussion: TDF has sustained efficacy against HBV in HIV/HBV co-infected

patients. Larger studies are needed to assess the effects of TDF in comparison to

other licensed drugs for HBV.

P102

Delayed antibody seroconversion in HIV-positive men
superinfected with hepatitis C virus
Emma Thomson1, Eleni Nastouli2, Janice Main1, Peter Karayiannis1, David Muir1 and

Myra McClure2

1Imperial College, London, UK, 2St Mary’s Hospital, London, UK

Aim/objective: An epidemic of acute hepatitis C infection amongst HIV-

positive men has been reported in London and other European cities. Early

diagnosis and treatment results in improved sustained virological response

(SVR) rates following treatment with pegylated interferon and ribavirin (59%

versus 40%). Antibody testing for hepatitis C infection is used as the main

screening method in many hospitals although there have been reports of

delayed seroconversion in HIV-positive patients. We assessed the sensitivity of

antibody versus RT-PCR at 3-monthly intervals.

Methods: Stored plasma samples from 30 patients diagnosed with acute

hepatitis C infection were analysed by qualitative RT-PCR and antibody testing

(Monolisa, BioRad).

Results: 30 men who have sex with men (MSM) with acute hepatitis C

infection were identified (53.3% genotype 1a, 26.7% genotype 4d, 3.3%

genotype 1b, 3.3% genotype 3a, 13.4% untyped). Mean CD4 cell count was 612

x 106/l (range 290–1370 x 106/l). At baseline with a positive PCR test, 77% of

patients had a negative antibody test (sensitivity = 23%). 3 months later, 35%

of patients still had a negative antibody test (sensitivity 65%). Mean ALT at

baseline was 208. Two patients were excluded because they had persistently

positive PCR tests despite negative antibodies.

Conclusion/discussion: Reduced sustained viral load response rates in HIV-

positive patients may in part be due to delayed antibody seroconversion and

could result in delayed treatment. Where there is high clinical suspicion of

recent hepatitis C infection e.g. raised ALT levels, HIV-infected patients should

be screened for the presence of HCV RNA. HIV-infected patients diagnosed with

acute hepatitis C should have a preceding negative HCV RNA test to establish

the diagnosis.

P103
Acute hepatitis C in HIV-infected men who have sex with
men: the epidemic continues
Alison Rodger, THN Wong, Tom Fernandez, Margaret Johnson, Gabrielle Slapak and

Sanjay Bhagani
Royal Free Hospital, London, UK

Aim/objective: We have previously reported sexual transmission of hepatitis C

virus (HCV) among HIV-positive men who have sex with men (MSM). This study

reports a single-centre experience of ongoing HCV transmission.

Methods: This is a descriptive study of 58 HIV-infected men who acquired HCV

infection within the past 5 years. New HCV infection is defined as documented

seroconversion to anti-HCV and RNA positivity following a previous negative

result. Sociodemographic and behavioural data were also collected on these

men.

Results: The incidence rate of new HCV infection per 1000 patients

attending was in one in 2001, six in 2002, six in 2003, seven in 2004, six in

2005 and four in 2006. Mean age was 37 (SD ± 6.57) years. All reported

unprotected anal intercourse and in 64% this was the only risk factor.

Fisting was reported in 21% and 16% had a diagnosis of syphilis in the

preceding 6 months. Only 14% reported injecting drug use. The main reason

for testing for HCV was abnormal liver function tests (LFTs) (n = 33, 57%)

seen in 95% (n = 55). Only one was symptomatic however. Median ALT

was 233 (IQ range 85–453). Median length of HCV infection at diagnosis

(from previous negative test) was 134 days (IQ range 88–278). Genotype 1

predominated (n = 38, 69%). Median HCV viral load at diagnosis was

1.4 million IU/l (IQ range 0.12–2.4).

Conclusions: Our experience suggests ongoing HCV transmission in HIV-

positive men. All MSM should have an annual HCV screen. Patients with

unexplained abnormal liver enzymes and risky sexual practices (particularly

those which damage mucosal surfaces such as fisting) should be screened more

frequently. The public health messages relating to the risk of HCV transmission

in this group need to be robust and effective.
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P104
The clinical outcomes of a large HIV/TB co-infected
cohort
Ifeyinwa Obiorah1, Onn Min Kon1, John Walsh1, Alan Winston1 and Michael

Roughton2

1St Mary’s Hospital, London, UK, 2Imperial College, London, UK

Objectives: High rates of morbidity and mortality have been reported in HIV-1-

infected subjects with active tuberculosis (TB). The aim of this study was to

observe the clinical outcomes in HIV-infected patients with active TB.

Methods: In our department data on HIV-infected patients attending on all

clinical visits is prospectively collected. We analysed these data on subjects

with HIV and TB between January 2001 and December 2005.

Results: A total of 103 patients (55 males) with mean age of 38.5 (range 22–

64) were diagnosed with HIV/TB co-infection. Thirty-two percentages were on

highly active antiretroviral therapy (HAART) at the time of TB diagnosis. Median

CD4+ cell count was 140 cells/ll (range 0–670) at time of diagnosis. Site of

infection included pulmonary (52%), extrapulmonary (EPTB) (39%) and

pulmonary with EPTB (9%). 56% were culture positive. 78 patients received

standard quadruple antituberculous therapy (rifampicin, isoniazid, pyrazinamide

and ethambutol) while second-line treatments were used in others. 45 of 68

patients not previously on HAART were started on treatment. 6% of patients

had non-multi-drug resistant TB while 2% had recurrent TB. Cure was achieved

in all 73 patients who completed treatment. Of the other 30 patients without

documented cure, treatment was stopped in 11 patients due to insecure

diagnosis, four were transferred out, four lost to follow up, three failed to

complete treatment and five patients died (three due to TB, one to leukaemia

and one not ascertained).

Conclusion: In this cohort, a low mortality was observed in HIV-infected

patients with active TB. This low mortality may be attributed to the use of

HAART as per current treatment guidelines.

P105
Increasing incidence of acute hepatitis C in a cohort of
individuals diagnosed with primary HIV
Julie Fox1, Emma Thomson1, Eleni Nastouli2, Scott Mullaney1, David Muir2, Myra

McClure1 and Sarah Fidler1

1Imperial College, London, UK, 2St Mary’s Hospital, London, UK

Aim: To demonstrate the incidence of acute HCV infection amongst a

population of HIV seroconverters.

Methods: A total of 155 HIV-1-positive men who have sex with men (MSM)

identified with primary HIV infection (PHI) were recruited at St Mary’s Hospital,

London between 2000 and 2006. In-depth sexual behaviour histories were

taken and HCV testing was performed at regular intervals.

Results: One individual was HIV/HCV co-infected at baseline. During follow-

up, 12 individuals seroconverted to HCV. Of these 12, the median time from

acquiring HIV to acquiring HCV was 17 months (range 5–41). Diagnoses of

acute HCV occurred as follows: one in 2003, one in 2004, six in 2005 and four

in 2006. Three out of 12 had abnormal LFTS at acute HCV diagnosis and four

were symptomatic. None had concomitant STI at time of HCV diagnosis but five

had acquired a STI as PHI. All individuals reported unprotected sex with

individuals assumed to be HIV-positive at acute HCV diagnosis and all

transmissions occurred within the UK. Recreational drugs had been consumed

by all individuals in the preceding 3 months and two had shared sex toys with

casual partners. Retrospective sampling showed that all individuals were HCV-

RNA negative at HIV seroconversion. Ten out of 12 viruses were genotype 1a

and two were genotype 4d. During HCV seroconversion four patients had a rise

in HIV pVL (median increase 4.1 log10 copies/mL, range 2.64–4.7). In those with

elevated LFTs at HCV diagnosis two of three had a pVL rise compared with two

of nine with no increase.

Discussion: We propose that in high-risk individuals such as those diagnosed

with PHI, those reporting high-risk sexual behaviour or those with a new STI in

the context of HIV, be tested more regularly for hepatitis C.

P106
HIV infection in a haemophilia cohort: 25-year outcomes
Paul Robertson1, Dermot Kennedy1, Arif Alvi2, Elizabeth Chalmers3, Gordon Lowe2

and Andrew Seaton1

1Brownlee Centre, Gartnavel General Hospital, Glasgow, 2Glasgow Royal
Infirmary, Glasgow, 3Yorkhill Hospital, Glasgow

Aim: To investigate long-term outcomes of all HIV-infected haemophilic

individuals managed through a regional haemophilia and infectious diseases

unit.

Methods: Thirty-eight HIV-infected haemophiliacs diagnosed between 1980

and 1986 with at least one recorded visit to specialist services were identified.

A retrospective cohort study was performed on the 37 for whom follow-up

information was available.

Results: Twenty-one (57%) patients died before the availability of highly

active antiretroviral treatment (HAART), 17 (81%) from opportunistic infection.

Of 16 survivors, 15 receive HAART (five with a prior AIDS-defining illness) and

one is a long-term non-progressor. As starting treatment a mean CD4 cell

count rise of 333 (range 0–865) has been noted, with 13 (87%) having

currently undetectable viral loads. Hepatitis C virus (HCV) co-infection was

present in 15 survivors (94%), 14 with genotype 1 infection. Treatment with

pegylated interferon and ribavirin was declined by three and contraindicated in

one. Of the 11 treated, three (27%) achieved sustained virological response and

eight (73%) failed. Eight (50%) have had hepatitis B co-infection. 14 of the 16

survivors (88%) have ongoing physical and psychological morbidity not directly

attributable to HIV, particularly haemarthropathy, depression and anxiety. One

receives haemodialysis and one has decompensated liver disease due to HCV.

Discussion: HAART has dramatically improved survival in HIV-infected

haemophiliacs in our centre. However, in survivors significant morbidity

unrelated to HIV is common, and management of HCV remains challenging.

P107
Utility of an enzyme-linked immunospot assay (T Spot–
TB, Oxford Immunotech) for screening a population of
HIV-positive patients exposed to infectious tuberculosis
Charles Mazhude and Lucy Baker
University Hospital Lewisham, London, UK

Objective: To ascertain whether the T Spot assay improves contact tracing in a

cohort of HIV-positive patients exposed to tuberculosis (TB).

Methods: A group of HIV-positive clinic attendees with a history of exposure

to an index case of open Mycobacterium tuberculosis (TB) were offered TB

screening if they met the following criteria: history of two or more exposures

during the defined risk period (5 months), CD4 cell count <350 and a negative

history of TB infection. Mantoux testing (10 U) PPD and T Spot assays were

then performed.

Results: Seventy-four patients attended for screening, 49 (66%) were of

African origin, BCG vaccination rate was high (90.3%) and median CD4 count

was 282 cells/ll. 65 patients had evaluable results for both Mantoux and T

spot. Of these, 14 (21.5%) were T spot positive with eight (57%) of these also

Mantoux positive. All T spot positive cases were offered chemoprophylaxis. 41

patients were T spot negative of whom five (12%), all BCG vaccinated, had

positive Mantoux tests – these were not offered chemoprophylaxis.10 patients

(three Mantoux positive) had indeterminate T spot tests and were offered

enhanced follow-up or chemoprophylaxis.

Conclusions: This analysis helps define the utility of the T Spot–TB assay in a

cohort of HIV-positive patients with a high BCG vaccination rate and likely to

have a high rate of background latent TB (LTB) infection. In this setting, the

sensitivity of the assay identifies the high background rate of LTB and possibly

overestimates the TB transmission rate. The assay assists differentiation

between Mantoux reactivity due to prior BCG vaccination/exposure to other

mycobacteria compared with mTB and helps rationalize chemoprophylaxis.

Further analysis of the performance of the T Spot assay and Mantoux test in the

context of HIV infection will be discussed.

Poster Abstracts 35

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 10–47



P108
Increasing mean inpatient days and increasing prevalence
of opportunistic infections in AIDS patients in UK
NPMS-HHC sites 1996–2002
Sundhiya Mandalia1, Mike Youle1, Ray Brettle5, Martin Fisher6, Mark Gompels7,

George Kinghorn8, Brendan McCarron9, Anton Pozniak10, Alan Tang11, John Walsh12,

Ian Williams13, Brian Gazzard10, Eddy Beck1

1NPMS-HHC Coordinating and Analytic Centre, London, UK, 2McGill University,
Montreal, Canada, 3Imperial College, London, UK, 4Royal Free Hospital, London,
UK, 5Edinburgh General Hospital, Edinburgh, UK, 6Royal County Sussex
Hospital, Brighton, UK, 7Southmead Hospital, Bristol, UK, 8Royal Hallamshire
Hospital, Sheffield, UK, 9James Cook University Hospital, Middlesbrough, UK,
10Chelsea and Westminster Hospital, London, UK, 11Royal Berkshire Hospital,
Berkshire, UK, 12St Mary’s Hospital, London, UK, 13Mortimer Market Centre,
London, UK

Background: To investigate increases in in-patient days (IP) and incidence, and

prevalence of AIDS-defining opportunistic infections (OIs) 1996–2002.

Methods: Mean number of new AIDS-defining events per 1000 patient years

(PY) were calculated for recurrent (R-OIs) and non-recurrent OIs (NR-OIs). NR-

OIs were new AIDS OIs during the semester they were first diagnosed; R-OIs

were ‘recurrent’ if they recurred within 3 months since first diagnosis.

Prevalence of NR-OIs and R-OIs were calculated per 1000 patients.

Results: Of 4334 AIDS patients, 83% men, mean IP days increased from 6.2

(1999) to 7.7 (2002) (P < 0.001 test for trend). Common R-OIs were CMV, MAC,

PCP, candidiasis, TB and NR-OIs were encephalopathy, KS, lymphoma. The

incidence of TB decreased from 18.5 (1996) to 7.5 (1999) but increased again to

26.7 (2002). Incidence of PCP decreased from 61.4 (1996) to 17.8 (2002)

similarly for CMV, MAC, candidiasis, KS, encephalopathy and lymphoma. For

R-OIs, prevalence per 1000 patients increased as follows. TB: increased from

7.7 (1996) to 90.4 (2002); PCP from 25.4 (1996) to 167.0 (2002); MAC from 9.6

(1996) to 44.3 (2002); CMV from 24.4 (1996) to 81.5 (2002); candidiasis from

32.1 (1996) to 132.0 (2002). For NR-OIs, prevalence increased as follows.

Encephalopathy increased from 3.4 (1996) to 17.3 (2002); KS from 21.5 (1996)

to 81.5 (2002); lymphoma from 3.8 (1996) to 36.8 (2002).

Conclusions: Incidence of TB has increased since 1999 but decreased for other

OIs. Period prevalence of non-recurrent and recurrent OIs increased over the

study period. Both are likely to have contributed to the increase in mean IP

days, but especially the increased prevalence of non-recurrent OIs.

P109
Primary HIV infection is associated with a high prevalence
of sexually transmitted infections in men who have sex
with men
Darshan Sudarshi1, Kate Nambiar1, David Pao1, Gillian Dean1, Gary Murphy2, John

Parry2 and Martin Fisher1

1Brighton and Sussex University NHS Trust, Brighton, UK, 2Health Protection
Agency, London, UK

Aim: To investigate whether individuals diagnosed with primary HIV infection

(PHI) were more likely to have an associated sexually transmitted infection (STI)

than those diagnosed with chronic HIV infection (CHI).

Methods: All cases of PHI in men who have sex with men (MSM) were

identified between 2003 and 2005 (based on an evolving antibody response,

negative HIV test within 6 months, negative antibody test but positive antigen

and/or RNA, or the serological testing algorithm for recent HIV seroconversion).

An equal number of randomly selected individuals diagnosed with CHI in each

calendar year were used as a comparative group. Demographic details and STI

diagnoses: (gonorrhoea, Chlamydia trachomatis, non-specific urethritis,

lymphogranuloma venereum, primary syphilis, primary genital herpes) made

at or within 3 months of HIV diagnosis were recorded.

Results: 356 new HIV-1 diagnoses were made between 2003 and 2005. 248

(70%) cases were in MSM. Of those, 101 (34%) were identified as PHI cases. Of

the remaining 147 individuals with CHI, 101 were used as controls. In total,

66% underwent STI screening at or within 3 months of diagnosis (76% of PHI;

54% of CHI) with one or more STIs diagnosed in 36%. Of those screened, STIs

were seen more frequently in the PHI than the CHI group (45 versus 25%;

P = 0.01).

Conclusions: PHI is associated with a high prevalence of STIs. This is consistent

with STIs increasing the risk of HIV acquisition and supports the need for close

cooperation between HIV and STI services for newly infected individuals to

reduce the risks of onward HIV transmission.

Standard

P110
Systemic symptoms in adult TB: what is the effect of HIV?
Ronan Breen, Oscar Leonard, Felicity Perrin, Colette Smith, Sanjay Bhagani, Ian

Cropley and Marc Lipman
Royal Free Hospital, London, UK

Background: Active tuberculosis (TB) may not be considered unless a patient

has systemic symptoms such as fever, sweats and weight loss, together with

abnormal inflammatory blood markers. We sought to investigate the wisdom of

this in an ethnically diverse UK TB population.

Methods: Baseline demographic data and symptoms were documented for

individuals enrolled in a prospective study of TB paradoxical reactions. Blood

tests included C-reactive protein (CRP), erythrocyte sedimentation rate (ESR)

and lactate dehydrogenase (LDH).

Results: 27% (48/175) of individuals were TB/HIV co-infected with a median

(range) blood CD4 count of 212 cells/ll (2–844). 23% (11/48) were receiving

HAART when diagnosed with TB. Disease site was: pulmonary in 58% (28/48),

miliary 15% (7), lymph node 17% (8); other in 10% (5). 88% (42/48) were TB

culture positive. Fever was reported in 79% of patients versus 51% HIV-negative,

P = 0.008; sweats by 77% HIV-positive versus 51% HIV-negative, P = 0.001; and

weight loss by 73% HIV-positive versus 53% HIV-negative, P = 0.02. 13% (6/48)

HIV-positive subjects had none of these three symptoms (four with pulmonary TB,

one with miliary and one with CNS disease). In multivariable analysis HIV-

negative individuals were four times more likely to have no systemic symptoms at

diagnosis (OR 4.03, 95% CI 1.4–11.63). Cough was reported by similar proportions

of HIV-positive and -negative subjects: 50 and 59%, respectively. Elevated CRP,

ESR or LDH were observed in 85, 84 and 62% of HIV-positive subjects. Total blood

lymphocyte count did not differ between HIV-positive and negative subjects.

Conclusions: Although systemic features are more common in TB/HIV disease,

this is not invariable. Clinicians need to be aware of this in their assessment of

individuals for possible active TB.

P111
Does visualization of the bronchial tree add value when
investigating possible HIV-related lung infection?
Beth Sage2, Anant Patel1, Marc Lipman1, Charles Twort2 and Ronan Breen2

1Royal Free Hospital, London, UK, 2St Thomas’ Hospital, London, UK

Background/aims: Fibre optic bronchoscopy (FOB) is commonly used to

investigate possible lung infection yet is invasive, expensive and often

tolerated only after sedation. Sputum induction is a cheaper, non-invasive

alternative with similar diagnostic yield in possible infection as FOB. However it

does not allow direct visualization of the bronchial tree. We hypothesized that

visualized abnormalities did not add to diagnosis when investigating possible

lung infection amongst HIV-infected individuals.

Methods: Retrospective analysis of consecutive FOBs performed in the years

2003–2006 on HIV-infected individuals at two large HIV centres. Findings at

FOB were compared with the results of laboratory investigations.

Results: Of 1618 FOBs performed in total, 123 (8%) were on HIV-infected

individuals. 77% (95/123) of FOBs had normal appearances. Abnormalities were

seen in 28 (23%) of subjects. These were: abnormal mucosa in 16 of 28 (57%);

excessive secretions in six (21%); bronchial obstruction in two (7%); vocal cord

nodules in two (7%). None of these aided diagnosis. No cases of Kaposi’s

sarcoma were observed. Identified pathogens were: Mycobacterium tubercu-
losis in 16 (13%); bacteria in 14 (11%); Pneumocystis jirovecii in 23 (19%);

non-tuberculous mycobacteria in 12 (10%); viral in 10 (8%) and fungal in five

(4%). Nine (7%) had dual pathogens identified.

Conclusions: These data suggest that in HIV-infected individuals being

investigated for possible lung infection, visualized bronchial abnormalities

are common but rarely aid final diagnosis. Non-invasive sputum induction

may be appropriate in many cases at less cost and with greater patient

acceptability.
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Improved outcome of hepatitis C treatment among HIV
patients in the clinical setting
Christopher Duncan, Hazel Rae and Clifford Leen
Regional Infectious Diseases Unit, Western General Hospital, Edinburgh,
Lothian, UK

Aims: Our previous audit of hepatitis C virus (HCV) treatment in patients co-

infected with HIV demonstrated very poor treatment outcomes [one sustained

virological response (SVR) in 25 patients]. We re-examined the outcome of HCV

treatment following interventions to maximize use of pegylated interferon-a
and ribavirin (PEG-IFN/RBV), incorporating enhanced haematological and

psychosocial support for patients on treatment.

Methods: Casenote review of all HIV-positive patients treated for HCV in our

unit from 2001 to 2006.

Results: Twenty-eight co-infected patients (17 male, 11 female, 81% IVDU)

have undergone treatment for hepatitis C with PEG-IFN/RBV since 2001.

Treatment is ongoing in eight patients; one is awaiting SVR. 50% had genotype

1/4. 17/28 had pre-treatment liver biopsies, 9/28 had cirrhosis. 80% were

prescribed antidepressants during treatment. Overall SVR rate was 37% (7/19).

SVR was better in genotype 2/3 (50%) than genotype 1/4 (22%). Treatment

failures were secondary to virological failure [3/12 no early virological response

(EVR), 2/12 no end-of-treatment response, 1/12 no SVR; 84% genotype 1/4],

adverse events (4/12) and intolerance (2/12). No patients developed hepatic

decompensation during treatment. One patient died of hospital-acquired sepsis

following discontinuation of therapy for failed EVR.

Discussion: The outcome of HCV treatment in our cohort has improved

markedly. The overall SVR rate of 37% in this clinical setting compares

reasonably well to published studies. This improvement is probably related to

increased use of PEG-IFN/RBV, although other factors are also discussed. It

remains a priority to improve response rates for co-infected patients, as overall

uptake of treatment remains low.

P113
Hepatitis B testing and vaccination in patients recently
diagnosed with human immunodeficiency virus (HIV)
infection
Nicola Steedman and Alexander McMillan
Department of Genito-Urinary Medicine, Royal Infirmary of Edinburgh,
Edinburgh, UK

Aim/objective: The British HIV Association currently recommends vaccination

against hepatitis B virus (HBV) for all susceptible HIV-infected individuals. We

undertook a study to ascertain whether individuals newly diagnosed with HIV

infection were being appropriately screened for and vaccinated against HBV in

our department of Genito-Urinary Medicine.

Methods: A retrospective analysis was performed on case notes from all

patients diagnosed with HIV infection in our department for a 1-year period

from 1st August 2005. In each case HBV serological testing and vaccination

status were recorded.

Results: Fifty-one patients were diagnosed with HIV infection during the study

period (86% male, 14% female). Serological testing for HBV infection had been

undertaken in only 76% of susceptible patients by 12 months following their

HIV diagnosis. At the time of analysis only 31% of patients were adequately

vaccinated against HBV, with recorded HBV surface antibody (HBsAb) titres of

>100 IU/l. A further 24% had ongoing vaccination attempts and 14% had

serological evidence of previous or current HBV infection. Four of 51 patients

were positive for HBV core Ab (HBcAb) but negative for surface antigen

(HBsAg); none of these had serological HBV-DNA quantification to exclude

occult HBV infection.

Conclusion/discussion: HBV remains a considerable cause of morbidity and

mortality in HIV-infected individuals. Our study suggests that prevention and

detection of HBV infection requires increased awareness and vigilance on the

part of physicians managing HIV-positive patients.

P114
Incidence of human immunodeficiency virus and hepatitis
C virus co-infection among patients attending various
clinics in Abuja
Priscilla Onyeka, Theophilus Faruna and Faco Onwuliri
National Hospital, The Presidency, Abuja, Nigeria

Aims: The aim of this study was to determine the incidence of human

immunodeficiency virus (HIV) and hepatitis C virus (HCV) co-infection among

medical patients.

Methods: For the method, blood samples from 1000 patients were collected

and analysed for HIV and HCV. This included 532 females and 468 males.

Results: The result shows that 440 (44%) of the 1000 samples were infected

with HIV, while 560 (56%) were not infected with HIV. The highest number of

infections (192; 19.2%) was found in the age group 20–29 years, while the

least numbers (1; 0.1% and 5; 0.5%) were found in age groups 0–9 years and

age 60 and over, respectively. More males than females were found to be

infected. In total, 230 (23%) males and 210 (21%) females were infected with

HIV giving an overall number of infections of 440 (44%) for both sexes. Among

the 1000 patients screened for HCV, 82 (8.2%) were infected with HCV. Among

the 230 male patients infected with HIV, 18 (7.8%) also had HCV, while 15

(7.1%) of the 210 HIV-infected females were also infected with HCV. These give

a total of 33 (7.5%) patients infected with both HIV and HCV.

Conclusions: In total 33 (7.5%) patients were infected with both HIV and HCV.

Therefore, liver disease because of HCV has emerged as a significant cause of

illness and death in people with HIV.

P115
Neisseria gonorrhoeae sequence type in HIV-positive and
-negative patient populations
I Fernando1, H Palmer2 and H Young2

1Department of Genito Urinary Medicine, New Royal infirmary of Edinburgh,
Edinburgh, UK, 2Department of Microbiology, New Royal Infirmary of
Edinburgh, Edinburgh, UK

Objective: To determine the potential degree of sexual mixing between HIV-

positive and -negative populations by determining prevalence of HIV positivity

in patients infected with specific sequence types of Neisseria gonorrhoeae.

Methods: All culture-confirmed N. gonorrhoeae-positive GUM patients for a

22-month period were studied. Patient details including demographics (age, sex

and sexuality), date of clinic attendance, site of N. gonorrhoea infection, other

STIs diagnosed at clinic visit and HIV serostatus at time of visit were recorded.

Notes were reviewed for contact details. N. gonorrhoeae sequence types

determined by N. gonorrhoeae multi-antigen sequence typing (NG-MAST) were

analysed for HIV-positive and -negative populations. Concordance of sequence

types in partners was also examined.

Results: Overall, there were 122 different sequence types: 29 in 46 HIV-

infected patients and 110 in 293 HIV-negative/untested. Eight different

sequence types contained more than 10 isolates; these sequence types varied in

percentage of infections in gay/bisexual men and HIV-positive individuals. Six

of the eight frequent sequence types contained both HIV-infected and non-

infected patients. The two most distinct sexual networks were: ST225 with 94%

(15/16) infections in gay or bi-sexual men, all of whom were tested for HIV and

31% were positive (5/16); and ST249 with only 8% (1/12) infections in gay or

bi-sexual men, 83% (10/12) tested for HIV but none was positive. There was

extremely high concordance of infection with the same sequence types within

partners: in 69 contacts these were the same and in six they were different (the

latter group of patients commonly had multiple partners).

Discussion: Acquiring gonococcal infection with certain sequence types

increases the risk of acquiring HIV.

P116
Prevalence of hepatitis B among HIV-infected pregnant
women attending various clinics in Abuja
Priscilla Onyeka, Theophilus Faruna and Callista Osuocha
National Hospital, The Presidency, Abuja, Nigeria

Aims: The aim of this study was to determine the prevalence of hepatitis B

among HIV-infected pregnant women.

Methods: Blood samples from 1000 pregnant women attending various

antenatal clinics in Abuja, the Nigerian Federal Capital Territory were collected

and analysed for human immunodeficiency virus (HIV) and hepatitis B virus.

Results: Results show that 102 (10.2%) pregnant women were infected with

HIV while 898 (89.8%) were not. The highest infection rates of 4.2 and 3.8%

were found among the age groups 30–39 and 20–29, respectively and the

lowest rates were found in age groups 19 years and under and 40 years or over.

Among the 1000 pregnant women screened for hepatitis B, 80 of them were

infected with hepatitis B. This gives a general hepatitis B infectivity of 8%.

Among the 102 pregnant women infected with HIV, 11 of them also had

hepatitis B. Of all pregnant women screened, 10.8% were infected with both

HIV and hepatitis B.

Conclusions: Pregnant women with hepatitis B appear to be at a greater risk of

experiencing the increases in the liver enzymes that some antiretroviral drugs

can cause.
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Epidemiology of non-B clade forms of HIV-1 in MSM in
the UK
Julie Fox1, Anna Duda2, Steve Kaye1, Myra McClure1 and Sarah Fidler1

1Imperial College, London, UK, 2Oxford University, Oxford, UK

Aim/objective: To describe the frequency of non-B HIV-1 subtypes in men who

have sex with men (MSM) in the UK and compare frequencies with a large

primary HIV infection cohort in London.

Methods: MSM diagnosed with HIV-1 between 1998 and 2004, with ‡1

resistance test in the UK HIV Drug Resistance Database were identified. Clinical

data were obtained from the UK Collaborative HIV Cohort Study and other

sources. A cohort of MSM was also identified with primary HIV infection at St

Mary’s Hospital, London (1999–2007). Viral clade was determined using the

STAR algorithm and phylogenetic analysis performed to identify case clustering.

The associations between demographic variables and subtype were analysed

using logistic regression.

Results: A total of 123 of 3758 (3.3%) MSM in the UK cohort had a non-B

clade HIV. In comparison to the London PHI cohort (n = 7/177; 4%) the

prevalence of non-B subtype HIV increased with year of diagnosis to a peak in

2002 of 19/208 (8%) and then stabilized. Multivariate analysis showed that

acquisition of non-B HIV was independently associated with later year of HIV

diagnosis (P < 0.001), Black ethnicity (P < 0.001) and non-European country of

birth (P < 0.01), but not geographical location in the UK (P = 0.8). White MSM

born in the UK and diagnosed in 2002 were nine times more likely to have non-

B subtype than those diagnosed pre-1996 (95% CI OR 3–26). Two non-B

viruses in the PHI cohort clustered on phylogenetic analysis and this was

supported by clinical history. The UK cohort showed 11 clusters of non-B

viruses containing between two and four individuals.

Discussion: Non-B viruses are increasingly occurring in MSM, including within

the UK born population. This may have implications for clinical outcome and

vaccine strategies.

P118
The impact of different definitions on the estimated rate
of transmitted HIV drug resistance in the UK
David Dunn and Hannah Green
MRC Clinical Trials Unit, London, UK

Aim/objective: Transmitted HIV drug resistance (THDR) is conventionally

defined as ‡1 major mutation(s) according to the IAS-USA guidelines. We

assessed the extent to which the estimated rate of THDR is altered by using a

new bespoke list of drug mutations (Shafer et al., AIDS 2007; 21: 1–9).

Methods: Estimates of THDR, based on the two definitions, were derived from

genotypic resistance tests conducted between 1997 and 2005 on ART-naı̈ve

patients and reported to the UK HIV Drug Resistance Database, which collects

virtually all routine tests conducted nationally.

Results: The number of tests on ART-naı̈ve patients has increased rapidly in

recent years (596 in 2002, 935 in 2003, 1786 in 2004, 2760 in 2005) reflecting

changes in clinical guidelines. The two lists gave similar estimates of THDR, for

example in 2005, resistance to any drug class was 9.0%/8.5% (IAS/Shafer),

NRTI resistance 5.2%/4.9%, NNRTI resistance 4.3%/4.2%, and PI resistance

1.8%/1.6%. Regardless of which definition is used, the rate of THDR declined

after a peak in 2001–2002 and appears to have now stabilized, with no

significant change between 2004 and 2005. Among 234 cases of THDR in 2005

(by Shafer criteria), 187 (80%) showed resistance to one drug class only, 35

(15%) to two classes, and 12 (5%) to three classes.

Discussion: The choice of the IAS or the Shafer list of drug mutations has only

a minor influence of the estimated rate of THDR. However, the Shafer list is to

be preferred as it was specifically developed for epidemiological monitoring

whereas the main purpose of the IAS list is for clinical management. Continued

monitoring of THDR is warranted to detect any changes from the currently

stable situation.

P119
HIV in UK-born women giving birth in England
Louise Logan, John Parry and Fortune Ncube
Centre for Infections, HPA, London, UK

Aim/objective: Prevalence of HIV among UK-born women giving birth in

England has increased from 0.03% in 2003 to 0.04% in 2005. Data from

unlinked anonymous testing of neonatal dried blood spots will be used to

investigate the increase and the characteristics of the women in this group.

Methods: Left over dried blood spots taken from infants around 7 days after

birth are unlinked, anonymized and tested for maternal HIV infection.

Additional data for samples from selected regions are derived from birth

registration records to which the samples are temporarily linked. These data will

be used to describe HIV infection among pregnant women born within the UK.

Results: UK-born women aged 40 and over have the highest prevalence of HIV.

Prevalence was higher at 0.08% in women living inside London compared with

0.03% in those living outside London. Where the father’s country of birth was

recorded, prevalence was highest in women whose infant’s father’s country of

birth was registered as a high prevalence region such as sub-Saharan Africa

where 0.43% and 0.25% were HIV-positive inside and outside London

respectively. Women whose children’s ethnicity was recorded as Black

Caribbean had a prevalence of 0.27% compared with 0.25% and 0.03%

among Black African and White British children, respectively.

Conclusion/discussion: Prevalence of HIV is increasing in UK-born women. The

data presented contribute to the evidence that HIV acquired heterosexually

within the UK is on the increase and continues to be influenced by the global

pandemic.

P120
STARHS Trial: a study defining timing of HIV infection
Luciana Rubinstein1, Tristan Barber2, Miranda Cowen2, Julie Fox2, Emma Thomson2,

David Muir1, Gary Murphy3, John Parry3, Alan Winston1 and Sarah Fidler2

1St Mary’s Hospital, London, UK, 2Health Protection Agency Centre for
Infection, London, UK, 3Imperial College London, London, UK

Objective: The aim of this study is to use Serological Testing Algorithm for

Recent HIV Seroconversion (STARHS) to measure the proportion of recently

acquired HIV infection (RI) in a population attending an STD clinic.

Methods: All patients receiving a new HIV diagnosis were offered a STARHS

test. This was performed at the HPA Centre for infections. The detuned method

was employed, but specimens were examined also by Calypte BED and an

avidity test. Routine clinical data were collected and participants were asked to

complete a detailed sexual behaviour questionnaire.

Results: A total of 106 patients were recruited between September 2005 and

January 2007. 37/106 (34.9%) gave a detuned result consistent with RI. Of the

cases designated as RI, 21/37 (56%) were confirmed by the clinical history. Of

the 37 incident cases, three were non-B HIV clade. These were also identified as

incident by the BED test. Statistically significant higher rates of men who have

sex with men (MSM), clade B virus and non-Black ethnicity were observed in

the group with RI (91.8 versus 73.9%, P = 0.002; 94.5 versus 65.2%,

P = 0.002; and 78.3 versus 68.1%, P = 0.002, respectively).

Conclusion: We found a high proportion of incident cases amongst those

presenting with a new HIV-positive diagnosis. 40% (15/37) of the RI cases

would have been missed without the use of STARHS. The high number of MSM

being diagnosed with newly acquired infection represents a failure in the safe

sex message to this group. The application of STARHS will facilitate early

interventions to reduce HIV transmission and monitor their effectiveness.
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P121
The emerging problem of multidrug resistant HIV-1
(MDR HIV-1) in pregnant women
Samir Dervisevic1, Sarah Longwill2, Deenan Pillay1, Jane Anderson2, Liat Sarner3,

Chris Wood4, Annemiek DeRuiter5, Ian Williams1, Graham Taylor6, Hermione Lyall6,

David Hawkins7 and Eva Jungmann8

1University College Hospital, London, UK, 2Homerton University Hospital NHS
Trust, London, UK, 3The Royal London Hospital, London, UK, 4North Middlesex
Hospital, London, UK, 5Guy’s and St Thomas’s Hospital, London, UK, 6St Mary’s
Hospital, Paddington, London, UK, 7Chelsea and Westminster Hospital, London,
UK, 8Camden Primary Care Trust, London, UK

Objective: The incidence of resistance emerging after initiation of antire-

troviral therapy (ART) is now estimated as <10% per year. Nevertheless, viruses

with reduced susceptibility to two or three classes of drugs are well recognized,

making virological suppression a challenge. Maternal viraemia confers a risk of

vertical transmission of HIV-1. We wanted to assess the prevalence of

multidrug resistance in HIV-1-infected pregnant women.

Methods: We undertook a London-wide audit to ascertain prevalence of

resistance in HIV-1-infected pregnant women. Resistance was defined as the

presence of at least one IAS-USA (2006) major mutation. Data on ART history,

laboratory markers and outcome of pregnancy were also collected.

Results: Of 1140 HIV-1-infected pregnant women seen in seven London

antenatal clinics between 2002 and 2007, 22 (1.9%) were identified with two-

class, and four (0.35%) with three-class resistance. NRTI/NNRTI resistance was

involved in 19/22 patients with two-class resistance. Those with two- and

three-class resistance had received a median of 7 and 8.5 drugs, respectively.

After time of MDR diagnosis all four women had a tenofovir- and boosted

PI-containing regimen and all achieved a viral load of <50 copies/mL. All 26

women gave birth to healthy, uninfected children.

Discussion: ART is effective in prevention of mother-to-child transmission of

HIV-1. One complication is the emergence of MDR HIV-1. None of 26 such

women gave birth to infected babies, but we identify an expanding group for

which clinical management presents a challenge. Reluctance to use unlicensed,

and newly available drugs in pregnancy compounds this problem. Not all

women had a resistance test in pregnancy, therefore our figures are likely to

underestimate the prevalence of MDR HIV-1 in this cohort.

P122
In the era of HAART how many people living with HIV
are employed?
Jonathan Elford1, Fowzia Ibrahim1, Cecilia Bukutu1 and Jane Anderson2

1City University, London, UK, 2Homerton University Hospital NHS Foundation
Trust, London, UK

Objective: It was anticipated that in the era of HAART, the majority of people

with HIV would be able to work. The objective of this analysis was to examine

levels of employment among people living with HIV in London.

Methods: People living with HIV receiving treatment and care in outpatient

clinics in north-east London were asked to complete a confidential, self-

administered questionnaire in 2004–2005. Respondents were asked (among

other things) about their employment status and clinical history.

Results: A total of 1687 people with diagnosed HIV returned a completed

questionnaire (response rate 73% of eligible clinic attendees) including 758

gay/bisexual men (464 White, 112 ethnic minority), 480 Black African

heterosexual women and 224 Black African heterosexual men. Median age

was 38 years. Just under half the respondents (48.3%) were employed at the

time of the survey: gay men 56.9%; Black African men 45.4%; Black African

women 35.3% (P < 0.001). Being unemployed was associated with the number

of years since HIV diagnosis [adjusted odds ratio (aOR) 1.16/year, 95%

confidence interval (CI) 1.10, 1.23, P < 0.001]; having been in hospital with

HIV-related symptoms (aOR 2.05, 95% CI, 1.20, 3.50, P < 0.01); and lower

education (aOR 4.17, 95% CI, 2.38, 7.14, P < 0.001). After adjusting for these

factors, differences in employment between gay men and Black African men

and women still remained significant (P < 0.001).

Conclusion: In this London study of people living with diagnosed HIV, just

under half were in employment. Black African heterosexual men and women

were less likely to be employed than gay men; these differences could not be

explained by the number of years since HIV diagnosis, hospitalization with HIV-

related symptoms or levels of education.

P123
The Scottish national CD4 and viral load surveillance
system: a report on behalf of the Scottish HIV and AIDS
Group (SHIVAG)
David Wilks1, Andrew Winter2, Louise Shaw3, Glenn Cordere3 and David Goldberg3

1Western General Hospital, Edinburgh, UK, 2The Sandyford Initiative, Glasgow,
UK,3Health Protection Scotland, Glasgow, UK

Introduction: In Scotland, HAART is delivered at four major centres and a

limited number of smaller centres. CD4 cell counts are measured at seven

laboratories and viral loads at six. These arrangements facilitate nationwide

data collection, and since 1992 Health Protection Scotland (HPS, formerly the

Scottish Centre for Infection and Environmental Health (SCIEH) has maintained

a national database of CD4 cell counts. In 2002, HPS, in collaboration with the

Scottish HIV and AIDS Group (SHIVAG), a multi-disciplinary group representing

HIV physicians, introduced new HIV surveillance forms that allow capture of

viral load, detailed data on drug treatment and clinical status. National data on

CD4, treatment and viral load are now published quarterly in the HPS Weekly

Report.

Results: In September 2006 there were 2319 HIV-positive patients receiving

CD4 monitoring in Scotland, of whom 69% were on HAART. 46% of patients

were taking NRTI/NNRTI combinations, 26% NRTI/PI and 28% other

combinations. Viral load data were available for 2217 (96%) of patients.

83% of patients on triple (or more) therapy had an undetectable most recent

viral load (<50 copies/mL). Analysis of viral load data by health board area,

which demonstrates no significant differences between units, is used as a key

clinical indicator for the national sexual health strategy, and has been returned

to the SHIVAG data committee.

Discussion: Accurate, timely data on viral load and clinical status will allow

physicians to compare their results with their peers and their own expectations.

Data has also been used to inform predictive studies using Markov modelling to

predict future HIV workload nationally and by health board. Trends in HIV

clinical outcomes can now be monitored over many years on a national basis,

rather than at sporadic unit-level audits.

P124
The prevalence of antiretroviral drug resistance in
patients with detectable viraemia while on first- or
subsequent-line boosted protease inhibitor-based HAART
Clare Booth1,2, Ana Maria Garcia-Diaz1,2, Margaret Johnson1,2 and

Anna Maria Geretti1,2

1Royal Free Hospital, London, UK, 2Royal Free and University College Medical
School, London, UK

Aim: To determine the prevalence of resistance in patients failing first- or

subsequent-line PI/r-based HAART.

Methods: Resistance mutations were scored according to IAS-USA guidelines

(2006).

Results: A total of 212 samples from 138 patients with plasma viral load (PVL)

>50 copies/mL on PI/r-based HAART were genotyped from 2004–2006. Study

group: males 68.8%; homosexuals 44.9%; heterosexuals 46.4%; IVDU/other

8.7%; Whites 47.8%; Black Africans 39.1%; other 13.1%; median PVL 4.0

log10 copies/mL (range 1.8–6.5); median CD4 count 231 cells/mm3 (range 1–

920); median detectable PVL on current regimen 69 days (range 0–1323). 8.8%

were on first-line HAART with LPV/r 73.7%, ATV/r 15.8%, SQV/r 5.3% or TPV/r

5.3% and median detectable PVL 36 days (range 0–233). None had major PR

mutations and of 17/19 receiving 3TC/FTC, six had M184I/V alone. 91.2% were

on subsequent-line HAART including ‡1: LPV/r 64.8%, SQV/r 26.4%, ATV/r

22.3%, fAPV/r 6.7%, TPV/r 4.1%, DRV/r 1.6%, IDV/r 1.0%, median detectable

PVL 84 days (range 0–1323). Of these, 64.8% had >1 mutation: 38.3% major

PR and RT, 22.8% only RT and 1.6% only major PR. Common mutations were

RT: M184I/V 30.6%, T215Y/F 27.5%, K103N 26.9%, D67N 25.4%, K219Q/E

22.8%, K70R/E 19.2%, M41L 17.6%, Y181C 16.6%, G190A/S 11.4%, V108I

9.3%, L210W 7.8%; PR: M46I/l 23.3%, I54V 19.7%, L90M 18.1%, I84V 17.1%,

V82A/F/T/S 17.1%, L33F 8.8%. Of those with PR mutations 54.5, 37.7 and

61.0% had Stanford intermediate/high-level resistance to TPV, DRV and LPV,

respectively.

Conclusions: Prevalence of PI (P = 0.0002) or any resistance mutation

(P = 0.0062) is significantly higher in those failing subsequent- compared

with first-line PI/r-based HAART. M184V and TAMs remain prevalent in

treatment-experienced patients.
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P125
Sexual behaviour of people living with HIV in London:
implications for HIV transmission
Jonathan Elford1, Fowzia Ibrahim1, Cecilia Bukutu1 and Jane Anderson2

1City University, London, UK, 2Homerton University Hospital NHS Foundation
Trust, London, UK

Objective: To examine the sexual behaviour of gay men as well as Black

African heterosexual men and women living with diagnosed HIV in London, and

to consider the implications for HIV transmission.

Methods: People living with HIV receiving treatment and care in outpatient

clinics in north-east London were asked to complete a confidential, self-

administered questionnaire in 2004–2005. Respondents were asked about

unprotected anal or vaginal intercourse in the previous 3 months, type (main or

casual) and HIV status of their partner(s).

Results: A total of 1687 people with diagnosed HIV returned a completed

questionnaire (response rate 73% of eligible clinic attenders) including 480

Black African heterosexual women, 224 Black African heterosexual men and

758 gay/bisexual men (464 White, 112 ethnic minority). One in five HIV-

positive gay men (20.1%, 144/715) reported unprotected anal intercourse with

a partner of unknown or discordant HIV status (usually a casual partner). This

presents a risk of HIV transmission. By way of comparison, one in twenty (5.1%,

32/623) HIV-positive Black African heterosexual men and women reported

unprotected vaginal intercourse with a partner of unknown or discordant HIV

status; odds ratio (gay men versus Black African men and women combined)

5.28, 95% CI 3.52, 7.91, P < 0.001.

Conclusion: Behavioural research among people with diagnosed HIV in London

shows that gay men are more likely than Black African heterosexual men and

women to engage in sexual behaviour that presents a risk of HIV transmission.

It seems likely, therefore, that gay men will continue to account for the

majority of new HIV infections acquired in the UK for the foreseeable future.

P126
Partner notification in pregnant women with HIV:
a review
Kimberley Forbes1, Nicola Lomax2, Laura Cunningham3, Liat Sarner1, Jamie Hardie3

and Jane Anderson2

1Graham Hayton Unit, Barts and The London NHS Trust, London, UK, 2Centre for
the Study of Sexual Health and HIV, Homerton University Hospital NHS
Foundation Trust, London, UK, 3Greenway Centre, Newham University Hospital
NHS Trust, London, UK

Introduction: Disclosure to partners following a positive HIV test is a complex

issue. An opt-out antenatal HIV testing policy is in place in the UK; however,

this is not the case for male partners. Pregnant women may have to deal with

disclosure in a particularly difficult situation. Specialist midwives, health

advisers (HAs) and clinicians all have roles to play in facilitating partner

notification (PN) in this setting. This retrospective notes review documents

partner notification practice in an antenatal situation.

Methods: Women with HIV attending three inner-city hospitals with an

expected delivery date (EDD) between 01/03/2004 and 30/06/2006 were

identified and notes reviewed.

Results: A total of 145 women were identified, 87% (n = 126) were Black

African, mean age 31 years. A specific discussion about disclosure to a male

partner was documented in 119 notes. Of these 77% (n = 92) had disclosed to

their partner. 51% (n = 47) disclosed prior to and 44.5% (n = 36) during this

pregnancy, only 3.2% (n = 3) disclosed postpartum. Timing was not

documented in six cases. 27 women did not disclose their HIV status to their

partner. 18% (n = 26) of the notes reviewed did not have a PN discussion

documented. HIV status of the regular male partner was documented in 126

notes, of these 28% (n = 35) were positive, 25% (n = 31) were negative and

status was unknown in 48% (n = 60). Provider referral was offered to four

partners, two accepted.

Discussion: Disclosure is more likely to occur in the antenatal period, with few

women disclosing postnatally. HAs in association with specialist midwives and

doctors should offer support for women around partner notification in the

antenatal period, this process may need to be ongoing postnatally.

P127
Knowledge of HIV status of their children in HIV-positive
immigrant mothers attending a genito-urinary medicine
(GUM) clinic
M. Eisenhut, M. Kawsar, V. Sharma, T. Balachandran and M. Connan
Luton and Dunstable Hospital NHS Foundation Trust, Luton, UK

Background: Screening of children of HIV-positive mothers may identify HIV-

infected children particularly in families coming from countries where

antenatal screening and prevention of mother-to-child transmission is not

implemented. The objective was to determine whether HIV-infected mothers

knew the HIV status of their children to enable the offer of targeted testing of

children at risk.

Methods: All HIV-positive women attending GUM clinic between October

2006 and January 2007 were asked whether they had children and the age, HIV

status and residence of their children. Data were collected on a standardized

proforma.

Results: A total of 274 HIV-positive women were included. The majority (76%)

had been diagnosed more than a year before the audit period. 55.7% of women

originated from Zimbabwe; 23.0% from other African countries; 21.3% from

Caribbean, UK and other European countries. 90.5% of women had progeny.

The total number of progeny was 500; of those 59% were aged 16 years or less.

48.0% of progeny were resident in the UK. 26% of mothers had knowledge of

the HIV status of their progeny. 43% of progeny living in UK and 9.9% of

progeny living abroad had an established HIV status (v2 = 67.3, P < 0.0001). 15

children (11.5% of those tested) were HIV-positive; of those 11 were resident

in the UK and under the care of a centre with expertise in care of children with

HIV.

Conclusions: The HIV status of the majority of children of HIV-positive

immigrant mothers is unknown, in particular those children who remain in their

country of origin. These children should be targeted for HIV testing to enable

early diagnosis of HIV infection.

Standard

P128
Sexual behaviour, condom use and rates of sexually
transmitted infections in HIV-infected men and women
in south-east London
Elizabeth Hamlyn, Tanya Welz, Serge Rebaudeng, Henrietta Simms and Mary Poulton
Kings College Hospital, London, UK

Aim/objective: To assess sexual behaviour, condom use and prevalence of

sexually transmitted infections (STI) amongst individuals attending an STI clinic

specifically for HIV-infected patients in an ethnically diverse area of south-east

London.

Methods: Data on demographic factors, reason for attendance, number of

partners, condom use, and test results were prospectively collected on all

individuals attending the clinic between February and November 2006.

Results: A total of 172 patients attended the clinic over this period. Baseline

characteristics were: 80 (47%) female, 92 (53%) male, 67 (39%) Black African,

22 (13%) Black Caribbean, 77 (45%) men who have sex with men (MSM).

Reasons for attendance included routine screening (44%), symptoms (40%),

pregnancy (14%) and contact of infection (2%). 97, 67 and 42% of women,

heterosexual men and MSM, respectively reported one or no sexual partners in

the preceding 3 months. 26% of MSM reported sex with five or more partners

in the preceding 3 months, with half reporting more than 10 partners,

compared with no women or heterosexual men (P < 0.0001). 72, 47 and 58%

of women, heterosexual men and MSM, respectively did not consistently use

condoms for vaginal or anal sex. Positive STI diagnoses were found in 24% of

women, 27% of heterosexual men and 55% of MSM. The commonest STIs were

Trichomonas vaginalis in women (7.5%), and non-specific urethritis (17%) and

early syphilis (13%) in MSM.

Discussion: Inconsistent condom use and very high rates of STI in this group of

patients has important implications for HIV transmission, highlighting the need

for urgent safe sex promotion and for routine STI screening in all groups,

particularly MSM.
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P129
Factors associated with multiple requests for
post-exposure prophylaxis following sexual exposure
(PEPSE) among men who have sex with men (MSM):
a case control study
Sherie Roedling1, Amanda Samarawickrama2, Kate Nambiar2, Eileen Nixon2, Andrew

Copas3, Martin Fisher2, Simon Edwards1 and Paul Benn1

1Mortimer Market Centre, Camden PCT, London, UK, 2Claude Nicol Centre,
Brighton and Sussex Uniersity Hospitals NHS Trust, Brighton, UK, 3Centre for
HIV and Sexual Health Research, University College London, Royal Free and
University College Medical Schools, London, UK

Aims: Awareness of and demand for PEPSE is increasing in the UK. We

describe the factors associated with multiple presentations for PEPSE among

MSM.

Methods: Matched case control design. Cases (MSM requesting PEPSE on

multiple occasions) and controls (MSM requesting PEPSE once, randomly

selected) were identified on 1:2 ratio from two clinic databases. Case notes

were retrospectively reviewed and data regarding demographics, sexual

behaviour, exposure characteristics, time to initiation and follow-up were

compared between cases and controls at first presentation. Testing was based

on conditional logistic regression in STATA 9.

Results: Thirty-seven cases and 74 controls were identified. Age and ethnicity

were similar for cases and controls. Exposure characteristics were similar

among cases and controls (P = 0.70), the majority were unprotected anal

intercourse (UPAI). Cases reported more sexual partners and additional

exposures in the previous 3 months compared to controls (P = 0.047 and

P = 0.04, respectively). Similarly cases reported more sexual partners and

further exposures in the 3 months following PEPSE compared to controls

(P = 0.07 and P = 0.001, respectively). Time to initiation of PEPSE and

completion rates were similar in cases and controls. Two MSM tested HIV

positive at 3 months’ follow-up and two at 6 months, both reporting additional

exposures. A further three individuals tested HIV-positive within 12 months of

initial presentation.

Discussion: The high rate of HIV acquisition in this group of MSM suggests

PEPSE may have a limited role as a primary prevention strategy in the long-

term. Targeted behavioural interventions are required. Further analysis

comparing cases’ first and subsequent episodes will be presented.

P130
Characteristics of HIV-1-infected patients with
immunovirological discordance in the UK
SE Moses1, T de Silva2, E Smit3, H Zhang4, M Donati5, M Poulton1, U Andrady6,

S Skidmore7, G Kudesia2, D Pillay8 and M Zuckerman1

1King’s College Hospital, London, UK,2Sheffield Teaching Hospitals, Sheffield,
UK,3Birmingham Heartlands Hospital, Birmingham, UK,4Cambridge University
Hospitals, Cambridge, UK,5Health Protection Agency South West, Bristol,
UK,6Ysbyty Gwynedd Hospital, Bangor, UK,7Shrewsbury and Telford Hospitals
NHS Trust, Telford, UK,8University College London Hospital, London, UK

Aims: Treatment naı̈ve HIV-1 infected individuals with low or undetectable

HIV-1 RNA levels and a low CD4 percentage and/or absolute count are

recognized but the numbers are unknown. Such immunovirological discordance

could be due to HIV-1 RNA load assay-related issues; host factors such as co-

receptor function or viral factors such as attenuating deletions/mutations or

altered proviral DNA/RNA dynamics. We set out to determine the HIV viral load

and CD4 cell count characteristics of individuals with immunovirological

discordance in 11 centres in the UK.

Materials and methods: HIV-1 immunovirological discordance was defined as

an HIV-1 RNA load of <400 copies/mL with a CD4 cell count of <350/mm3 and/

or <21% on a minimum of two occasions when treatment naı̈ve. Viral load

testing undertaken by more than one of the following: Roche Amplicor version

1.5, Roche COBAS Taqman, Bayer bDNA 3.0, Organon NASBA, Chiron Quantiplex,

BioMérieux NucliSens EasyQ, Abbott LCX and Abbott Real Time assays.

Results: We report 17 individuals from seven clinical centres going back as far

as 2001. CD4 percentage was <21% in 9/17 patients (mean 11.8%), six of whom

were Black African (four females, two heterosexual males) with three having low

or undetectable HIV-1 load by multiple assays showing <0.5 log10 inter-assay

variation. Of the other three individuals with CD4<21%, two were Eastern

European [intravenous drug using (IVDU) males with one found to have HIV-1

RNA <400 copies/mL by two assays] and the other a pregnant female with

undetectable viral load by two assays. CD4 percentage was ‡21% in 6/17

patients whose absolute CD4 cell count ranged from 204 to 310/mm3 (mean

239.2/mm3). A CD4 percentage was not available in 2/17 patients; one being a

pregnant Black African with a CD4 cell count of 100/mm3 and <0.5 log10 varying

low or undetectable HIV-1 load by three assays and the other a White female

from the UK, deemed to have acquired HIV-1 in Zimbabwe with a CD4 cell count

of 240/mm3 and similar HIV-1 load results by three assays. Immunovirological

discordance was not seen in any of the four infected sexual contacts. No HIV

subtype data were available, although further analysis will be carried out.

Discussion: Seventeen patients fulfilled the criteria defining immunovirologi-

cal discordance, more than half of them (9/17) with a low CD4 percentage

(<21%). Identification of new cases is ongoing. Significant discrepancies

between viral load assays were not found, suggesting repeat testing using

alternative assays is of limited benefit. Analysis of these patients for potential

causative host and viral factors could identify features helpful in the clinical

management of this category of individuals.

Standard

P131
Adherence to antiretroviral therapy in pregnancy
Margaret Kingston, Claire Letham and Orla McQuillan
Manchester Royal Infirmary, Manchester, UK

Introduction: Numbers of HIV-positive pregnant women have risen in the UK

in recent years, but the introduction of routine antenatal HIV testing and

widespread use of interventions to prevent vertical transmission have reduced

the proportion of infants infected congenitally with HIV. Successful interven-

tions require high levels of adherence to antiretroviral therapy (HAART) in

pregnancy from mothers and agreement with other interventions including

mode of delivery and infant testing. We sought to audit adherence support

offered antenatally to women within our department and the patient’s

adherence with HAART, recommended mode of delivery and infant testing.

Methods: Retrospective case note audit using scanned proformas of women

receiving HIV care at our unit and delivering a child in 2004 and 2005.

Results: Of the 32 women identified, an adherence discussion was conducted

at commencement of therapy in 87% and all subsequent visits in 77%. Five

women were non-adherent with HAART and their cases are discussed, one did

not agree with mode of delivery and attendance at all three initial postnatal

tests was documented in 61% of cases.

Discussion: In general the BHIVA guidelines with regard to adherence are

followed in this cohort but further improvement is recommended. Although

numbers in this cohort are small we did attempt to evaluate factors that
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appeared to affect adherence: age, ethnicity and pre-pregnancy HIV diagnosis

do not seem to be factors but being therapy naı̈ve may be a factor and poor

adherence may predict non-attendance at infant follow-up.

P132
Partner notification in HIV clinics
Kate ChanChung, Darren Tippetts, Jane Hutchinson and Sarah Creighton
Homerton Hospital Teaching Foundation Trust, London, UK

Aims: Notification of sexual contacts of HIV-positive clients is vital to prevent

onward transmissions and identify undiagnosed cases. This is a cross-sectional

study of the outcome of partner notification in one HIV clinic

Methods: Retrospective case note review of all clients diagnosed with HIV at

one inner-city HIV clinic between 01/10/2005 and 31/12/2006.

Results: Seventeen females and 18 males [of whom five were men who have

sex with men (MSM)] were seen. 19/35 were Black African and 7/35 Black

other. Six males and 0 females tested for HIV as they were known contacts of

HIV-positive patients. Partner notification was discussed with 26/35 clients,

accepted by 13 clients and verified in 10 cases, with no significant difference

between different genders or ethnicities. One contact tested positive for HIV

and five had negative HIV tests. Safe sex was advised in 24 cases and post-

exposure prophylaxis of sexual exposure to HIV (PEPSE) in six cases.

Conclusions: Partner notification was omitted in a quarter of consultations.

One-third of patients were not advised of the need for safe sex and the majority

were not informed of PEPSE. This may mean the clinic breached its duty of care

to the contact, reduced HIV case finding and this resulted in unnecessary

transmission of HIV.

P133
Are the people prosecuted for HIV transmission in the
criminal courts representative of the UK epidemic?
Robert James, Yusef Azad and Matthew Weait
1Keele University, Stoke-on-Trent, UK, 2National AIDS Trust, London, UK

Aim/objective: To compare the cohort of people prosecuted for transmission of

HIV in the UK with the national epidemiology.

Methods: Information was collected about the 14 people who have been tried

for transmission of HIV and the 17 complainants.

Results: No one has been convicted for the intentional transmission of HIV yet;

all convictions have been for reckless transmission. The people with HIV in

these cases (complainants and defendants) have not reflected the pattern of

the epidemic in the UK. Only two of the 14 defendants were men who have sex

with men (MSM) and less than a third of the defendants originated from sub-

Saharan Africa (4/14). Although complete demographic details are unobtainable

for a number of the complainants only two out of the 17 appear to be from

sub-Saharan Africa.

Conclusion/discussion: The majority of complainants and defendants do not

correspond to the epidemiology of HIV transmissions in the UK. Most noticeable

is the over representation of heterosexuals in this cohort. More research on the

triggers for prosecution are needed but these results suggest people who have

not been targeted with sexual health education or whose peer group has not

been significantly affected by the HIV epidemic are more likely to be both

complainants and defendants.

P134
MSM (men who have sex with men) workshop 2006 in
Shenzhen, China
John Saunders1, Martin Hourihan1, Cai2, Yaswant Dass1, Donal Traynor1, Zhou Hua2,

Claudia Estcourt1 and Beng Goh1

1Barts and The London NHS Trust, London, UK, 2Shenzhen Institute of Dermato-
venereology, Shenzhen Chronic Disease Hospital, Shenzhen, Guangdong, China

Aims: The aims of this study were (i) to equip the local Shenzhen

multidisciplinary clinical team with the appropriate skills, knowledge and

attitudes needed to deliver high-quality sexual healthcare specific to the needs

of Chinese MSM and (ii) to develop training capacity within the Shenzhen team

to facilitate the development of a regional MSM service training network.

Methods: Three-day workshop funded by Barry and Martin’s Trust involving

lectures, role play and group work. Attended by delegates from Guangdong

province with a background in dermato-venereology as well as local MSM

volunteers. Teaching was given by a multidisciplinary team including a health

advisor, nurse practitioner and doctors. Topics covered included sexual history

taking, HIV risk assessment, voluntary counselling and testing, recognition and

management of key sexual health presentations in MSM, principles of safer sex

and risk reduction.

Results: The workshop was well attended and positively appraised leading to

better understanding of MSM issues. Clinicians’ current experience and

proficiency of performing VCT is variable.

Conclusion: This was an opportunity to share knowledge of best care for MSM

and to be involved in public health promotion in this vulnerable and

marginalized group in China, which is experiencing a rapid increase in HIV and

other STIs. Lessons learned will be incorporated into future workshops to be

held annually for the next 2 years.

P135
Prevalence of significant resistance mutations in naı̈ve
HIV-1-infected patients over the time period 1997–2006
H Price, R Jones, S Mandalia, M Bower and M Nelson
Department of HIV Medicine, Chelsea and Westminster Hospital, London, UK

Aim: To determine the prevalence of resistance mutations in naive patients in

our HIV cohort and to analyse the change in prevalence, if any, over time.

Methods: We used our cohort database to look at resistance mutations in

patients who had not previously been exposed to antiretroviral medications.

Using IAS (International AIDS Society) mutation figures we classified these into

groups.

Results: The Figure shows the prevalence of each group of mutations over the

time period 1997–2006. v2 for trend analysis showed that overall rates have

risen.

Discussion: Rates of significant primary resistance in patients attending our

department have risen from 13.3% in 1997 to 24.2% in 2001 (P = 0.002) and

fallen again to 13.7% in 2006 (P = 0.048).

P136
Monitoring immunosuppression among HIV-infected
adults: England, Wales and Northern Ireland, 1991–2005
Tim Chadborn, Jorgen Engmann and Valerie Delpech
Health Protection Agency, London, UK

Aim/objective: To determine the frequency of CD4 monitoring and factors that

affect this frequency.

Methods: Data from national HIV surveillance systems were used. Adults

diagnosed between 1991 and 2005 with CD4 counts measured between 1991

and 2005 were included. Severe immunosuppression was defined by a CD4

<200 cells/mm3. AIDS was defined according to the European case definition.

Results: A total of 43,384 individuals had a median of nine (IQR 4–20) CD4

counts. 38 682 (89%) individuals had more than one CD4 count and a median

time between consecutive CD4 counts of 84 days (IQR 45–112) over a median

of 2 years and 10 months. The median time between CD4 counts varied

particularly by the level of the CD4 count. CD4 counts below 100 cells/mm3

were followed up after a median of 2 months whereas CD4 counts above

349 cells/mm3 were followed up after a median of 3 months. This was similar

before and after starting antiretroviral therapy (ART). First CD4 counts were

followed relatively quickly by another measurement irrespective of the CD4

count itself. Temporary loss-to-follow-up (time between counts greater than a

year) occurred after only 1.2% of CD4 counts after starting ART but for 3.9% of

CD4 counts before ART. This percentage was higher at higher CD4 counts

before ART.

Conclusion/discussion: This analysis indicates that most individuals have their

levels of immunosuppression monitored regularly and in accordance with

guidelines. However, attendance/follow-up is not timely on some occasions

with implications for patients’ health.
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P137
Lymphogranuloma venerum: does anyone
know what it is?
Julie Fox, Sarah Fidler and Helen Ward
Imperial College, London, UK

Aim/objective: To investigate awareness of Lymphogranuloma Venerum (LGV)

among a cohort of gay men attending for regular STI screening

Methods: From July to December 2006, 66 MSM in HIV serodiscordant

relationships attending for 3-monthly STI screens and sexual behaviour

counselling were assessed for their knowledge of LGV

Results: Of 66 high-risk men, only 15 (23%) had heard of LGV, five of whom

knew someone who had had it. 56 would like to be tested and only 14 would

decline. There was no significant difference in knowledge between those who

were HIV-positive compared with those who were HIV-negative (P = 0.130).

HIV-positive
(n = 33)

HIV-negative
(n = 33)

Heard of LGV 10 (30%) 5 (15%)
Knew symptoms of LGV 8 (24%) 3 (9%)
Knows a case of LGV 3 (9%) 2 (6%)
Rectal chlamydia in preceding 3 months 1 (3%) 0
Objects to being tested 1 (3%) 1 (3%)
Would like to be tested 28 (85%) 28 (85%)

Discussion: Despite a 3-year campaign by the Department of Health to

increase awareness of LGV among MSM, those accessing sexual health services

regularly and who are at high risk for its acquisition remain ill-informed.

P138
‘Changing perspectives campaign’: working with African
faith communities in the UK to tackle HIV-related stigma
and discrimination
Georgina Caswell and Rhon Reynolds
African HIV Policy Network, London, UK

Aim/objective: The aim of the project is to engage faith and community

leaders in debates about HIV and to explore how they could tackle HIV-related

stigma and discrimination by encouraging communities to test for HIV, to

adhere to HIV treatment and to live positively within the faith setting.

Methods: Letters were sent to 177 Christian and Muslim faith and community

leaders inviting them to participate in intervention development workshops.

Three workshops were held: one with Christian faith leaders (27 participants),

another with Muslim faith leaders (14 participants), and a third interfaith

workshop (57 participants). Workshop participants were asked about their

knowledge of and attitudes to HIV transmission; HIV-related stigma and

discrimination; the benefits of HIV testing and HIV prevention methods. African

people living with HIV (PLWH) participated in all workshops by sharing their

personal experiences in faith settings and discussing the expectations they

have of their faith leaders. Data from the workshops were collated and analysed

using the basic principles of a thematic analysis.

Results: There is a general lack of knowledge amongst faith leaders and their

communities about HIV, its modes of transmission, HIV treatment and support.

Faith leaders are generally not comfortable talking about sex, as it is considered

taboo (in particular, in the context of sexuality and multiple partners). This has

led to the dissemination of inconsistent messages about HIV within

communities. Faith leaders identified a tension between faith messages and

public health messages, particularly in regards to the issue of condom use.

Additionally, complex messages around healing through faith have resulted in

some faith communities eschewing medical treatment for HIV.

Conclusion/discussion: Faith leaders felt they needed to apply the principles of

compassion and justice in responding to the HIV epidemic. Faith leaders can

work in partnership with healthcare professionals, health promotion specialists

and community-based organizations to inform their communities about HIV

prevention, treatment and care so that individuals can make their own choices.

PLWH need to describe their experiences of stigma and discrimination and work

with faith leaders to educate their communities about HIV. Faith leaders need a

resource to support them in disseminating consistent and appropriate

information about HIV prevention, treatment and care. The Department of

Health needs to recognize the important role of faith communities and to

provide funding to support work around HIV and faith.

P139
Sexual behaviour and attitudes in HIV serodiscordant
male couples
Peter Bruck, David White and Thomas Jesson
Department of Sexual Medicine, Heartlands Hospital, Birmingham, UK

Aim/objective: Improve understanding of HIV serodiscordant relationship

issues, with a view to facilitating infection prevention strategies relevant to

gay men in this situation.

Methods: Qualitative analysis of focus group of eight, followed by detailed

analysis of 20 semi-structured individual interviews with men in HIV

serodiscordant relationships.

Results: The range of relationship length at interview was 4–93 months.

Emerging themes included issues of adjustment, adaptation, interpersonal

relations, sexuality and health. Eight of 10 both agreed in their reported

condom use. Two couples had decided against using condoms for anal sex. Two

couples had a disparity in reported condom use. Six couples reported either

consistent condom use or the avoidance of unprotected anal intercourse (UAI).

However, all couples indicated that they aimed to avoid risk. Consistent UAI

was reported when there was little interpersonal conflict, significant mutual

understanding and with partners indicating that they did not include HIV in

their consideration of their own or their partner’s identity. Conversely,

consistent avoidance of UAI sex was found in couples between whom a degree

of interpersonal conflict and less mutual understanding was observed and

partners indicating that they viewed HIV as a major part of their or their

partner’s identity.

Conclusion/discussion: A desire to avoid risk of HIV infection in a

serodiscordant relationship did not necessarily translate into avoidance of

UAI. Perhaps counter intuitively, UAI appeared to occur as part of the process of

successful relationship building perhaps reflecting changes in the perceived

risks/emotional benefits of UAI. This has important implications for HIV

prevention strategies, but confirmation by further quantitative research is

required.

P140
Comparison of assays used in the serological testing
algorithm for recent HIV seroconversion (STARHS) in a
GUM clinic population
Gary Murphy1, Elaine McKinney1, Luciana Rubinstein2, David Muir2, Miranda Cowen2,

Sarah Fidler2 and John Parry1

1Health Protection Agency – Centre for Infection, London, UK, 2St Mary’s
Hospital, London, UK

Aim: To compare the ability of three assays to distinguish recent from long-

standing HIV infection.

Methods: Anti-HIV-1-positive specimens were collected from 89 newly

diagnosed individuals attending a GUM clinic and were tested using the

following STARHS assays: Vironostika ‘detuned’; Calypte BED; and AxSYM HIV

avidity. Recent infection (RI) was inferred if: detuned SOD <1.0, BED ODn <0.8

or avidity index <80% occurred.

Results: Thirty-one specimens were identified by all three assays as from an RI.

Of the three assays BED categorized the greatest proportion of infections as an

RI (48%), compared with detuned (43%) and avidity (39%). The detuned was

the only assay that did not uniquely categorize an infection as an RI. BED

identified six specimens that did not give a result consistent with RI by either of

the two other methods, while avidity identified three.

Conclusions: Although the assays for RI do show good correlation there are

differences in their sensitivities and specificities. Performance of a testing

algorithm whereby more than one test is used to determine whether infection

is recent or not may improve accuracy. Nevertheless, interpretation of the

STARHS result in the light of clinical information is vital if these assays are to

be used on an individual rather than a population basis.
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P141
Are women from high-risk ethnic minority groups more
likely to decline HIV screening?
Jane Southgate1, Anthony Stock2 and Dushyant Mital2

1University of Oxford, Oxford, UK, 2Milton Keynes General Hospital, Milton
Keynes, UK

Introduction: Anonymous screening suggested that we would diagnose three

new cases of HIV in the antenatal population over a 2-year period in Milton

Keynes, UK. On introducing HIV antibody testing, we found that the figure was

much higher with the majority of new cases of HIV (80%) coming from high-

risk groups identified simply on the basis of ethnic origin. The explanation for

this was thought to be a major change in the demographics of our population

with more than a five-fold increase in women of African origin settling in the

area. Despite achieving the target of 90% uptake of HIV screening, we were

concerned that women in this high-risk group may not be accessing healthcare

and could therefore be missing screening.

Methods: Retrospective review of pregnant women delivering in our area for

6 months. Hospital Obstetric and Microbiology databases were analysed for the

results of HIV screening and ethnic origin of the patients. All women were

offered testing for HIV using an ‘opt-out’ policy.

Results: A total of 1586 women delivered during the study period. 149 women

(9.4%) declined screening. Amongst Black African women 13/158 (8.2%)

declined screening, compared with 120/1214 (9.8%) and 15/153 (9.8%) of

White and Asian women, respectively.

Discussion: With the high uptake of HIV testing across all ethnic groups, it is

likely that the policy of offering and recommending HIV screening to all women

is being appropriately implemented. In our population, Black African women are

more likely to have undergone screening for HIV than White or Asian women,

although the differences were not statistically significant.

P142
Acne vulgaris and acne rosacea immune reconstitution
disease following highly active antiretroviral therapy
(HAART) for HIV infection: a case series
Christopher Scott, Richard Staughton, David Hawkins and David Asboe
Chelsea and Westminster Hospital, London, UK

Introduction: From our cohort, we report a five-patient case series of HIV-1-

infected individuals who developed acne vulgaris/rosacea shortly after

commencing HAART. Acne vulgaris has been reported only once as an immune

reconstitution disease. Acne rosacea has not previously been described as an

immune reconstitution disease in the literature.

Cases: (1) A 40-year-old Black African male was diagnosed with acne vulgaris

2 weeks after starting HAART. This was confirmed by histology and responded

to isotretinoin and low-dose oral prednisolone. (2) A 36-year-old Black African

female developed acne vulgaris 16 weeks after commencing HAART. Full

resolution was seen following treatment with oral minocycline. (3) A 38-year-

old White male was diagnosed with acne vulgaris 4 weeks after starting

HAART. (4) A 37-year-old Black African female developed acne vulgaris 12

weeks after HAART started with resolution from oral clarithromycin. (5) A 38-

year-old Black African female was diagnosed with acne rosacea 8 weeks after

starting HAART with clinical improvement following oral minocycline.

Conclusion: We hypothesize that because of the temporal relationship

between starting HAART in these patients and the development of acne

vulgaris and acne rosacea, they should be considered dermatological

manifestations of immune reconstitution disease.

P143
Refractory thrombocytopenia in an HIV-positive man
following structured-treatment interruption of HAART
Melanie Rosenvinge1, Mark Wansbrough-Jones2, Agnes Ronan2 and Tariq Sadiq2

1St George’s Healthcare NHS Trust, London, UK, 2St George’s, University of
London, London, UK

Aim: Thrombocytopenia is a recognized complication of HIV. We describe a

case of refractory TP following structured treatment interruption of HAART.

Methods: Case report.

Results: A 39-year-old HIV-positive man with a prosthetic aortic valve,

receiving Trizivir and efavirenz was randomly allocated to the treatment

interruption arm of the strategies for management of anti-retroviral therapy

(SMART) study in June 2005. Pre-interruption: CD4 cell count 534 x 106/L;

platelet count 126 x 109/L; VL <50 copies/mL. After 1 month, he presented

with a petechial rash and bruising: platelets 3 x 109/L; CD4 cell count

402 x 106/L; VL, 164,552 copies/mL. All radiological and immunological

investigations were normal and an infection screen was negative. Intravenous

infusion of immunoglobulin (IVIG) was given, Trizivir/efavirenz restarted, and

the patient discontinued the treatment interruption arm of the study.

Immediate response of platelet count was moderate (57 x 109/L) but by

2 weeks had fallen to 19 x 109/L, remaining around 10–20 x 109/L for at least

18 months. This despite full virological suppression, good CD4 cell count, four

further courses of IVIG, three courses of prednisolone, two courses of Anti-D,

and a trial of the anti-CD20 monoclonal antibody, Rituximab. Despite being

anti-coagulated the patient suffers no bleeding diathesis. Management

continues to be conservative with splenectomy or other immunosuppressants

not being considered at present.

Discussion: Thrombocytopenia is an adverse event following treatment

interruption with reported cases usually responding to re-introduction of

HAART. This case highlights the potential irreversible and complex con-

sequences of treatment interruption. Modern management of thrombocytope-

nia will be discussed.

P144
Thalidomide in the treatment of refractory tuberculous
meningitis in an HIV-infected South African man
Anna Last, Kate Grimwade and Andrew Woodhouse
Birmingham Heartlands Hospital, Birmingham, West Midlands, UK

A 33-year-old South African male presented with acute confusion and chronic

headache. A CT brain scan showed cerebral oedema. Following a positive HIV

test he was started on treatment to cover bacterial, fungal and tuberculous

meningitis in addition to corticosteroids. Within 48 h it was safe to perform a

lumbar puncture. Findings were consistent with tuberculous meningitis. This

was confirmed by positive polymerase chain reaction for Mycobacterium
tuberculosis. Despite initial improvement on anti-tuberculous treatment and

steroids, on attempted weaning of steroids he deteriorated. Additionally, whilst

on high-dose steroids, he developed focal neurological signs including a right

hemiparesis. MRI showed increasing cerebral oedema with extensive meningeal

enhancement and multiple cerebral tuberculomata. In an attempt to arrest

progressive neurological deterioration oral thalidomide was started. This led to

consistent clinical improvement with resolution of neurological signs and

improved cognitive function. It became possible to reduce and stop steroid

treatment. Subsequent MRIs demonstrated resolution of oedema and

meningeal enhancement with reduction in size of tuberculomata. The use of

the immunomodulatory effects of thalidomide in complicated refractory

tuberculous meningitis has been described in a limited number of cases in

the literature. This is the first case report in the UK illustrating the role of

thalidomide in patients with dual HIV and tuberculous infection complicated by

immune reconstitution.

P145
An unusual late complication of Mycobacterium
tuberculosis in an HIV-infected adult
Maximillian Habibi, Shema Tariq, Celia Skinner and Guy Baily
Barts and The London NHS Trust, London, UK

Syringomyelia is a rare but recognized sequela of both tuberculous meningitis

(TBM) and spinal tuberculoma. It can manifest as an acute or late complication,

despite successful antimicrobial therapy. We report the case of a 41-year-old

HIV-positive man who presented with a 6-week history of back pain and

increasing leg weakness. He had a history of TBM and extramedullary

tuberculous abscess in the region of T2–T10 16 months prior to this admission.

His original isolate was a fully sensitive Mycobacterium tuberculosis and he

made a marked improvement with standard quadruple therapy and neuro-

surgical decompression. On readmission he had reduced power to grade 3/5 in

the hips and knees, absent knee reflexes, normal ankle reflexes, and a bilateral

foot drop. MRI scans revealed a syrinx extending from C5 to T12 vertebral

levels. His weakness progressed and he developed a painful sensory

radiculomyelopathy of T1–L1. A thoracic syringo-subdural shunt was inserted,

with a resultant improvement in his sensory symptoms. His motor symptoms

remained unchanged and he was discharged to neuro-rehabillitation.

Syringomyelia is thus a rare but important late complication of tuberculosis

in or around the spinal cord that must be considered when there is unexplained

neurological deterioration. Options for effective treatment remain very limited.
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P146
A case of cutaneous polyarteritis nodosa-like syndrome
responding to highly active antiretroviral therapy
(HAART)
Vivian Tang, Joey E Lai-Cheong, Helen du Pe Menage and Charles Mazhude
University Hospital Lewisham, London, UK

A 42-year-old HIV-positive female presented with a 2-week history of multiple

tender erythematous papulonodules, first appearing on the shins and

progressing onto the calves up to the mid-upper thighs. The lesions were

persistent and were associated with general malaise and lethargy. Lesional skin

biopsy showed a focal and segmental vasculitis involving a medium-sized

arteriole. Renal function, viral serology and autoimmune profile were normal or

negative. HIV surrogate markers showed a CD4 cell count of 113/ll and a viral

load of 600,000 copies/ll. Toxoplasma, syphilis and cryoglobulin screens were

negative. Collectively, the persistence of her cutaneous symptoms, presence of

medium-sized blood vessel vasculitis and absence of any known trigger for

polyarteritis nodosa (PAN) suggested a diagnosis of PAN-like syndrome

associated with HIV. Despite intensive topical treatment, the cutaneous lesions

rapidly progressed. She was then commenced on HAART (emtricitabine,

tenofovir, lopinavir and ritonavir), which resulted in complete resolution of her

skin lesions within 4 weeks of treatment. This was also associated with a

concomitant improvement in her HIV surrogate markers (CD4 173; viral load

772). PAN-like syndrome is an uncommon HIV-associated vasculopathy distinct

from classical PAN that is characterized by symptomatic waxing and waning

and significant renal involvement. In summary, we have described for the first

time the beneficial effect of HAART in the treatment of cutaneous PAN-like

syndrome in an HIV-positive patient. The association between the suppression

of HIV replication and the improvement in cutaneous symptoms, together with

the negative investigations for other aetiological agents suggests direct

involvement of HIV as the cause of the vasculitis.

P147
Urolithiasis in an HIV-infected patient: a link with
atazanavir?
Susannah Danino, Kathir Yoganathan, Paul Jones and Timothy Banner
Swansea NHS Trust, Swansea, UK

Nephrolithiasis is a well-known complication of indinavir treatment. The

summary of product characteristics for atazanavir lists nephrolithiasis as an

uncommon undesirable effect on atazanavir. We describe the case of a 50-

year-old White man with HIV infection, who presented with symptoms of

ureteric colic. His antiretroviral treatment consisted of tenofovir, emitricitabine

and ritonavir-boosted atazanavir. This was withdrawn following his admission.

Investigation (CT scan and IVU) showed mild right hydronephrosis and delayed

excretion through the right ureter. Plasma levels of calcium and urate were

normal. Ureterorenoscopy confirmed two stones, retrieval was not possible and

a ureteric stent was inserted. Subsequent admission for ureteroscopic removal

of calculus showed no distinct stone, in keeping with the patient’s history of

having passed calculi. Particulate matter was retrieved for analysis, the stent

was removed. To our knowledge there have been only three published case

reports of nephrolithiasis in patients receiving atazanavir. These describe

analysis of calculi by infrared spectrophotometry. This was not possible in our

case. Our concern of a link between this patient’s proven renal calculi and his

atazanavir was sufficient to switch his antiretroviral therapy. He is now on

tenofovir, emtricitabine and lopinavir/ritonavir and remains well.

P148
Acute motor axonal neuropathy in an HIV-infected adult
Deena El-Shirbiny, Shema Tariq and Maurice Murphy
Barts and The London NHS Trust, London, UK

The classical demyelinating form of Guillain–Barré syndrome (GBS) has been

frequently reported in HIV. However, there are few documented cases of rare

axonal forms of GBS in HIV. We report the case of a 34-year-old South African

woman who presented with one such variant: acute motor axonal neuropathy

(AMAN). The patient presented with a 3-month history of right facial nerve

palsy and evolving right-sided weakness, predominating in the right wrist and

extensors in the lower limbs. On admission she was diagnosed with HIV-1

infection with a nadir CD4 = 116 cells/mm3. Lumbar puncture yielded an

acellular sample with a raised protein (900 mg/l). MRI brain demonstrated an

area of high signal in the subcortical region of the left frontal lobe, with diffuse

enhancement of the entire cauda equina on MRI spine. Electrophysiological

studies (EPS) revealed generalized reduction in the amplitudes of compound

muscle action potentials, implying an axonal process with no evidence of

demyelination. Other investigations, including those for porphyria, lead

poisoning, autoimmune disease and paraneoplastic syndrome, were all

negative. These findings were consistent with AMAN and the patient was

commenced on a 5-day course of intravenous immunoglobulin (IVIg), with

minimal improvement in her neurological status. AMAN is a rare form of GBS

that can present in the setting of HIV and should be considered in patients

presenting with peripheral neurological symptoms. It is associated with a slow

recovery and there is some evidence to suggest that IVIg may be beneficial.

P149
A case of collapsing CD4 cell count
Meg Boothby and Anjum Tariq
Department of GU Medicine, The Royal Wolverhampton Hospitals NHS Trust,
Wolverhampton, UK

The expected response to highly active antiretroviral therapy (HAART) is a rapid

decline in the HIV viral load followed by an increase in the CD4 cell count. In

this case the expected response was followed by a precipitous drop in CD4 cell

count despite the maintenance of optimal virological control. Miss DM is a 28-

year-old from Malawi who was diagnosed HIV-positive in 2003. Baseline

testing showed a CD4 count 360 cells/mm3, viral load 570,000 copies/mL and

Hb 8.8 (MCV 68.4), investigations for causes of anaemia including bone marrow

aspiration were unremarkable. Over the following 3 months her CD4 cell count

declined to 230 and she developed features consistent with early HIV

nephropathy although renal function was preserved. In view of this she was

commenced on HAART with the combination of didanosine 400 mg od,

lamivudine 300 mg od and efavirenz 600 mg od. Three months after starting

treatment the CD4 cell count increased to 340 and viral load became

undetectable at <50 copies/mL. Six months after initiation of therapy the CD4

cell count was reported as 0, despite the viral load remaining fully suppressed

and the patient remaining well. This result was confirmed both on a second

sample and by a second laboratory. This case illustrates an isolated CD4

lymphocytopenia for which there is a wide differential, however despite

investigation no cause has been identified. The patient remains clinically well

with an undetectable viral load 2.5 years following her precipitous drop in CD4

count. There is no evidence of significant CD4 recovery and there remains no

explanation as to why these events have occurred.

P150
HIV seroconversion in a patient receiving cyclosporin: a
case report and literature review
Julie Fox, Scott Mullaney and Sarah Fidler
Imperial College, London, UK

Objective: To determine if pre-treatment with immunosuppressive agents prior

to HIV infection influences disease outcome in a rare case report.

Background: The level of T-cell activation has been shown to correlate with

long-term HIV disease outcome. Limiting the massive T-cell activation

accompanying primary HIV infection (PHI) has been demonstrated to preserve

CD4 T-cell numbers and function. It would be logical therefore to assume that

treatment with an immunosuppressive agent prior to PHI could limit both

seroconversion illness by reducing maximal plasma viral load and enhance

long-term clinical outcome.

Case presentation: A 34-year-old gay man presented acutely unwell with a 1-

week history of malaise, dysphagia, night sweats and 4-kg weight loss. He had

been taking cyclosporin for 4 years for the management of psoriasis but had

stopped it on day 3 of his illness. Initial investigations confirmed acute HIV

infection (antibody negative HIV DNA PCR-positive) Sexual history revealed

that he had a HIV-positive regular partner of 6 years (pVL <50) and they had

had unprotected anal sex (USI) throughout their relationship. In the preceding

10 years he had on average USI with five casual male partners per month. HIV

pVL >500,000 copies/mL, CD4 T cell count 240 cells/mL, oesophageal

candidiasis, CCR5 delta 32 wild type. Diagnosed with primary HIV infection

presenting with an AIDS-defining illness and psoriasis.

Discussion: We describe a case whereby exposure to cyclosporin A prior to

HIV-1 infection, failed to reduce acute viraemia, and was associated with

severe seroconversion syndrome and profound immunosuppression.
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P151
Immune reconstitution syndrome: acute hepatitis B in a
core-only positive HIV-infected individual
Simeon Metallidis, Kasha Singh, Anton Pozniak and Mark Nelson
Chelsea and Westminster NHS Foundation Trust, London, UK

Aim/objective: To describe acute hepatitis with commencement of antire-

troviral therapy due to reactivation of hepatitis B in an HIV-infected patient

with hepatitis B core antibody (anti-HBc) as the only serological marker.

Methods: The history was reviewed and additional hepatitis B serology and

DNA performed on stored specimens.

Results: This 37-year-old man was diagnosed with HIV infection in 1993.

Blood tests for hepatitis B showed anti-HBc positive, surface antigen (HBsAg)

negative and surface antibody negative since 1992. In 2003, CD4+ count had

fallen to 64 cells/mm3 (15%) and HIV RNA was >500 000 copies/mL. ALT was

stable at 46 U/l (0–37) and the patient was clinically well. Highly active

antiretroviral therapy (HAART) was initiated with zidovudine (ZDV), lamivudine

(LMV), lopinavir and ritonavir (boosting dose). 12 days after starting HAART the

patient was admitted with malaise, fatigue, jaundice and nausea. CD4+ count

was 152 cells/mm3 and HIV RNA 10 049 copies/mL. ALT was 465 U/l (0–37).

Liver ultrasound was normal. Repeat hepatitis serology showed HBsAg positive

and e antigen positive. HBV DNA was 12 x 106 copies/mL. All medications

including antiretrovirals were stopped. Treatment for HIV/HBV was restarted

6 weeks later with LMV, tenofovir, ZDV and abacavir when ALT had decreased

to 208 U/l (0–37). ALT continued to decrease and returned to normal within

3 months.

Conclusion/discussion: Flares of hepatitis B have been described as part of

IRIS syndrome in co-infected patients. HIV-infected patients frequently present

anti-HBc alone and HIV infection may increase the risk of occult infection. We

present for the first time, a case of reactivation of hepatitis B in an anti-HBc

alone, HIV-infected patient starting HAART.

P152
HAART-induced immune reconstitution can unmask
latent undiagnosed histoplasmosis
Humayun Ayub and Charles Mazhude
University Hospital Lewisham, London, UK

Highly active antiretroviral therapy (HAART) -induced immune reconstitution

can unmask undiagnosed opportunistic infections such as histoplasmosis.

Case report: A 42-year-old West African male presented with advanced HIV

disease: CD4 count 8 cells/ll, viral load 601,836 copies (log 5.8), fever,

splenomegaly and nodular skin lesions thought to be molluscum contagiosum.

Screening for common opportunistic infections including TB was negative and

the patient was commenced on HAART with Kivexa and lopinavir/ritonavir.

Within 7 weeks HIV viral load had reduced to 58 copies/mL and CD4 had risen

to 104 cells/ll and the skin lesions showed modest improvement. Ten weeks

post commencement of HAART, the patient presented as an emergency

admission with acute severe respiratory distress, fever, massive lymphadeno-

pathy and hepatosplenomegaly and extensive breakdown of the skin lesions.

Tracheostomy was considered as part of acute airways management, however

the patient responded well to steroids and nebulized adrenaline. Fine needle

aspiration of cervical lymph node confirmed a diagnosis of disseminated

histoplasmosis. After 48 h of amphotericin therapy the condition had improved

significantly. He continues to improve on itraconazole maintenance therapy

and HAART.

Conclusion: Disseminated histoplasmosis remains an uncommonly diagnosed

AIDS-defining illness in the UK. The condition causes high morbidity and can be

rapidly fatal. This case highlights the need to consider the diagnosis early in the

differential diagnosis in patients from endemic areas. The case further confirms

the observation in previous studies that initiation of HAART and the subsequent

immune reconstitution may reveal undiagnosed latent disseminated histoplas-

mosis.

P153
Unusual clinical findings, and delayed presentation, of a
case of fatal pulmonary Kaposi’s sarcoma
Christopher Wood, Rebecca Adlington, Muhammad Esakji, Rudi Borgstein, Achim

Schwenk and Jonathan Ainsworth
North Middlesex University Hospital, London, UK

Objectives: We present a case of an unusual presentation of pulmonary

Kaposi’s sarcoma (PKS), in a young Angolan woman, without evidence of skin or

other organ involvement. The initial radiological features were those of an

interstitial lung disease.

Methods: We reviewed the clinical notes of the patient and undertook a

literature review of the radiological features of KS in the lungs.

Results: The patient presented to emergency services with a 6-week history of

cough and breathlessness. She was treated empirically for community-acquired

pneumonia for 1 week with intravenous antibiotics. It is of note that microbial

cultures were negative and no agents were active against Pneumocystis (PCP).

Her symptoms largely resolved. A pulmonary CT scan at discharge showed

bilateral, symmetrical changes consistent with interstitial lung disease. She

declined an HIV test at this time and was lost to follow-up. She then re-

presented to outpatients 6 months later with a continued history of cough and

breathlessness. Her chest X-ray was grossly abnormal. Bronchoscopy did not

show any endo-bronchial lesions and the bronchio-alveolar lavage was

negative for PCP and Mycobacteria. A CT scan of her lungs now showed

evidence of extensive interstitial and nodular lung disease. She was treated

with co-trimoxazole for 4 weeks and TB therapy for 3 weeks. An HIV test was

positive and her CD4 count was 60 cells/mm3. PKS was suspected early on but

she became too unwell for an open lung biopsy, her respiratory failure rapidly

worsened and she died. Autopsy showed severe PKS; a small gastric KS lesion,

no evidence of KS elsewhere, and no co-existing pathology.

Conclusion: Presentation of KS exclusively in the lungs is recognized. We

suggest that her initial presentation was with pulmonary KS manifesting as an

interstitial pneumonia.

P154
Disseminated gonococcal infection (DGI) in an
HIV-positive patient diagnosed by nucleic acid
amplification testing (NAAT) from a skin lesion swab
Phillip Read1, Rachel Abbott2, Alison Mears1, John White1 and Barry Peters1

1Department of GUM, Guy’s and St Thomas’ NHS Foundation Trust, London, UK,
2St John’s Institute of Dermatology, Guy’s and St Thomas’ NHS Foundation
Trust, London, UK

Case report: A 33—year-old homosexual man presented in October 2006 with a

3-day history of fever, arthralgia and rash. He had been HIV-positive since 2000

and receiving HAART since 2002, currently emtricitabine/tenofovir and

nevirapine. His CD4 count was 567 cells/mm3 and HIV viral load <50 copies/

mL. He also received thalidomide prescribed for recurrent oral ulceration and

had no other significant history of illness or sexually transmitted infections.

Examination revealed six tender, necrotic, erythematous, papules on both

wrists, the right ankle and the dorsum of the left hand, as well as clinical

tenosynovitis of the right Achilles tendon. C-reactive protein was measured at

170, and microscopy of urine showed red cell casts. He reported protected

receptive anal sex with a casual male partner (CMP) 10 days previously, and

unprotected receptive and insertive oral sex with another CMP 14 days

previously. Standard blood cultures, skin biopsy and full sexual health screen

were performed using both gonorrhoea-specific culture media and strand

displacement amplification (SDA) from the throat, urethra, rectum and skin

lesions. Gonorrhoea SDA was positive from the skin lesion. Standard tests and

skin biopsy, however, did not yield positive results. Identification of

gonorrhoea-specific DNA was verified using in-house amplification of the

porA pseudogene.

Discussion: We believe this is the first report of DGI diagnosed using NAAT

taken directly from the skin lesion. DGI is a rare condition and culture of lesions

confirms the diagnosis in only 10% of patients. With high sensitivity and

improving specificity, NAAT testing of the skin lesion should be considered by

physicians as an additional means of confirming the clinical suspicion of DGI.
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P155
A case of pruritic urticarial papules and plaques of
pregnancy (PUPP)
Rachael Jones, Waheed Khan, Zoe Penn, Weng Chan and David Hawkins
Chelsea and Westminster NHS Trust, London, UK

The antenatal (AN) care of women living with HIV can be complex, requiring

input from all members of the MDT. We present the case of a woman affected

by PUPP. A 35-year-old, Ethiopian woman was referred to the AN clinic at 16/

40. She had no previous HIV-related illness, and was antiretroviral-naı̈ve with a

CD4 count of 540 cells/mm3 and viral load of 244 copies/mL. A pregnancy

9 years earlier had been uncomplicated. Possible antiretroviral options were

discussed and the patient opted for a triple combination of Combivir/

saquinavir/ritonavir, prescribed at 27/40. She re-presented at 31/40 with a

severe itchy rash affecting her trunk, groin and thigh areas. On examination,

diffuse urticarial rash affecting the majority of her skin surface was seen. There

was no mucosal involvement. Biopsy revealed acanthosis of the epidermis and a

perivascular infiltrate of lymphocytes, mast cells and eosinophils of the dermis,

consistent with a diagnosis of PUPP. Initial concerns regarding an immune

reconstitution syndrome were assuaged on finding that she had deferred

commencing antiretroviral therapy of her own volition. She was prescribed

antihistamines, elocon and dermol for symptomatic relief. At 33/40, she

commenced antiretroviral therapy and delivered by elective Caesarean section

at 39/40, with VL<50. Within 4 weeks of delivery, the rash had resolved.

Conclusion: PUPP is the most commonly diagnosed pruritic dermatosis of

pregnancy, although its aetiology remains unknown. Topical treatment with

steroids and emollients provides relief and the condition tends to improve

postnatally. As HIV physicians we frequently assume that conditions occurring

in our patients are HIV related, forgetting that they are equally likely to be

affected by disease found in the HIV-negative population.

P156
Acute psychiatric events associated with atazanavir
David Ladenheim1, Kimberley Forbes1, Celia Skinner1 and Jane Deayton2

1Barts and The London NHS Trust, London, UK, 2Barts and The London, Queen
Mary University of London, London, UK

Aim: To describe a previously unreported side effect of atazanavir (ATZ): the

development of acute psychiatric events.

Results: Three White male patients developed psychiatric adverse events after

receiving boosted ATZ (300 mg od with ritonavir 100 mg od) as part of an

antiretroviral regimen. All had advanced HIV (baseline CD4 2–119) and none

had a significant previous psychiatric history. Case 1: a 44-year old developed

acute hypomania after 6 months. He was treated with anti-psychotic

medication but his symptoms worsened until the ATZ was discontinued

4 months later. Case 2: a 26-year-old who developed an acute psychosis after

1 month. Case 3: a 46-year-old with increasingly severe mania after 11 months

of ATZ. In cases 2 and 3, ATZ was switched soon after the onset of psychiatric

symptoms. In all cases the symptoms resolved within days of discontinuation of

ATZ and have not recurred to date.

Conclusion: This small case series suggests a link between the onset of rapidly

reversible psychiatric symptoms and the receipt of ATZ. Resolution of symptoms

occurred soon after discontinuation of ATZ with no recurrences on an

alternative antiretroviral regimen. This effect does not seem to be predictable in

that cases mostly occurred in the absence of a psychiatric history or use of

other agents (including recreational drugs and alcohol) that may have been

causative. All cases were receiving boosted ATZ, so this may be a dose-related

effect, but there are no data to confirm this. The development of

neuropsychiatric symptoms seems to be a rare event associated with the

receipt of boosted ATZ. We suggest that early switch away from ATZ be

considered in the event of changes in behaviour or mood.

Poster Abstracts 47

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 10–47



Author index

Abbott, R. P154
Aboud, M. O30, P10, P79
Adams, K. P50
Adjei, W. O3
Adler, M. P61
Adlington, R. P153
Ainsworth, J. P38, P48, P153
Aldam, D. P16
Ali, R. P31
Allason-Jones, E. O22
Alvi, A. P106
Amarasinghe, K. P85
Amenyah, R. P5
Anderson, J. O17, P8, P48, P121,

P122, P125, P126
Anderson, M. O8
Andrady, U. P130
Andrews, S. O14
Antinori, A. P3
Armitage, K. P70
Arthur, G. O17, P8
Asboe, D. P49, P88, P142
Atkins, M. O8
Autran, B. P36
Awosusi, O. P23
Ayub, H. P152
Azad, Y. P48, P55, P133
Azmi, S. P63
Azwa, A. O8

Babu, C. P63
Back, D. O19
Baily, G. P145
Baker, L. P107
Balachandran, T. P127
Ball, C. P30
Bandi, S. P18
Banner, T. P147
Barber, T. P83, P120
Barlow, G. P50
Barton, S. P74, P75
Bashford, OJ. P28
Beadles, W. P25
Beardsell, H. O25, P101
Beck, E. P108
Bedu-Addo, G. O3, P5
Bekker, LG. O11
Bell, DJ. P6
Benn, P. P53, P60, P129
Bhagani, S. O9, P103, P110
Bicanic, T. O11
Bignell, C. P69
Billing, N. P88
Boffito, M. O19, P2
Boothby, M. P149
Booth, C. P124
Borgstein, R. P153
Bower, M. P4, P9, P21, P42,

P101, P135
Boyle, C. P82
Breen, R. P110, P111
Brejt, N. P100
Brettle, R. P108
Brouth, G. P60
Brown, S. P74
Bruck, P. P139
Bruton, J. P49
Bryant, V. O13
Bukutu, C. P122, P125
Burns, S. P25
Burton, C. O21, P33, P35, P36,

P37, P39, P41, P44

Cai P134
Campbell, L. O27, O28, P77
Capstick, S. P51
Carosi, G. O16, P3
Casari, S. O16
Castagna, A. P3
Castro-Sanchez, E. P53
Caswell, G. P138
Caswell, R. P77
Catalan, J. P75
Chadborn, T. O13, O26, P55,

P136
Chadwick, D. O3, P5
Chalmers, E. P106
ChanChung, K. P132
Chan, K. P31
Chan, W. P155
Charalambous, S. P26
Charlett, A. O7
Cheng, A. P1, P85a
Chen, S. P1, P85a
Childs, K. P30
Chittigadu, R. P26
Churchill, D. P11, P27, P76, P80,

P86, P91
Churchyard, G. P26
Cicconi, P. P3
Clark, SA. P40
Collini, P. P5
Collister, C. P81
Connan, M. P127
Connolly, JO. P73
Conway, D. P67
Cooke, G. P72
Copas, A. O22, P16, P129
Cordere, G. P123
Corlett, N. P31
Cornforth, D. P16
Cowen, M. P120, P140
Cranage, A. P33, P39
Creighton, S. P52, P132
Crooks, L. P67
Cropley, I. O12, P110
Cross, R. P17
Cunningham, L. P126

Daniel, J. P54, P59, P81
Danino, S. P147
d’Arminio Monforte, A. P3
Dass, Y. P134
Dauer, B. O18
Davidson, I. O25
Davies, C.L.N. P73
Davis, P. P95
Dean, G. O20, P76, P109
Deayton, J. P95, P156
Delpech, V. O13, O26, P55,

P136
De Ruiter, A. P17, P85a, P121
Dervisevic, S. P121
De Silva, S. P60
De Silva, T. P130
De Silvestri, A. O16
Dharmarajah, D. P95
Dickinson, L. O19
Dimian, C. O30, P10, P79
Di Pietro, M. O16
Donati, M. P130
Duda, A. P117
Dufty, N. O24
Duncan, A. O30, P10, P79
Duncan, C. P29, P112

Dunn, D. O2, P118
du Pe Menage, H. P146

Easterbrook, P. O26, O27, O28, P77
Edwards, S. O17, O22, P8, P53,

P60, P73, P129
Eisenhut, M. P127
Elford, J. P122, P125
Elgalib, A. O30, P10, P79
El-Shirbiny, D. P148
Elston, J. P50
Enejosa, J. P1, P85a
Engmann, J. P136
Esakji, M. P153
Estcourt, C. P134
Eziefula, A. P27

Fakoya, A. P23
Farnworth, S. P49
Faruna, T. P114, P116
Fearnhill, E. O2
Fernandez, T. O9, P103
Fernando, I. P28, P115
Fidler, S. P105, P117, P120,

P137, P140, P150
Fielding, K. P26
Field, V. P47
Fisher, M. O20, P8, P11, P24,

P27, P76, P85a, P86,
P87, P91, P100, P101,
P108, P109, P129

Fletcher, C. O19, P2
Forbes, K. P90, P92, P126,

P156
Foster, C. P46
Fowler, J. P68
Fox, J. P105, P117, P120,

P137, P150

Gallagher, D. P82
Garcia-Diaz, A.M. P124
Garvey, L. P72
Gatti, F. O16
Gazzard, B. O10, O15, O19, O21,

O23, O25, O29, P2,
P4, P9, P21, P32, P33,
P34, P35, P37, P39,
P40, P41, P42, P43,
P44, P88, P108

Gellissen, R. P54, P59
George, B. P60
Geretti, A.M. O12, P38, P124
Gerver, S. O26
Gibbons, S. P14
Gilbert, R. P22
Gilleece, Y. P27, P76, P87, P91,

P101
Giraudon, I. O7
Goh, B. P134
Goldberg, D. P123
Goldin, R. P72
Gompels, M. P108
Goodall, L. P56
Goodall, R. P36
Goodier, M. P34, P42, P43
Gotch, F. O10, O21, P32, P33,

P34, P35, P36, P37,
P39, P40, P41, P42,
P43, P44

Gottstein, R. P31
Govender, N. P26
Grant, A. P26

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 48–50

48 Author Index



Green, H. O2, P118
Greenhough, D. P66
Greenway, D. P65
Grimwade, K. O24, P144

Habibi, M. P145
Hagan, R. P82
Hainsworth, E. P38
Hall, A.M. P73
Hall, V. P59
Hamill, M. O22
Hamlyn, E. P30, P128
Hardie, J. P126
Harding, R. O17, P8
Hardweir, V. P11
Hardy, G. P38
Hargreaves, S. P48
Harman, C. P61
Harrison, T. O11
Harris, S. P31
Harte, D. O22
Hawkins, D. P121, P142, P155
Hawkins, S. P30
Hayes, M. O11
Heawood, A. P45
Hemmett, L. P15
Henderson, D. P40
Hendry, B. O27, O28, P77
Herath, D. O19
Herman, S. P78
Hill, A. P15
Hill, S. P54, P59
Hills, E. P64
Hitchman, F. P90, P92, P97
Hoetelmans, R. P2
Holt, D. O14
Hourihan, M. P58, P134
Hua, Z. P134
Hughes, A. P80
Hull, E. P11, P86
Hutchinson, J. P132

Ibrahim, F. P122, P125
Imami, N. O10, O21, P32, P33,

P35, P36, P37, P39,
P41, P44

Ion, L. P74
Iwuji, C. P86

Jackson, A. O29, P2
James, R. P133
Jamshidi, Y. O14
Jandhyala, R. P74
Jesson, T. P139
John, L. O23
Johnson, M. O9, O12, O17, O18,

P7, P8, P38, P70,
P103, P124

Jones, G. P62
Jones, P. P147
Jones, R. P4, P9, P135, P155
Jones, V. O22
Jungmann, E. O6, P121

Kambugu, A. O23
Kapitao, Y. P6
Karayiannis, P. P102
Kavouni, A. P74, P75
Kawsar, M. P127
Kaye, S. P117
Kegg, S. P94
Kelleher, P. P40
Kellerher, A. P36
Kennedy, D. P106
Khan, H. P31

Khan, W. P155
Kinghorn, G. P78, P108
Kingston, M. P31, P131
Kirkpatrick, E. P53
Koch, O. P60
Kon, OM. P104
Kothari, B. O30
Kudesia, G. P130
Kulasegaram, R. O30, P10, P79
Kumawat, D.C. P89

Ladenheim, D. P12, P13, P156
Ladisa, N. O16
LaGrange, L. P26
Lai-Cheong, J.E. P146
Lalloo, D.G. P6
Lambert, J. P82
Lampe, F. O17, O18, O30, P8,

P10, P79
Lapadula, G. O16, P3
Larbalestier, N. O30, P10, P79
Last, A. P144
Lawson, E. P76, P91
Leake Date, H. O17, P8, P11, P27
Lechelt, M. P11
Leen, C. O1, P29, P56, P112
Lee, V. P63
Leonard, O. P110
Letham, C. P131
Lewis, J. P26
Lilaonitkul, M. P17
Lindsay, J. P34
Lipman, M. P110, P111
Logan, L. O4, P119
Lo, G. O29
Lomax, N. P126
Longwill, S. P52, P121
Lowbury, R. P61
Lowe, G. P106
Low, E. O8, P9, P49
Low, N. P45
Loyse, A. O11
Lyall, H. P121
Lyons, F. P17

Mackie, N. P68, P81, P83, P84
Madge, S. P7
Maggiolo, F. O16
Maguire, H. O7
Main, J. P72, P102
Malloy, J. P53
Mandalia, S. O15, O23, P3, P108,

P135
Marett, B. P81, P83
Masters, J. O5
Mathur, A. P89
Mayhead, P. P100
Mazhude, C. P107, P146, P152
McCarron, B. P108
McCathie, R. P69
McClure, M. P102, P105, P117
McDonald, S. P46
Mckeown, D. O14
Mckie, L. P100
Mckinney, E. P140
McMillan, A. P28
McMillan, Alexander. P113
McMillan, Annabell. P29
McQuillan, O. P31, P71, P131
Meadway, J. P64
Mears, A. P17, P154
Meintjes, G. O11
Mela, C. O21, P34, P42, P43
Metallidis, S. P151
Meya, D. O23

Migliorino, G. O16
Miles, K. P53, P60
Miller, R. O22
Minoli, L. O16
Miralles, D. P2
Mital, D. P141
Mitchell, H. P70
Molton, J. O12
Montgomery, H. P70
Moreton, M. O14
Moses, S.E. P130
Moss, P. P50
Moyle, G. O15, O19, O29, P2,

P33
Muir, D. P102, P105, P120,

P140
Mullaney, S. P105, P150
Mulumba, M. P64
Murphy, C. P31, P57
Murphy, G. O20, P109, P120,

P140
Murphy, M. P148
Murray, M. P62
Mussini, C. P3
Myers, J. P88

Nabankema, M. O23
Nambiar, K. O20, P109, P129
Nastouli, E. P102, P105
Nathavitharana, R. P4, P88
Nayagam, D. P30
Ncube, F. O4, O7, P119
Ndorro, M. O14
Nebbia, G. O12
Nelson, M. O8, O10, O19, O21,

O23, O25, P2, P4, P9,
P21, P22, P35, P40,
P41, P44, P98, P101,
P135, P151

Nixon, E. P129
Nixon, I. P31
Norwood, S. O17, P8

Obeng-Baah, J. P5
Obiorah, I. P14, P104
Oburu, J. P51
O’Cofaigh, E. P96
O’Keefe, C. P51
Okoli, C. P12, P13, P97
Ong, J. P53
Onwuliri, F. P114
Onyeka, P. P114, P116
Orkin, C. P12, P13
Osuocha, C. P116
Owuor, W. P51

Pakianathan, M. P20
Palmer, H. P115
Panayiotakopoulos, G. O30, P79
Pantaleo, G. P36
Pao, D. O20, P109
Parry, J. O4, O5, O20, P109,

P119, P120, P140
Patel, A. P111
Patel, N. O29
Peake, T. P60
Pell, C. P67
Pellegrino, P. P16
Penn, Z. P155
Perez, K. P71
Perrin, F. P110
Perry, N. P76
Peters, B. O30, P10, P79, P154
Pezzoli, C. O16
Phillips, A. O1, O18, P7, P38

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 48–50

Author Index 49



Phillips, D. P17, P20
Phohleli, D. P26
Pillay, D. O20, O5, P121, P130
Pires, A. O21
Piyadigamage, A. P78
Poli, G. P36
Pomeroy, L. O30, P10, P79
Portsmouth, S. P46, P54, P59, P81,

P83
Post, F. O27, O28, P77
Poulton, M. P128, P130
Power, L. P47, P65
Pozniak, A. O10, O19, P1, P2, P3,

P84, P108, P151
Price, H. P88, P135

Qazi, N. P32
Quin, J. P80
Quinn, TC. O23
Quiros-Roldan, E. O16

Rackstraw, S. P90, P92, P97
Radhakrishnan, S. P70
Rae, H. P112
Rajasekaran, S. P93
Ramachandran, A. P31
Ramaswamy, M. P38
Randell, P. O15, P21
Ratcliffe, L. P31
Ravindranathan, G. P85
Read, P. P154
Rebaudeng, S. P128
Rebe, K. O11
Reddy, S. P57
Reeves, I. O20, P24, P86
Reynolds, R. P138
Reynolds, SJ. O23
Rice, C. P31
Richardson, C. P11
Richardson, D. P76, P100
Robertson, P. P106
Rodger, A. O9, P103
Rodgers, M. P17
Roedling, S. O6, P129
Roe, J. O27
Ronan, A. P143
Rosenvinge, M. P143
Rosignoli, G. P33, P37, P39
Roughton, M. P104
Rubinstein, L. P120, P140
Ruf, M. O7
Russell, M. P69

Sabin, C. O1, P7, P100
Sadiq, T. O14, P143
Sage, B. P111
Sahu, S. P85
Salisbury, C. P45
Samarawickrama, A. P27, P129
Samri, A. P36
Sarner, L. P121, P126
Sathia, L. P14
Saunders, J. P134
Schutz, M. P19
Schwab, U. O3, P5
Schwenk, A. P153
Scott, C. O8, P9, P142

Scott, D. P95
Scott, K. P31
Scourfield, A. P4
Seaton, A. P106
Seligmann, M. P36
Shah, S. P70
Sharma, H. P85
Sharma, V. P127
Sharon, S. P75
Sharp, A. O30, P10, P79
Shaw, L. P123
Shaw, S. P24, P87
Sheehan, G. P82
Sheng, L. P98
Sherr, L. O17, P8
Sighinolfi, L. O16
Sikwese, R. P6
Simms, H. P128
Singh, K. O19, O29, P151
Skidmore, S. P130
Skinner, C. P145, P156
Skopelitis, E. O30, P10, P79
Slapak, G. O9, P103
Smit, E. O3, P130
Smith, A. P81
Smith, B. O25
Smith, C. O18, P38, P7, P110
Southgate, J. P141
Stanley, P. P96
Stargard, M. P94
Staszewski, S. O18
Staughton, R. P142
Steedman, N. P113
Steel, A. P34, P37, P39, P40,

P42
Steele, J. P26
Stephens, E. P70
Stock, A. P141
Stonebanks, K. O12
Stradling, C. O24
Sudarshi, D. O20, P109
Sudhanva, M. P30
Sukthankar, A. P71
Sureshkumar, D. P93
Suter, F. O16

Tan, A. P31
Tang, A. P108
Tang, V. P146
Tan, L. P21, P101
Tariq, A. P149
Tariq, S. P145, P148
Taylor, G. P14, P17, P121
Taylor, S. O24
Teague, A. P22
Templeton, K. P25
Tenant-Flowers, M. P30
Thaker, H. P50
Theobald, N. P98
Thng, C. P71
Thomson, E. P72, P102, P105,

P120
Thornton, A. O4
Tibble, J. P100
Tibenderana, H. O23
Tinelli, C. O16
Tinworth, L. O14

Tippetts, D. P132
Tissingh, E. O28
Tookey, P. O4, O5
Torti, C. O16, P3
Tosswill, J. O5, P57
Townsend, C. O6
Traynor, D. P134
Tsimele, J. P26
Turner, A. P57
Turner, J. P16
Twort, C. P111
Tyrer, M. O18

van Oosterhout, J. P6
Varma, R. P12, P13
Vatsa, B. O26
Vilar, J. P31
Vincent, R. P66

Wakenga, M. P51
Waldron, S. P83
Walker-Bone, K. P76, P87, P91
Wall, E. P76, P91
Walsh, J. P14, P54, P59, P104,

P108
Wansbrough-Jones, M. P85, P143
Ward, H. P137
Ward, P. P47
Waters, A. P38
Waters, L. O15, O23, P84
Watson, P. P68
Weait, M. P133
Welch, S. P18
Welz, T. P128
Wendo, M. P51
Weston, R. P14, P83
Westrop, S. P32, P33, P35
Whetham, J. P26
White, D. P139
White, J. P154
Wierzbicki, A. O30, P10, P79
Wildfire, A. O15
Wilks, D. P25, P123
Williams, I. O22, P16, P73, P108,

P121
Wilson, A. O1
Wilson, B. P15
Wilson, S. P31
Winston, A. O19, P2, P83, P84,

P104, P120
Winter, A. P123
Wong, N. O9, P103
Wood, C. P48, P121, P153
Wood, R. O11
Woodhouse, A. P144

Yandell, C. P45
Yoganathan, K. P147
Youle, M. O12, O18, P7, P19,

P108
Young, H. P115

Zetler, S. O17, P8
Zhang, H. P130
Zuckerman, M. O5, P130

ª 2007 British HIV Association, HIV Medicine, 8 (Suppl. 1), 48–50

50 Author Index


