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VIH não tratada está ligada a maior morbilidade e mortalidade por causas não classicamente associadas a SIDA, 
nomeadamente problemas cardiovasculares ou neoplasias não definidoras de SIDA. Recentemente, dois grandes 
estudos de colaboração de várias coortes  (NA-ACCORD study e ART Cohort Collaboration) vieram trazer novos 
dados. Embora os resultados do estudo NA-ACCORD  tenham revelado um excesso de mortalidade nos doentes que 
iniciam TAR com CD4< 500/mm3, os resultados do ART Cohort Collaboration não confirmam um significativo benefício, 
em termos de sobrevida, para a generalidade dos doentes iniciando TAR com CD4>350/mm3. Neste contexto, os 
resultados do estudo randomizado START, iniciado este ano, poderão vir a contribuir para substanciar a vantagem, 
para o doente individual, da instituição do TAR com CD4>500/mm3.  

Contudo, cerca de 40% dos novos doentes observados em primeira consulta apresentam CD4<200/mm3 e já 
perderam a oportunidade de beneficiar com a instituição precoce de TAR. Uma das principais causas da apresentação 
tardia destes doentes é o diagnóstico da infecção VIH efectuado já em fases avançadas da doença. O diagnóstico 
precoce das pessoas infectadas constitui por isso, actualmente, uma prioridade nas estratégias de controlo da doença 
e das suas consequências.

O seguimento inconsistente do doente com repetidos abandonos das consultas é outro importante factor de mor-
bilidade e mortalidade. Dos doentes infectados por VIH que necessitaram de internamento no SDI do HSJ entre 2006 
e 2007, 70% tinham abandonado as consultas há > 6 meses. É urgente o estudo e caracterização desta população, 
para melhor definir uma estratégia de minimização consequente.  

A efectiva aplicação das recomendações terapêuticas na clínica diária implica não só uma informação sistemática 
ao doente, que legitime a sua responsabilização pelo uso racional dos cuidados de saúde que lhe são oferecidos, 
mas também a responsabilização dos serviços de saúde, que devem proporcionar o acesso fácil ao diagnóstico, 
garantir o acesso e sustentabilidade do seguimento e da medicação e desenvolver e implementar indicadores de 
funcionamento auditados.

São considerados factores importantes para o sucesso do TAR aspectos relacionados com o  esquema terapêutico 
(potência, tolerabilidade, posologia simples e toxicidade a longo prazo), com o doente (idade, situação psico-social, 
estadio da doença) e com o vírus (carga vírica, mutações de resistência). Para além destes, também factores como 
o  acesso aos cuidados de saúde e a experiência do centro onde o doente é observado têm especial relevância para 
uma evolução favorável. 

A disponibilidade de uso em Portugal dos fármacos anti-retrovíricos mais recentes é sem dúvida de sublinhar 
como um aspecto positivo. Dado que são muitas vezes indispensáveis para o tratamento de doentes com múltiplos 
insucessos terapêuticos prévios e déficite imunitário grave, o seu acesso em tempo útil para o doente impõe proces-
sos de aprovação desburocratizados e expeditos.

Em resumo, a vantagem do início precoce do TAR é apoiada por múltiplos estudos de coorte. Actualmente uma 
proporção substancial de doentes apresenta-se já com doença avançada. O sucesso de uma estratégia de diag-
nóstico e cuidados precoce exige o envolvimento da comunidade, recursos assistenciais adequados e de qualidade, 
e sustentabilidade de acesso aos fármacos.

Existe já evidência de que doentes infectados por VIH, em supressão virológica e   contagens normais de CD4, 
poderão ter uma esperança de vida equivalente à da população em geral. Este será certamente o aspecto definidor 
da optimização dos cuidados de saúde a esta população. 
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With a population of 7.5 millions inhabitants, Switzerland knows a concentrated HIV epidemic with a high incidence 
of diagnosis. The Swiss situation is comparable to Portugal with an HIV incidence of 100 cases per million inhabitants. 
The people mainly concerned with HIV infections are gay men and other men who have sex with men, migrants from 
Sub-Saharan Africa and injecting drug users. The prevalence in the general population stands at less than 0.1%. The 
global number of people living with HIV in Switzerland is estimated between 20’000 and 25’000. Finally, more than 
300’000 HIV tests are carried out every year, and about 50% of the population has taken an HIV test once in their 
lives. Unfortunately, it is often not the people concerned who mostly apply for HIV testing. These tests are generally 
done by practitioners, who miss, most of the time, to give any proper pre- and post-test counselling. Therefore, the 
Federal Office of Public Health wants to scale up VCT. 
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Why scale up VCT? 
Switzerland also experiences late presenters. AIDS cases occur for two reasons. The first reason is usually people 

who are not aware of their infection and receive simultaneously a positive an HIV test and a AIDS diagnosis. The 
second reason is treatment failure. Heterosexuals and migrants, who tend to reach health services with difficulties, 
are mainly cases of late presenters. AIDS cases among gay men are more often due to treatment failure.

As mentioned, the number of HIV test performed each year in Switzerland is very high. Most of them are done by 
general practitioners (GPs); and too many of them without proper counselling. Therefore, the Federal Office of Public 
Health does not want more testing but better counselling and testing. Testing itself has no impact on changing behaviour 
yet counselling does. There is, indeed, no “natural” behaviour change after knowing one’s HIV status. There is strong 
evidence that behaviour change can occur without HIV testing. And there is also strong evidence that behaviour can 
remain unchanged after learning one’s positive status. Behaviour changes are then linked to education and proper 
counselling and not to testing itself. In that respect, approaches such as “universal testing“, or “opt-out-strategies” or 
“screening“, are not perceived as suitably methods compared to New Public Health approaches.

In addition, promotion of testing must only be targeted, in a concentrated epidemic, to the vulnerable and high 
prevalence groups. VCT among people with low risk and low prevalence is a waste of time and money. 

How to scale up VCT?
The promotion of VCT can be done in two ways.
1. People at risk can be motivated to seek VCT.
2. General practitioners (GPs) are educated to induce counselling and testing to their patients at risk. Such ap-

proach is called “provider induced counselling and testing” (PICT). 
In order for people to know if an HIV test makes sense or not, the Federal Office of Public Health has developed 

on the Internet a risk assessment tool called www.check-your-lovelife.ch. After answering 10 questions, the user 
receives his or her risk evaluation, and a list of VCT centres in his or her area if counselling and testing is needed. 
Different VCT centres have been created to receive specific populations such as the Checkpoint centres in Geneva 
and Zurich for gay men. 

Furthermore, another tool has been created by the Federal Office of Public Health to assure quality counselling 
and testing within the VCT centres. This tool is called BerDa. Likewise the assessment tool Check-your-lovelife.ch, 
a questionnaire has to be answered by the client. On the basis of his or her answers, BerDa administers the correct 
use of rapid test, and the confirmation procedure in case of reactive rapid test. BerDa enables also the collection of 
anonymous data, which are delivered to the Federal Office of Public Health.

PICT is promoted by educating GPs in Switzerland to recognize signs, such as STI, TB, hepatitis, and especially 
mononucleosis, that could imply an HIV infection, and to offer in these cases VCT to their patients. Too many doctors 
miss effectively cases because of their prejudices. For example, they might know the patient and cannot believe that 
he or she could be unfaithful or a sex tourist. The question if a test for such patient should be “opt-out” or opt-in” is 
wrong. There is no reason for GPs not to talk with their patients about his or her possible risky behaviour and his or 
her willingness to consent to an HIV test after adequate counselling. GPs are informed through the Federal Office of 
Public Health’s publication.

What about people diagnosed positive?
The whole process of doing VCT right makes sense if we also insure a good follow-up for those diagnosed HIV 

positive. It is crucial that people diagnosed positive receive counselling and can attend peer education together with 
their partners. It is important that they begin their treatment at the right clinical time and when they are ready and 
willing to adhere seriously to their treatment.

How can you find out if scaling up VCT did work?
VCT worked if there is less late presenters with CD4 below 200 and if there are less AIDS cases.
Finally, scaling up VCT by promoting VCT and provider induced counselling and testing (PICT) makes sense if: 
• one consents to New Public Health as ground of HIV prevention strategy;
• one can offer access to treatment;
• one can assure good quality of counselling, (rapid)testing and treatment.




