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PrEP for HIV Prevention: 
Two PrEP trials at CROI 

show an 86% reduced risk of 
HIV transmission in MSMs. 

One trial shows a 96%  
reduced rate of HIV  

transmission in discordant  
heterosexual couples. 

By LYNDA DEE 

C ROI 2015 (Conference on Retroviruses and Oppor-

tunistic Infections) was held in Seattle, WA from 

February 23 to 26. Arguably, the most exciting news this year 

involves three exciting pre-exposure prophylaxis (PrEP) stud-

ies.  

 

First, let’s discuss what PrEP is and the relevant issues. The 

FDA has approved Truvada for both PrEP and HIV treatment. 

Currently, Truvada is the only FDA approved drug for PrEP. 

Truvada actually contains a combination of two HIV drugs in 

one pill, Viread and Emtriva, and is what is known as a fixed 

dose combination (FDC). Truvada for PrEP is dosed at one 

pill once per day. Condom use is also recommended by the 

Centers for Disease Control (CDC) while using PrEP.  

 

Truvada is also used for HIV treatment in combination with 

other HIV antiretroviral (ARV) medications. Truvada plus a 

number of other HIV ARVs are necessary to treat people with 

HIV in order for the drugs to remain effective against HIV, 

thereby preventing HIV drug resistance. 

 

There are a number of PrEP related issues, some of which 

have already been answered, that should be noted before we 

begin: 

 

- Will once daily Truvada most effectively prevent HIV infec-

tion? 

- Will Truvada taken less than once a day to prevent HIV in-

fection? 

- Will real life adherence be the same as during study partici-

pation? 

- Will all populations take their medication as required? 

- Will PrEP be effective in all MSM communities? 

- Will PrEP be effective in the heterosexual community? 

- Will PrEP users who become HIV+ develop resistance to 

Truvada? 

- Will PrEP users develop serious side effects? 

- Will people use condoms if they are using PrEP? 

- Will people have more sexual partners if they are using 

PrEP? 

- Will recreational drug use affect PrEP adherence? 

- Will other strategies be important in preventing HIV infec-

tion? 

 

Keeping these issues in mind, let’s review the PrEP studies 

presented at CROI. The PROUD Study was conducted in the 

United Kingdom among men who have sex with men (MSMs) 

with a high risk of HIV infection. PROUD showed that daily 

oral PrEP administered at existing sexually transmitted dis-

ease clinics reduced the risk of HIV infection by 86%.  

 

There were a total of 545 participants in the PROUD study. 

Approximately half of the participants started Truvada imme-

diately. The other half waited 12 months before taking Truva-

da, and are known as the deferred arm. The researchers want-

ed to learn whether participants receiving Truvada in a real 

life situation was as effective as in a clinical trial setting, and 

whether people would use condoms if they knew they were 

receiving Truvada.  

 

Because the effectiveness of Truvada was so high in the group 

receiving immediate treatment, the independent review group 

monitoring the study recommended that the study be stopped 

early and that all study participants be given Truvada immedi-

(Continued on page 3) 

Three from Seattle 
Encouraging results from clin-

ical trials of the experimental 

antiretrovirals TAF, fostemsa-

vir, and BMS-955176 are pre-

sented at the 2015 CROI 
(see page 4) 
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Note from the President 
 

 

T his issue is devoted to news from the 22nd annual Conference on Retrovi-

ruses and Opportunistic Infections (CROI) which was held in Seattle, 

Washington from February 23-26, 2015. CROI is the preeminent international HIV 

research conference. Delegates gathered from all over the world in Seattle to learn 

the latest information in HIV basic science and clinical research.  

 

This edition of the AAB Bulletin will concentrate arguably the most exciting news 

at the conference, pre-exposure prophylaxis (PrEP) for HIV prevention. We have 

reported on three PrEP studies with very exciting results. The first two were Truva-

da for PrEP studies that were conducted in men who have sex with men (MSMs).  

The rate of HIV infection was reduced by 86% in the MSM studies. The third study 

reported a 96% reduced risk of HIV infection in discordant heterosexual couples. 

 

AIDS Action Baltimore and Chase Brexton Health Care are hosting the Metropoli-

tan area’s first PrEP Town Hall Community Meeting where PrEP data as well as 

collaboration among members of the HIV MSM service community will be empha-

sized. The Town Hall is also being sponsored by the Center for Black Equity-

Baltimore, FreeState Legal Project, the GLCCB, the Johns Hopkins Hospital Cen-

ter for AIDS Research, Baltimore OUTloud and STAR TRACK of the University 

of Maryland School of Medicine. We hope you can join us on April 29, 2015 at 

6:30 PM at Chase Brexton for hopefully the first of many Town Hall Meetings to 

promote PrEP for HIV prevention. More information is available on the event flyer 

also in the newsletter.  

 

This edition of the AAB Bulletin also features another great article by TAG’s HIV 

Project Director Tim Horn. Tim’s report details the always interesting new HIV 

drug pipeline, including what may be an improved version of Viread, one of the 

most utilized HIV backbone combination drugs that may not have the same risk of 

kidney toxicity as Viread. Tim also reported on two new first in class drugs that are 

effective for most people with HIV, including a new attachment and maturation 

inhibitor. Both drugs attack HIV in a new spot on the HIV life cycle different than 

the drugs in our current HIV armamentarium. 

 

We are delighted to announce that we will be having our beautiful Brookside event 

again this year.  Angie and Blake Cordish have once again agreed to open their 

lovely home to us. We are so grateful to them for their generous support. We look 

forward to seeing you there again this year. 

 

It’s that time of year again. Please remember AIDS Action Baltimore when you 

receive our May direct appeal letter. You can read why we still need your help as 

well as the different types of work we are doing by clicking on the link to our 

Spring Direct Mail Appeal Letter. http://www.aidsactionbaltimore.org/. Remember 

without the help of people like you, there would be no AIDS Action Baltimore. 

 

 

Lynda Dee 
 

 

http://www.aidsactionbaltimore.org/
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ately. Infection rates were so much higher in the deferred 

group that it would no longer be ethical to continue this group 

on no treatment. The rate of HIV infection in the Truvada 

treatment group was 1.3% while the incidence of HIV in the 

deferred group was 8.9%. Twenty-two people became HIV 

infected in the deferred arm and only three people serocon-

verted in the Truvada treatment arm, resulting in an 86% re-

duction in HIV infections.  

 

As many as 56% of participants took 100% of their medica-

tion. Only three of the six participants who ended up being 

HIV positive developed resistance and had resistance only to 

Emtriva and not Viread. 

 

There were no surprise side effects in the PROUD study. Side 

effects were similar to those seen in other PrEP studies. Only 

13 of the 30 people who stopped Truvada did so because of 

side effects. Eleven of the 13 were able to restart Truvada 

without issues.  

 

Prior to enrolling in the study, participants self-reported that 

on average, they had 10 sexual partners within the previous 90 

days, and that they had both condomless insertive and recep-

tive sex. While there was no increase in the number of sexual 

partners or behavior differences between the two study arms, 

there was an increase in the number of participants who had 

high numbers of condomless sexual partners during the study. 

Researchers will need further data to ascertain whether this 

has clinical significance. 

  

Nearly 60% of study participants were also diagnosed with a 

sexually transmitted infection (STI) during the study which is 

also evidence of condomless sex. The use of recreational 

drugs did not interfere with PrEP adherence. 

 

The other important MSM PrEP study reported at CROI is 

known as IPERGAY. This study was conducted in six sites in 

France and one in Canada and looked at intermittent use of 

PrEP tied to sexual activity (event-driven dosing) rather than 

the once daily dose of Truvada. The purpose of this study was 

to determine if adherence which is closely tied to the effec-

tiveness of Truvada for HIV prevention would be better if 

taken during periods of sexual activity (on demand), instead 

of the currently FDA recommended daily dosing. The cost-

effectiveness of only using Truvada for PrEP for three days 

per week rather than daily was also an important study con-

cern. 

 

Most of the 400 IPERGAY high risk MSM study participants 

took either two Truvada pills or a placebo which is a pill con-

taining no medication between two and 24 hours before hav-

ing sex, one pill 24 hours after having sex and one pill 48 

hours after the last pre-sex dose, instead of one pill once a 

day. Truvada dosing continued as long as sex continued. The 

overall study data suggests that participants were taking 

Truvada an average of three to four days per week. But some 

study participants who were more sexually active were actual-

(Continued from page 1) ly taking Truvada daily. 

 

Once again, Truvada was much more effective than placebo, 

reducing the risk of HIV infection by 86%. Fourteen people in 

the placebo arm became HIV infected while only two people 

in the Truvada arm seroconverted. This equals a rate of 6.75% 

new infections per 100 people in the placebo arm compared to 

0.94% in the Truvada arm which amounts to an 86% reduc-

tion of HIV infection.  

 

This study was also stopped early because the rates of HIV 

infection were so much higher in the placebo patients, proving 

the superiority of PrEP over no treatment. This is also the first 

study that shows that an event-driven regimen is effective in 

high risk MSMs who have frequent sex at a potentially lower 

cost. 

 

Again, side effects were again similar to those seen in other 

PrEP studies and those in the placebo arm of this study. Most 

side effects were mild and consisted of mainly nausea, diar-

rhea and stomach pain. Only one person taking Truvada dis-

continued Truvada because of side effects. 

 

IPERGAY participants engaged in high risk sexual behavior 

prior to the study. The average number of acts two months 

prior to study enrollment was 10. This number remained the 

same throughout the study in both the treatment and placebo 

arms with no increases. 

 

Approximately 1/3 of study participants were diagnosed with 

an STI during the study, including gonorrhea and syphilis. 

Eight people were also diagnosed with hepatitis C (HCV) 

infection, providing more evidence that HCV can be a sexual-

ly transmitted disease. 

 

The results from both PROUD and IPERGAY are similar to 

the results of the IPREX MSM PrEP open label study (all 

participants receive Truvada) that included 1603 people from 

the United States, Brazil, Peru, Ecuador, South Africa and 

Thailand. IPREX results were reported in Melbourne, Austral-

ia at the International AIDS Society Conference in July of 

2014. In the IPREX study which also included 70 transgender 

women, the efficacy of PrEP was 84% in people who took 

two to three doses per week and there were no HIV infections 

in people who took at least four does per week.  

 

After statistical adjustments, this 100% efficacy translates into 

a minimum efficacy of 86%, once again confirming that when 

taken with even moderate consistency, PrEP is highly effec-

tive. It is also important to note that recreational drug use did 

not appear to affect adherence and risk behavior was no high-

er during the study than previous to study participation.  

 

IPREX also highlighted adherence issues in this study where 

everyone knew they were receiving Truvada. Only one third 

of IPREX study participants actually took four doses of 

Truvada per week. Participants at the highest risk had the best 

(Continued on page 4) 
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adherence rates. But there was also a substantial drop out rate, 

especially among younger participants who were still at high 

risk of HIV infection.  

 

It is important to note that the IPERGAY on demand dosing 

schedule is still being investigated, and that the CDC PrEP 

Guidelines still recommend daily PrEP dosing and condom 

use. Further, although both the PROUD and IPERGAY stud-

ies have amended their original study designs so that all par-

ticipants are now receiving PrEP, both are still ongoing stud-

ies. Both studies have released only preliminary data. It will 

be months before we have a full data analysis of both studies. 

There was also a heterosexual PrEP study presented at CROI 

by researchers from the University of Washington called the 

Partners Demonstration Project. This study was conducted in 

Kenya and Uganda in discordant couples (one person is HIV+ 

and the other person is not). The purpose of this study is to 

prevent the HIV- partner from becoming infected while at-

tempting to suppress the viral load of the infected partner with 

ARVs. Although the data in this study is also preliminary, this 

two-fold HIV prevention strategy reduced the risk of HIV 

infection by 96%. 

 

Clearly, the promise of PrEP is very exciting. The more data 

we have, the better it looks. Once again there has been confir-

mation that if people actually take their medication, very high 

rates of HIV prevention occur with people on PrEP.  So, 

where do we go from here? At this juncture, we need to inves-

tigate what PrEP dosing strategies and interventions are the 

most effective. Further, we need to investigate behavioral is-

sues in different populations. Will real PrEP adherence be as 

high as adherence in study participants? Will different PrEP 

strategies work better in different people? For example, will 

daily dosing versus dosing on demand be most effective? Per-

sonal choice will probably be the best prevention method. It 

makes perfect sense that what works best for each individual 

will be the best way to prevent HIV infection. ▼ 

(Continued from page 3) AAB ANTIRETROVIRALS REPORT  
 

 

THREE FROM SEATTLE: 
Encouraging results from 

clinical trials of the  
experimental antiretrovirals 

TAF, fostemsavir, and  
BMS-955176 are presented at 

the 2015 CROI 
By TIM HORN 

 

B 
y 2025, antiretroviral treatment could be as differ-

ent from that used today as triple therapy in 1997 

was from AZT monotherapy in 1987. Maybe even 

as evolved as the once-daily and single-pill regi-

mens of 2015 compared with the multi-dose, multi-pill regi-

mens of 1997. A lot can be achieved in 10 years. However, 

this is largely dependent on setting ambitious goals. It also 

means making sure that all groups with vested interests in 

HIV treatment—including people living with HIV, health care 

providers, researchers, and pharmaceutical companies—

remain fully engaged in this effort.  

 

We need to push technology to manufacture new compounds 

that not only are effective at controlling HIV, but also have 

fewer toxicities, less complicated dosing, and hold promise 

for people living with drug-resistant virus and are in desperate 

need of new treatment options. Novel therapies also need to 

be brought to market at prices that are affordable. 

 

Research updates for three promising HIV drugs in develop-

ment were showcased at the 2015 Conference on Retroviruses 

and Opportunistic Infections, held in February in Seattle.  

 

Tenofovir alafenamide fumarate (TAF)  

 

TAF works very much like its predecessor tenofovir disoprox-

il fumarate (TDF), the active ingredient in Viread and a com-

ponent of Truvada, Atripla, Complera, and Stribild. The dif-

ference is the way in which they are converted to the active 

drug—tenofovir—in the body. Whereas TDF undergoes its 

conversion in the bloodstream, TAF undergoes its conversion 

inside cells. The advantages of this are threefold:  

 

1.  The dose of TAF (25 mg; 10 mg when used with certain 

drugs) is much lower than that of TDF (300 mg). 

2.  The much lower amounts of tenofovir in the blood means 

less drug will travel to the kidneys and bones and have dam-

aging effects, which has been a problem for many people liv-

(Continued on page 5) 

For More PrEP Information  

Please See the Following Links: 

 http://www.cdc.gov/hiv/prevention/research/prep 

 http://www.cdc.gov/nchhstp/newsroom/2015/IPERGAY

-2015-Media-Statement.html 

 http://www.avac.org/event/croi-2015 

 

For More Information on CROI 2015 

Please See the Following Links: 
 http://www.croiconference.org/electronic-materials 

 http://natap.org 

 http://hivandhepatitis.org 

 http://www.tpan.com 
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ing with HIV using regimens containing TDF.  

3.  The amount of tenofovir inside cells is approximately sev-

en times higher with the use of TAF compared with TDF. Test 

tube studies have suggested this might render TAF effective 

against HIV that has become at least partially resistant to 

tenofovir while taking TDF. 

  

TAF is being developed as a replacement for TDF in Stribild, 

Complera, and Truvada, and as a component of a new combi-

nation tablet that will also containing the protease inhibitor 

Prezista (darunavir), the boosting agent Tybost (cobicistat), 

and the nucleoside analog Emtriva (FTC).  

 

In separate presentations at CROI 2015, Dr. David Wohl of 

the University of North Carolina and Dr. Paul Sax of Harvard 

Medical School presented results of efficacy and safety anal-

yses using combined data from two Phase III studies compar-

ing Stribild (elvitegravir/cobicistat/FTC/TAF) to the new tab-

let containing TAF instead of TDF (referred to as E/C/F/TAF, 

for short, by researchers).  

 

In total, 867 people living with HIV received Stribild in these 

two studies; 866 received E/C/F/TAF. Most were men (85%) 

and 39 percent were either black or Hispanic/Latino. At the 

start of the study, CD4 counts averaged 405 cells and viral 

loads averaged 38,000 copies/mL. Approximately 12 percent 

had CD4 counts below 200 and 23 percent had viral loads 

above 100,000 copies/mL. Revaluating how well treatment 

regimen works in people with suppressed immune systems 

and high viral loads is very important.  

 

After nearly a year of treatment (48 weeks), 92% of those in 

the E/C/F/TAF group, compared with 90% of those in the 

Stribild group, had undetectable viral loads (below 50 copies/

mL). This small difference was not statistically significant, 

meaning that it could have been due to chance. More than 90 

percent of people in both groups who entered the trial with 

high viral loads had undetectable viral loads at the 48-week 

time point.  

 

Increases in CD4 counts were better in the E/C/F/TAF group 

(+211 cells), compared with the Stribild group (+181 cells). 

This difference was statistically significant.  

 

Moderate-to-severe side effects were rare, occurring in ap-

proximately 1% of study volunteers in both groups, as were 

side effect-related treatment discontinuations. Diarrhea was 

the most common side effect (18%), followed by nausea 

(16%), and headache (13%).  

 

A review of kidney-related toxicities favored TAF. For start-

ers, of the four volunteers who discontinued treatment because 

of kidney-related problems, all were among those taking TDF-

inclusive Stribild. Decreases in estimated glomerular filtration 

rate (eGFR)—a marker that uses blood creatinine levels to 

detect kidney damage—were more pronounced in the Stribild 

group compared with the E/C/F/TAF group. Tests of excess 

(Continued from page 4) protein excretion by the kidneys (proteinurea), including pro-

tein, albumin, retinol binding protein, and beta-2 microglobu-

lin, also pointed to a clear advantage of TAF over TDF.  

 

Decreases in bone mineral density (BMD), measured using 

DEXA scans, were more pronounced in the Stribild group 

compared with the E/C/F/TAF group. Though there was evi-

dence of spine and hip BMD loss in both groups, the decreas-

es were significantly more pronounced in the Stribild group.  

 

Study volunteers in the E/C/F/TAF group experienced greater 

increases in their triglyceride, total cholesterol, “bad” LDL 

cholesterol, and “good” HDL” cholesterol compared with 

those in the Stribild group. The likely reason for this is that 

tenofovir has lipid-lower effects in the body, and with much 

less of it circulating in the bloodstream with the use of TAF 

versus TDF, the lipid-lowering effect is lost. However, it’s 

not at all clear whether this means that TAF-treated individu-

als face a higher risk of cardiovascular disease (CVD) com-

pared with TDF-treated individuals, given that HDL choles-

terol levels, which help to negative the effects of “bad” LDL 

cholesterol, also increased. In fact, ratios of total cholesterol 

to HDL cholesterol—an indicator of lipid health—were the 

same in both groups.  

 

Several other E/C/F/TAF study results were presented at 

CROI 2015. These include a 48-week study, reported by Dr. 

Anton Pozniak of Chelsea & Westminster Hospital in Lon-

don, exploring the safety of E/C/F/TAF for use among people 

living with HIV mild-to-moderate renal impairment, defined 

as a creatinine clearance rate of 30mL/min or higher. The 

study included 242 individuals with mild-to-moderate kidney 

impairment whose treatment regimens were switched from 

both TDF- and non-TDF-containing regimens to E/C/F/TAF. 

According to Dr. Pozniak’s report, 92% of the study partici-

pants maintained undetectable viral loads at the 48-week fol-

low-up time point and, importantly, there was no change in 

eGFR results and significant improvements in other markers 

of kidney function. Improvements in BMD measurements 

were also documented.  

 

Only long-term data from ongoing studies will confirm 

whether TAF has a better kidney and bone side effect profile 

or a worse CVD profile. 

 

Fostemsavir  
 

Fostemsavir is one of two drugs being developed by Bristol-

Myers Squibb (BMS) that have helped to fill a serious gap in 

the HIV treatment pipeline: experimental agents that hold 

tremendous potential for heavily treatment-experienced peo-

ple with cross-class resistant HIV and who are in need of 

regimens containing new agents. The other drug, BMS-

955176, is discussed below.  

 

Fostemsavir, formerly known as BMS-663068, is an attach-

(Continued on page 6) 
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als who can no longer formulate a viable regimen (standard  

 

three-drug treatment regimen) due to accumulation of drug 

resistance, side effects, and/or drug-drug interactions. The 

fostemsavir dose that has been selected for this study is 600 

mg, taken twice daily.  

 

The hope is that fostemavir will turn out to help heavily 

treatment-experienced patients with little or no other treat-

ment options, though all efforts should be made to combine 

it with drugs that are at least partially active against HIV. 

 

BMS-955176 

 

BMS-955176 is a maturation inhibitor, inhibiting one of the 

last steps of HIV’s life cycle, ultimately causing CD4 cells 

to release immature and non-infectious virus particles. It 

follows another maturation inhibitor, bevirimat, discontin-

ued in 2010. Though bevirimat had fairly robust potency 

against HIV, it did not work well for a sizeable population 

of people with a naturally occurring mutation in HIV (codon 

370 in Gag).  

 

According to the Phase IIa study results presented at CROI 

2015 by Dr. Melanie Thompson of the AIDS Research Con-

sortium of Atlanta, BMS-955176 demonstrated antiviral 

activity in the presence of pre-treatment HIV mutations not 

responsive to bevirimat. The drug achieved maximum viral 

load drops of 1.70 log copies/mL—similar to that seen in 

Phase II studies of bevirimat—at a dose of 40 mg once dai-

ly, with viral load reductions leveling off at around 1.64 log 

copies/mL below pre-treatment levels after the tenth and 

final dose. The viral load reductions were sustained for ap-

proximately one week after the drug was discontinued.   

 

The study enrolled 60 HIV-positive individuals, the vast 

majority of whom were white men who had not previously 

used any HIV medications. In addition to the 40 mg dose, 

doses of 5, 10, 20, 80 and 120 mg were evaluated. Approxi-

mately eight people received one of the six maturation in-

hibitor doses; two volunteers in each dosing group received 

placebo.  

 

Possible side effects, occurring in at least 5% of study par-

ticipants, included headache, abnormal dreams, night 

sweats, and diarrhea. However, most of these side effects 

were just as likely to be documented in those receiving pla-

cebo. 

 

A Phase IIb study is expected to open soon. This study 

plans to further explore BMS955176’s efficacy and safety.  

 

More treatment options, especially from new drug classes, 

are always welcome. Stay tuned for more information on 

new treatment options as they make their way through the 

drug development pipeline. ▼ 

 
 

ment inhibitor. Other drugs in this broad class include Selzentry 

(maraviroc) and Fuzeon (enfuvirtide). Fostemsavir works dif-

ferently than these drugs. Fostemsavir is another agent that un-

dergoes conversion in the body, in this case to the active drug 

BMS-626529. It works by binding directly to the HIV gp120 

protein and thereby prevents initial attachment of the virus to 

CD4 cells.  

 

Though fostemsavir is active against HIV that targets either the 

CCR5 or CXCR4 co-receptors on CD4 cells—unlike Selzentry, 

which is only active against CCR5-targeting virus—fostemsavir 

may be of limited use for people with HIV with resistance mu-

tations to the BMS-626529, which do not appear to be the result 

of prior treatment experience. Monogram Biosciences has a 

laboratory test that can demonstrate whether a person’s HIV has 

limited or no susceptibility to the BMS-626529.  

 

Results from a Phase 2b clinical trial of fostemsavir were re-

ported by Dr. Carey Hwang of BMS at CROI 2015. The study 

enrolled 251 treatment-experienced people living with HIV and 

randomized them to receive one of four doses of the drug—400 

mg or 800 mg twice-daily, or 600 mg or 1,200 mg once-daily—

in combination with Viread (TDF) and the integrase inhibitor 

Isentress (raltegravir). A control group of people taking ri-

tonavir-boosted Reyataz (atazanavir) plus TDF and raltegravir 

was also included in the study. All study volunteers had suscep-

tibility results which indicated that BMS-626529 was effective 

against their HIV.  Roughly 6% of those who screened for the 

study were excluded because their virus was not susceptible to 

BMS-626529. 

 

Approximately 60% of the study participants were male and 

38% were white. At study entry, the average viral load was 

75,000 copies/mL and the average CD4 count was 230 cells. 

More than 40% had viral loads above 100,000 copies/mL and 

nearly 40% had CD4 counts below 200 cells.  

 

Through week 48, rates of undetectable viral loads (below 50 

copies/mL) were generally similar across all fostemsavir 

groups—between 61% and 82%—and did not appear to differ 

considerably compared to the virologic response rate in the 

Norvir (ritonavir)-boosted Reyataz (atazanavir) group (71%). 

CD4 count increases were also comparable across all study 

groups.  

 

Study volunteers with high viral loads at the start of the study 

had comparable 48-week viral load suppression rates, compared 

with those with lower viral loads, regardless of which treatment 

group they were in. Viral load responses were also similar 

among those in different pre-treatment fostemsavir. All fostem-

savir doses were generally well tolerated with no major safety 

concerns in any of the dosing groups.  

 

In light of these and other positive results, a Phase III clinical 

trial of fostemsavir among heavily treatment-experienced pa-

tients began in February. For the purposes of the Phase III trial, 

heavily treatment-experienced patients are defined as individu-

(Continued from page 5) 
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In Memory of … 

Mark Thomas 

Jay Schneider 

Garey Lambert 

Joey Myers 

Paul Risi 

John Stuban 

Kemp Slaughter 

Robert Buddenbohn 

Joh Chew 

Alan Harris 

Ed Welch &  

Richard Hammond 

Barron Lafield 

Beulah Lamont 

George McCutchan 

William W. More 

Jack Fauth &  

Walter Beall 

 

 

May They Live Forever  

In Our Hearts 
 

Rest In Peace 

Thank You . . . 
Your Generosity   

Sustains Us! 
 

 Blake & Angie Cordish 

 John Waters 

 John Farley, Jr. 

 Eric Lancaster 

 Charlie Reid 

 Chuck Bowers 

 Donald Davis 

 William Mitchell 

 Kevin Rose & Ron Kroha 

 Kenneth Davies 

 Maria Sanelli 

 Matthew Smith 

 Broadway Cares/Equity Fights AIDS 

 Nordstrom, Inc./MAC AIDS Fund 

 Wesley Blickenstaff, Jr. 

 John LeBedda, II 

 Brother Help Thyself 

 Rick Newton-Treadway 

 12 Days of Christmas 

 Merle McCaan & Jared Christopher 

 Virginia & Steven Parker 

 Mount Vernon Pharmacy 

 Barry Narlines & Ron Pototsky 

 Thomas Powell 

 Anne Modarressi 

 Timothy Palmer 

 Stanford & Sylvia Schneider 

 Anne Jamison 

 Eric & Rachel Fine 

 Steven Jackson 

 Toby Spindel 

 Joseph Betz 

 Mark Davison 
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Thank You… 
for your continued and generous support of AIDS Action Baltimore’s programs and services. Without you, we could not 

help the hundreds of People With HIV/AIDS who have benefited from our emergency fund, advocacy, peer counseling, 

and publications programs. We depend upon your support to keep going. Please, fill out the coupon below and give 

whatever you can. Your gift is gratefully accepted and sincerely appreciated. 

 

Send to: AAB, INC., 10 EAST EAGER STREET, BALTIMORE, MD 21202 

 

By donating to AIDS Action Baltimore, you will automatically be added to the AIDS Action Bulletin mailing list. If you 

are a Person Living With AIDS, check off the appropriate box, and your subscription will be provided free. 

 

NAME: _______________________________________ Phone: _____________________________ 

ADDRESS: ____________________________________________________________________________ 
                       (STREET)                                          (APARTMENT #)                          (CITY, STATE, ZIP) 

 

YOUR GIFT: $________________________  HIV+     Yes ___     No ___     


