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Our Problem with Being 
‘CURED’ of HIV

by Mark S King  www.marksking.com

In the late 1980’s, I let this odd, fussy man into my office at 
LA Shanti, my first AIDS agency job. He seemed earnest 
and harmless and he just wanted a few minutes of my time. 

“I have the cure for AIDS,” he politely announced. Sadly, he 
wasn’t the first person to say that to me, but we practiced 
more suspension of disbelief during that wretched decade 
so making such a statement wasn’t immediate cause for 
removal from my office.

He set a wooden box on my desk, the size of a breadbox and 
with unfinished wood, like something you 
had just started building in shop class. He 
opened it to reveal a jumble of wires and 
what appeared to be a very large battery 
of some kind. It looked like a bomb.

“Electromagnetics,” he said, with his 
index finger up, like a teacher. I was so 
entranced by the device that I didn’t notice 
him attaching one of the wires to my finger 
with a clip. I felt it softly bite my skin and 
looked down, horrified. His scholarly tone 

didn’t change at all. “When I attach this to your other hand,” 
he said, reaching for it, “the magnetic field will purge your 
body and your blood.” I saw him taking my other hand. 
“This is science,” he added proudly. He was smiling.

I sprang from his grasp and shook the clip from my finger. I 
suddenly remembered I had a staff meeting. An extremely 
important staff meeting. I thanked him and excused myself 
to get to my very important, life saving staff meeting. It’s 
tricky in the HIV community, using the “C” word. Long 
term survivors like me have had our hopes raised so many 
times, only for the rug to be pulled out from under us, again 
and again. The list of miracles-in-waiting goes as far back 
as the dawn of the AIDS crisis itself. Herbal remedies. Rare 
fish guts. Tribal potions from exotic locales.

And so picking up a new book with that word right in the 
title, well, you can imagine the skepticism. CURED: How the 
Berlin Patients Defeated HIV and Forever Changed Medical 
Science is exactly as advertised and a little more. Nathalia 
Holt‘s (below) engaging new book is quite a pleasant 
surprise, taking a user-friendly approach to its complicated 
subject. Not only does it provide the timeline of the 
advancements to date in HIV cure research, it gives us 
juicy, humanizing details about all of the players involved.

Much of Holt’s book has the characterizations and forward 
motion of a good novel. We meet “Christian” (not his real 
name), the first Berlin patient who has achieved a functional 
cure to date. We find out exactly what happened in that 
Berlin clinic when he received his HIV tests results, what 
he was feeling, how it affected his relationships. We learn 
that it was Christian, not doctors or scientists, who elected 
to end treatment after several months (beginning very 
soon after his infection), leading to the discovery that his 
virus was under control and has not flared up since. The 
same goes for Timothy Brown, who achieved even more 
notoriety as the later “Berlin Patient” because of the drama 

of his curative process 
(he had two bone marrow 
transplants and nearly 
died more than once) 
and because he has been 
willing to be public about 
it.

Timothy is the real heart 
of CURED. His endearing 
humility draws you to 
him as the book follows 
everything from his 
medical journey to his 
love life to his surprisingly 
modest existence today. 

(In both Christian and Timothy, minute amounts of HIV virus 
have been located in their bodies since their treatment, but 
these reservoirs have not caused health problems. This is 
known as a “functional cure.”)

All the principle players evidently cooperated with Holt, 
an HIV researcher herself, and the level of access shows. 
We not only learn who each of the major researchers are, 
but what brought them here, what their families are like, 
and what personal sacrifices they faced along the way. 
Particularly juicy are the stories of egos and competition 
among the scientists — and how people who made no 
contribution at all to various studies scrambled to get their 
names attached because of the cutthroat world known as 
academic publications.

Science has never been my thing. I’m not confident writing 
about it, and intimidated by reading about it. But, except in 
its last chapters when Holt hurriedly catches us up on the 
latest research, CURED is easy to follow and has engaging 
insight into the very real people behind the headlines.

And hey, how cool is it that no one was electrocuted as part 
of this research?
Mark
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HIV RETREAT AT SHADOWCLIFF
July 9-12, 2015

Registration NOW OPEN

Registration for the 2015 HIV Retreat 
at Shadowcliff is now open. The 
annual 3-day weekend is held 

at the Shadowcliff Lodge, built on cliffs 
adjacent to Rocky Mountain National Park, 
overlooking a lake, a roaring stream, the 
mountains, and the Town of Grand Lake 
(about two hours by car from Denver).

The purpose of The Retreat is to offer a 
proactive environment where poz folks 
can empower themselves with knowledge and skills about health, living, and 
coping… in a setting of friendship, safety and acceptance… by providing an 
affordable 3-day mountain getaway in an awesome setting with a full agenda of 
educational, social, and other activities.

The weekend agenda has a full program of 
educational workshops & interactive seminars, 
body therapies (massage, chiropractic, 
reflexology, energy work, and acupuncture), 
discussion groups, and various other sessions 
& social activities. If needed, transportation is 
available from Denver through a carpool.

The retreat fee is $195. The actual per person cost for someone to attend 
the retreat is $260, however all HIV+ persons automatically receive a $65 
scholarship, reducing the fee to $195. In 
an effort to make the retreat affordable to 
all, individuals on disability or restricted 
income (based on federal poverty income 
levels) are able to apply for a financial 
assistance scholarship for amounts up to 
$110, reducing the fee to as low as $85. 
The fee is all inclusive and covers 3 days 
lodging, all meals, all body therapies, and 
all activities. The only additional expenses 
are a gratuity for the summer staff at the 
Shadowcliff Lodge, and gas money ($7 or so) for the drivers in the carpool. 
Scholarship monies are provided by fund-raisers, grants, and generous 
donations from individuals.

For more information and to register online, visit:
www.OnTheTen.org and click on “HIV Retreat.”

If you do not have access to the internet, you may register by phone (leave 
a message for Michael at 303.7777.208). Space is limited and everyone is 
encouraged to register as soon as possible. Feel free to contact Michael with 
additional questions:

retreat.shadowcliff@gmail.com or 303.7777.208.
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Gym Exercising
Patterns

Gym exercising patterns, lifestyle 
and high-risk sexual behaviour in 

men who have sex with men and in 
heterosexual men

aAuthors: Mor Z1, Parfionov K2, 
Davidovitch N3, Grotto I4. BMJ Open. 

2014 Nov 24;4(11):e005205. doi: 10.1136/
bmjopen-2014-005205.

OBJECTIVE: Lifestyle may be 
associated with risk behaviours. This 
study compares gym exercise and 
sexual risk behaviour between men 
who have sex with men (MSM) and 
heterosexual men. The research was 
based on the assumption that men 
who become muscular and physically 
attractive increase their number of sex 
partners and consequently their risk 
of HIV or other sexually transmitted 
infections (STIs).

SETTING: Five gyms in central Tel Aviv, 
Israel.

PARTICIPANTS: In 2012, a sample 
of 182 (48%) MSM and 197 (52%) 
heterosexual men who train in gyms 
completed anonymous questionnaires 
regarding their training, health, and 
sexual behaviours.

OUTCOMES: Participants in this cross-
sectional study who exercised more 
than the median number of anaerobic 
training hours were defined as 
performing intensive anaerobic training 
(IAT), and those who had performed 
more than one act of unprotected anal/
vaginal intercourse in the preceding 6 
months with a partner whose HIV status 
was unknown were defined as high risk.

RESULTS: MSM showed a stronger 
desire to become muscular than 
heterosexual men, were more likely to 
perform IAT, and used protein powders 
or anabolic steroids. They reported 
that improving their body shape and 
increasing their self-confidence were 
their main reasons for training, whereas 
heterosexual men indicated weight loss 
and health improvement as the main 
reasons for training. MSM engaged 
in riskier sexual behaviour than 
heterosexual men. Of all the high-risk 
men, 61.9% (N=70) performed IAT, while 
38.1% (N=43) performed moderate 
anaerobic training (p<0.01). 

(continued on page 7)
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I Am the Berlin Patient: A 
Personal Reflection

by Timothy Ray Brown

My name is Timothy Ray Brown and I am the first person 
in the world to be cured of HIV. While attending 
university in Berlin in 1995, I received a positive HIV 

diagnosis. I started out taking low-dose zidovudine (AZT), 
but the next year protease inhibitors hit the market and I, 
like many HIV-infected people at the time, lived a rather 
normal life and had a nearly normal life expectancy. That 
continued for the next 10 years. After attending a wedding 
in New York City and feeling exhausted the entire time, I 
flew back to Berlin, rode my bicycle about 10 miles to work 
(which I generally did weather permitting), and felt drained 
when I arrived. At lunch, I rode to a restaurant about a mile 
away and had to get off the bike halfway there. I called my 
boyfriend, Michael. He was unable to make an appointment 
for the next day with my doctor but made one with his HIV 
doctor.

I went there the next day and found out I had anemia, 
meaning that my red blood cell count was very low. He 
gave me red blood cell transfusions for the rest of the week 
and then, unable to resolve the situation, sent me to an 
oncologist, who at first said he did not think I had anything 
serious. However, he did a very painful bone marrow biopsy 
on me. I went back the next Monday for further treatment 
and the doctor informed me that I had acute myeloid 
leukemia (AML) and needed to be treated at a hospital. 
We chose one of the Berlin university hospitals near my 
apartment. He called there and got Dr. Gero Huetter on the 
phone who said ‘‘Send him in.’’

The next day I went to the hospital and was put on 
chemotherapy after having tubes put into my neck that 
extended into my heart. The doctors told me that I would 
need four rounds of chemotherapy treatments, each taking 
a week, with breaks of several weeks in between. I did the 
first round; that went well. The second round gave me fungal 
pneumonia, but that passed with antifungal treatment. 
During the third round, I got a dangerous infection. I was 
put into an induced coma. When I came out of that a day 
later, Dr. Huetter told me to go on vacation so I vacationed 
in Italy. Before the third chemo treatment, Dr. Huetter took 
a sample of my blood to send to the stem cell donor bank 
with the German Red Cross to look for matches for my 
tissue type in case I needed a stem cell transplant. This 
confused me because I thought this ordeal would end with 
the chemotherapy treatments.

Many patients do not have any matches; I had many 
matches, 267. This gave Dr. Huetter the idea of looking for 
a donor who had a mutation called CCR5 Delta 32 on the 
CD4 cells making them nearly immune to HIV. CCR5 is a 
protein on the surface of the CD4 cell that acts as doorway 
for the HIV virus to enter into the cell. Take away this 
entryway and CD4 cells will not be infected and the person 
will not get HIV. His team found a donor with this mutation 
on the 61st attempt. The donor agreed to donate should it 
be necessary.

After my trip to Italy, my leukemia was in remission. The 
professor on the transplant ward pressured me to get 
the transplant, although he was unaware of the possible 
breakthrough with HIV. I talked with friends, family, and 
a transplant professor in Dresden. I said ‘‘No’’ to the 
transplant, thinking that it would not be necessary were the 
leukemia to remain in remission because I could continue to 
take my antiretroviral medication indefinitely. I did not need 
to be a guinea pig and risk my life receiving a transplant 
that might kill me. The survival rate for stem cell transplants 
is not great; normally it is about 50/50.

At the end of 2006, the leukemia rebounded. It then 
became clear to me that I needed the stem cell transplant 
to survive. I received the transplant on February 6, 2007, my 
new ‘‘birthdate.’’ With Dr. Huetter’s agreement, I stopped 
taking my HIV medication on the day of the transplant. 
(This is important because a continuation of antiretroviral 
therapy would have meant that no one would have known 
for a long time that I was cured of HIV.) After 3 months, HIV 
was no longer found in my blood. I thrived until the end 
of the year. I was able to go back to work and return to 
the gym. I began developing muscles that I had never had 
before because without HIV I no longer had the wasting 
syndrome. Unfortunately, after a trip to the United States 
for Christmas and being diagnosed with pneumonia while 
in Idaho, the leukemia was back.

My doctors in Berlin eventually decided on a second 
transplant using the same donor. I received the stem cells 
for a second time in February 2008. The recovery from that 
did not go well. I became delirious, nearly went blind, and 
was almost paralyzed. I eventually learned to walk again 
at a center for patients with extreme brain injuries. I have 
almost fully recovered about 6 years later. I continue to be 
tested for signs of HIV in my body with extremely precise 
tests.

While in recovery there was much talk about my case among 
medical scientists. I was not ready for publicity but, at the 
end of 2010, I decided that I would release my name and 
image to the media. I went from being the ‘‘Berlin Patient’’ 
to Las Vegas, Nevada. Using my real name, Timothy Ray 
Brown. I did not want to be the only person in the world 
cured of HIV; I wanted other HIV+ patients to join my club. 
I want to dedicate my life to supporting research to search 
for a cure or cures for HIV!

(continued on page 5)

Aft t i t It l l k i i i i Th
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please visit
www.ontheten.org

I Am the Berlin Patient: A 
Personal Reflection

(continued from page 4)
Shortly thereafter in 2010, I decided to move back to 
the United States. Regan Hofmann of POZ Magazine 
interviewed me. Pulitzer Prize winning author Tina 
Rosenberg interviewed me for New York Magazine. Jon 
Cohen, for Science Magazine among others, followed suit. 
I agreed to see Dr. Steven Deeks and be part of his SCOPE 
Study at San Francisco General Hospital. Dr. Deeks sent 
much of my blood and biopsy samples to the U.S. National 
Institutes of Health (NIH). I also participated in Dr. Jay 
Levy’s study to look for a cure of HIV.

In July 2012, during the World AIDS Conference in 
Washington, DC, I started the Timothy Ray Brown 
Foundation under the World AIDS Institute. We have 
worked together with medical scientists, institutions, and 
universities working on a cure or cures and vaccinations 
against HIV. The Timothy Ray Brown Foundation and the 
World AIDS Institute are starting the Cure Report, a guide 
to trials focused on curing HIV, vaccinating against HIV, 
and providing new information about HIV cure research. I 
will not stop until HIV is cured! Author Disclosure Statement

Author Disclosure Statement
No competing financial interests exist.

Address correspondence to:
Timothy Ray Brown
Las Vegas, Nevada
E-mail: tscma369@gmail.com

AIDS RESEARCH AND HUMAN RETROVIRUSES
Volume 31, Number 1, 2015
© Mary Ann Liebert, Inc.
DOI: 10.1089/aid.2014.0224
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Is HIV Superinfection 
Unhealthy?

by Tim Lahey, M.D., M.M.Sc.
From TheBodyPRO.com August 13, 2014

People who contract HIV once can contract it again, 
often through the same risk behaviors that led to the 
initial infection. A long-standing question has been 

whether getting infected with a second strain of HIV leads 
to more rapid HIV disease progression than infection with 
a single strain.

To this point, a 24-year-old man who has sex with men 
recently asked me, “Doc, I already rang the bell, why do I 
care if I get HIV again?” The first hints of an answer to this 
question arrived nearly 20 years ago. In 1997, researchers 
reported rapidly progressive immunodeficiency in a patient 
infected with two distinct strains of HIV. Since the patient 
mounted only weak immune responses to both viruses, 
the investigators could not determine if infection with two 
strains of HIV—which they termed “dual infection” —was 
the cause of the man’s rapid disease progression or if other 
factors, such as his weak immune responses, were more to 
blame. More evidence accrued in 2002 when investigators 
at the Massachusetts General Hospital showed that a 
patient with previously well-controlled HIV infection and 
robust T-cell responses against the virus later developed 
accelerated disease progression after infection with a new 
strain of HIV. They termed infection with a new strain of HIV 
“superinfection,” and many in the HIV community worried 
that these findings cast doubt on the possibility of durable 
immune protection from diverse HIV viruses.

Neither report in individual patients could address whether 
dual infection or superinfection were associated with 
poorer clinical outcomes compared to infection with a 
single virus. In 2004, a study among five patients with dual 
infection—including one with superinfection—suggested 
that the average time to disease progression was under 
four years, i.e., faster than we expect routinely. These 
data have helped guide clinical practice. Many clinicians 
urge patients with HIV to practice safer sex in part to avoid 
superinfection either because it could result in worsening 
HIV disease progression or because it may lead to the 
acquisition of a more resistant strain.

Now a new paper evaluates clinical outcomes in 21 female 
sex workers in Mombasa, Kenya, the largest cohort of 
people with proven HIV superinfection. To determine if HIV 
disease progression was impacted by superinfection, the 
investigators led by Julie Overbaugh in Seattle compared 
pre- and post-superinfection HIV viral loads and CD4 
counts. They found a nearly significant increase in HIV viral 
load after superinfection (+0.21 log10, P = .09), but no 
difference in pre- and post-superinfection CD4 counts. In 
separate analyses, compared to women only infected with 
a single virus, women with superinfection showed slightly 
more rapid increases in HIV viral load over time (0.009 
log10 HIV copies/mL/month faster viral load increase [P 
= .0008]) and a trend toward faster CD4-count decline. 
Despite these associations of superinfection with poorer 
virological control and potentially more rapid immunological 

deterioration, women with superinfection had the same 
disease progression-free survival as women infected with 
only one strain of HIV. This is by far the largest study of 
people with HIV superinfection, and is thus an important 
contribution. Yet, it is still a small study that might not have 
been powered to detect subtle increases in the rate of HIV 
disease progression after superinfection. However, the 
authors’ contention that HIV superinfection caused “no 
large difference in clinical outcome” is undeniably true.

When we counsel patients about HIV superinfection, we 
should not warn them that superinfection will quicken 
disease progression—the best data available suggest this 
may not be true. However, patients do need to know that 
superinfection with a strain of HIV that is resistant to their 
current antiretroviral regimen could undermine treatment 
success. Most importantly, patients need to know that safer 
sex can help prevent other sexually transmitted infections, 
such as drug-resistant gonorrhea. This is what I told my 
24-year-old patient with HIV. He had indeed “rang the bell” 
already, but safer sex is still a good idea because there are 
many more bells out there that he does not want to ring.

Tim Lahey, M.D., M.M.Sc., is an HIV doctor at Dartmouth-
Hitchcock Medical Center where he is the chair of the 
clinical ethics committee. He is also associate professor 
at Dartmouth’s Geisel School of Medicine, an HIV and 
tuberculosis researcher, and a contributor to The Atlantic, 
Scientific American and The New York Times. 
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Good Bacteria That Protects 
Against HIV Identified

Source: University of Texas Medical Branch at Galveston. “Good 
bacteria that protects against HIV identified.” ScienceDaily. 

ScienceDaily, 28 March 2014. <www.sciencedaily.com/
releases/2014/03/140328103056.htm>.

Researchers at the University of Texas Medical Branch 
at Galveston by growing vaginal skin cells outside the 
body and studying the way they interact with “good 

and bad” bacteria, think they may be able to better identify 
the good bacteria that protect women from HIV infection 
and other sexually transmitted infections.

 

The health of the human vagina depends on a symbiotic/
mutually beneficial relationship with “good” bacteria that 
live on its surface feeding on products produced by vaginal 
skin cells. These good bacteria, in turn, create a physical 
and chemical barrier to bad bacteria and viruses including 
HIV. A publication released today from a team of scientists 
representing multiple disciplines at UTMB and the Oak 
Crest Institute of Science in Pasadena, Calif., reports a new 
method for studying the relationship between the skin cells 
and the “good” bacteria.

 

The researchers are the first to grow human vaginal skin 
cells in a dish in a manner that creates surfaces that support 
colonization by the complex good and bad communities of 
bacteria collected from women during routine gynecological 
exams. The bacteria communities have never before been 
successfully grown outside a human. The research group 
led by Richard Pyles at UTMB reports in the journal PLOS 
One that by using this model of the human vagina, they 
discovered that certain bacterial communities alter the 
way HIV infects and replicates. Their laboratory model 
will allow careful and controlled evaluation of the complex 
community of bacteria to ultimately identify those species 
that weaken the defenses against HIV. Pyles also indicated 
that this model “will provide the opportunity to study the 
way that these mixed species bacterial communities 
change the activity of vaginal applicants including over-
the-counter products like douches and prescription 
medications and contraceptives. These types of studies 
are very difficult or even impossible to complete in women 
who are participating in clinical trials.”

In fact, the team’s report documented the potential for their 
system to better evaluate current and future antimicrobial 
drugs in terms of how they interact with “good and bad” 
bacteria. In their current studies a bacterial community 
associated with a symptomatic condition called bacterial 
vaginosis substantially reduced the antiviral activity of one 
of the leading anti-HIV medicines.

Conversely, vaginal surfaces occupied by healthy bacteria 
and treated with the antiviral produced significantly less 
HIV than those vaginal surfaces without bacteria treated 
with the same antiviral. Dr. Marc Baum, the lead scientist at 
Oak Crest and co-author of the work, stated “this model is 
unique as it faithfully recreates the vaginal environment ex 
vivo, both in terms of the host cellular physiology and the 
associated complex vaginal microbiomes that could not 
previously be cultured. I believe it will be of immense value 
in the study of sexually transmitted infections.”

Gym Exercising Patterns
(continued from page 3)

The association between IAT and sexual risk was stronger 
in MSM than in heterosexual men (p<0.01 vs p=0.05, 
respectively). The interaction between MSM and IAT in 
high-risk participants was multiplicative.

CONCLUSIONS: MSM practiced more IAT than 
heterosexual men, and their interaction between IAT and 
sexual risk was multiplicative. The MSM community could 
benefit from a holistic approach to sexual health and its 
association with body image and IAT. The gym MSM culture 
demonstrates how internal dynamics and social norms are 
possible factors driving MSM to high-risk behaviour for 
HIV/STI.
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HIV Patient Nutrition More 
Vital Than Once Assumed

University of Copenhagen, Medical News Today. MediLexicon, 
Intl. www.medicalnewstoday.com/releases/276953

Monday 19 May 2014

Access to HIV medication has significantly reduced 
the number of AIDS related deaths in Africa. Yet in a 
number of African countries one in four HIV infected 

still dies within the first few months of commencing 
treatment. One reason for these deaths is malnutrition 
which causes the HIV-virus to develop more aggressively. 
Now a team of researchers from University of Copenhagen, 
Denmark and Jimma University in Ethiopia have shown that 
a dietary supplement given during the first months of HIV 
treatment significantly improves the general condition of 
patients. Their results are published in the journal BMJ. 
Roughly 25 million Africans live with HIV, many of whom 
now have access to antiretroviral treatment (ART). ART 
has reduced the number of AIDS-related deaths greatly, 
but several African countries still report very high mortality 
rates within the first few months of treatment. One of the 
main reasons is malnutrition which is common among 
patients starting medical treatment. 

A collaborative project between the University of 
Copenhagen and Jimma University, Ethiopia, has 
demonstrated that daily nutritional supplementation for 
the first three months of ART considerably improves the 
condition of HIV patients. The results have just been 
published in the scientific journal BMJ. “Patients gained 
three times as much weight as those who took ART 
without the nutritional supplement. And, in contrast to 
the medication-only group, the supplement takers didn’t 
just gain fat - a third of their increased weight came from 
gained muscle mass. Furthermore, grip strength improved, 
and thereby the ability of patients to maintain their work 
and manage daily tasks,” says PhD Mette Frahm Olsen, 
who is one of the project researchers and together with 
Alemseged Abdissa, the main author of the BMJ article. 

The study also reported effects upon the immune system: 
“The immune cell types typically suppressed by HIV were 
restored more quickly in patients who received a whey-
containing nutritional supplement. In conclusion, the effects 
of the supplement were measurable, and very relevant 
for HIV patients living in countries where malnutrition is 
common,” continues Mette Frahm Olsen. 

For three months, patients received a daily supplement of 
200 grams of peanut butter to which soy or whey protein, 
along with other vitamins and minerals, was added. The 
advantage of the supplement is that it is rich in energy 
and nutrients and low in water content, allowing it to be 
better preserved in warm climates. The supplement was 
originally developed for severely malnourished children, 
but modified for the research project to satisfy the needs of 
adults living with HIV. 

Medication-induced weight gain has no benefit
Prior to the roll-out of ART medication, HIV was 
characterized by massive weight loss that made the role of 

nutrition impossible to ignore. But today, the significance of 
a nutritious diet in conjunction with HIV treatment is often 
forgotten:

“We know that malnutrition fuels the AIDS epidemic, in 
part because poor nutrition facilitates the virus’ attack on 
the human immune system. But today, the significance 
of nutrition is often ignored because patients gain weight 
while being treated with ART. As a result, a patient’s doctor 
may believe, mistakenly, that the patient’s nutritional state 
has been normalized. However, if the patient has not had 
an adequate nutritious diet, the weight increase may be 
without benefit and consist mainly of fat,” says PhD Mette 
Frahm Olsen. The research project also demonstrated 
that it is possible to integrate short term nutritional 
supplementation into the lives of Ethiopian patients without 
disrupting cultural, social, and religious practices regarding 
diet.

AIDS Walk Team Member
Raises Record Amount

A member of the TEN (Treatment Educat10n Network) 
AIDS Walk Team raised $1305.00! John Respondek 
accomplished this feat at this year’s AIDS Walk 

Colorado held in August 2014. He solicited sponsorship 
and support from a wide variety of friends, relatives, 
acquaintances, neighbors, and co-volunteer workers. 
Donations were small and not so small, but no one 
contributed a really large amount, meaning he hit up quite 
a few people. He’s an example of how easy it can be to 
gain sponsorship. The event is well-known in the wider 
community, and just by saying: “Hey would you sponsor 
me for ten or twenty bucks?” -almost no one will say no and 
most will give more.

TEN would like to say “Congratulations! Kudos! And Many 
Many Thanks! to John for his successful participation 
raising funds for TEN’s programs. Your contribution is 
greatly appreciated.
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Denver Museum of
Nature and Science

Saturday 21 March 2015 6-10pm

Red Tie Affair is an elegant night of cocktails 
and dinner…  kicking off the Compassionate 
Connections Campaign to find a new home 

for Colorado Health Network’s administrative office, 
DCAP’s client services space, and Howard Dental 
Denter’s treatment center.

The evening will include a special presentation 
honoring volunteers, corporate partners and other 
influential individuals that have contributed to the 
success of Denver Colorado AIDS Project, and a 
retrospect of 3 decades of service in the Denver 
Metro community. The evening will also include 
a limited silent auction sure to excite everyone in 
attendance. Ticket information at www.DenverCAP.
org or call Andrew Kimmell 303.962.5302.

Red Tie Cocktail Attire is suggested.
2001 Colorado Blvd Denver, CO

Two New Drug
Combinations Approved

If you take atazanavir (Reyataz) with ritonavir (Norvir) 
as a booster -OR- if you take darunavir (Prezista) with 
ritonavir (Norvir) as a booster …you now have the 

alternative choice of taking one pill instead of two. The FDA 
has approved two new combinations of existing drugs.

Prezcobix is a combination of darunavir (Prezista) and 
Tybost (cobisistat) in one pill.  Evotaz is a combination of 
atazanavir (Reyataz) and Tybost (cobisistat) in one pill. 
Tybost (cobistat) is a booster similar to ritonavir (Norvir), 
and protease inhibitors must be boosted with one of those 
two drugs. For some people, taking less pills is important 
and desired, but for others it doesn’t matter since they are 
taking drugs for other conditions (for example cholesterol, 
depression, high blood pressure, etc, etc, etc) and/or 
vitamins and supplements. However, more choices and 
options are always a good thing.
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Fair Pricing Coalition Blasts HIV 
Pharmaceutical Manufacturers for 
Unjustified 2015 Drug Price Increases
Community requests for price freezes to strengthen affordable 

access to life-saving treatments go ignored. 

The Fair Pricing Coalition (FPC) expressed its dismay 
and frustration at manufacturers of some of the most 
frequently prescribed antiretrovirals for treatment of 

HIV, citing exorbitant Wholesale Acquisition Cost (WAC) 
price increases ushered in with the New Year. The WAC 
price increases implemented by these industry leaders 
show complete disregard for an annual FPC year-end 
appeal calling for a two-year price freeze, with several 
companies setting 2015 prices that far exceed the typical 
rise in the Consumer Price Index (CPI).

“The FPC firmly believes that upwardly spiraling drug 
prices are already at the upper limit of any conceivable 
justification, are unsustainable, and will continue to hinder 
patient access to life-saving HIV treatment and prevention 
options, as well as recently approved curative hepatitis 
C virus (HCV) regimens,” said FPC Co-Chair Lynda Dee. 
“We made this point, plainly and clearly, to executives 
at the major pharmaceutical companies again in 2014, 
yet we are once more looking at WAC increases that are 
generally between 7 and 10 percent over last year’s already 
indefensible prices.” Though the January 2015 CPIs—
measures of inflation—have not yet been announced, the 
2015 WAC price increases for leading antiretrovirals are 
two to three times higher than the ten-year CPI average 
of 2.5 percent; they are also higher than all medical CPI 
categories, which average 2 to 3 percent and are driven in 
part by unrestrained drug pricing.

“Several companies are, once again, guilty of 
unsubstantiated price gouging, with Bristol-Myers Squibb 
(BMS) being the most egregious example,” said FPC Co-
Chair Murray Penner. “Despite that BMS was recently 
granted a reprieve on the anticipated 2014 loss of patent 
exclusivity for Sustiva, allowing it to reap an additional two 
years of exclusivity on U.S. sales of the drug, the company 
decided that this windfall occasioned by endless patent 
evergreening was not enough, and increased the 2015 
WAC for Sustiva by nearly 10 percent—the largest price 
increase reported thus far this year. And this followed two 
2014 increases, totaling 16.7 percent, contributing to a total 

price increase of approximately 150% since the drug was 
approved in 1998.”

Starting January 1, the annual WAC price for Sustiva 
(efavirenz) increased from $9,352 to $10,260. Importantly, 
this price increase directly impacts the WAC of the 
efavirenz-containing single-tablet regimen Atripla, which is 
now $25,874 per year, compared with $24,965 at the end of 
2014. The 2015 Atripla annual WAC is also more than 85% 
higher than its 2006 launch price of approximately $13,800 
per year. Other notable WAC price increases reported 
on January 1 include Janssen Therapeutics’ Prezista 
(darunavir), Intelence (etravirine), and Edurant (rilpivirine) 
(7.9% each); a 6.9% increase in the WAC price for Merck’s 
Isentress (raltegravir), and a 7.9% increase in the WAC price 
for BMS’s Reyataz (atazanavir). WAC price increases for 
ViiV Healthcare’s HIV drug products are anticipated during 
the first quarter of 2015. AbbVie is not expected to increase 
the price on its drug products, at least not this quarter.

Shielded by claims of legal proscriptions, the companies 
notify FPC and the general public of price increases only 
after they have already been decided. As there is rarely an 
opportunity for comment or other public input into these 
price determinations, the FPC submitted letters to all of 
the major HIV drug manufacturers in December 2014, 
demanding a price freeze or, if absolutely necessary, no 
more than one price increase annually (some antiretroviral 
prices have been raised twice in one year), not to exceed 
the overall increase in the medical CPI for the preceding 
year. Letters also reiterated the need for more robust 
company patient savings programs to offset skyrocketing 
out-of-pocket (OOP) costs associated with these expensive 
medications being placed in specialty drug tiers.

“We commend many companies for complying with our 
requests for more generous assistance programs to help 
cushion the blow associated with exorbitant OOP costs, but 
we have been unambiguous in noting that ever-increasing 
drug prices only encourage payers to place all HIV and 
HCV medications in specialty tiers, and raise cost sharing 
requirements, and establish even more draconian prior 
authorization restrictions,” explained Dee. “Our demands 
that major HIV companies refrain from compounding the 
average consumer’s economic hardship and inflating 
prices beyond the brink of what health care delivery under 
the Affordable Care Act can reasonably bear have been 
ignored. The time has come to inform and mobilize the 
public regarding the pharmaceutical industry’s reluctance 
to heed reasonable requests regarding its unjustified 
pricing policies.”
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