
Reply to Paltiel et al

TO THE EDITOR—We thank and welcome
Paltiel and colleagues’ review of our re-
cent publication; however, we disagree
with a number of their assertions.

We are aware that the results of health
economic evaluations are often presented
and interpreted using marginal contribu-
tions to both costs and consequences.
However, we presented the results of
our economic evaluation of human im-
munodeficiency virus (HIV) preexposure
prophylaxis (PrEP) among men who
have sex with men (MSM) based on

their absolute contributions for the fol-
lowing reasons:

1. A number of the interventions pre-
sented in our paper were not mutually
exclusive. For example, interventions in-
cluding MSM in serodiscordant regular
long-term partnerships (interventions
10 and 11) and multiple partnership
groups (interventions 4–9) involve inde-
pendent policies affecting different and
not completely overlapping population
groups—and therefore policies prioritiz-
ing these 2 groups can be adopted at the
same time. Policies aimed at different
groups of the population are viewed to be
independent; therefore, a direct incremen-
tal calculation of the cost-effectiveness of
one group vs another is inappropriate [1].
2. A number of our scenarios reflected
ranges of coverage that are likely to
be achieved in the Australian setting.
They did not represent separate public
health strategies or policy decisions. Our
purpose was to present what the cost-
effectiveness of PrEP would be if, for ex-
ample, 10%, 20%, or 30% of MSM start
PrEP. To say that providing PrEP to one
proportion of the population is more
cost-effective vs another is not useful, as
it would be unethical to approve a phar-
maceutical agent for an indistinguishable
proportion of a target population.

For these reasons, we did not present
cost-effectiveness ratios based on margin-
al contributions to costs and consequenc-
es, and we feel it is inappropriate to
highlight an efficient frontier in Figure 2
of our article. We highlight that, although
Paltiel and colleagues believe that cost-
effectiveness results based on absolute
contributions lead to a serious misinter-
pretation of findings, Paltiel and col-
leagues’ and our conclusions align; in
our analysis, PrEP meets Australian stan-
dards of cost-effectiveness when priori-
tized to the uninfected members of
regular serodiscordant partnerships.
Regarding the potential impact of

concomitant antiretroviral therapy in
serodiscordant partnerships on PrEP

cost-effectiveness, although our model
does not capture the full complexities of
regular serodiscordant partnerships, it
does reflect the high levels of testing and
treatment reported within the Australian
MSM population [2]. This means that
the majority of positive men within sero-
discordant partnerships are already on
treatment in our model. We agree with
Paltiel and colleagues that the effective im-
plementation of other interventions or
changes in guidelines leading to an
increase in testing, disclosure, and the
early initiation of treatment of men in
regular partnerships would likely reduce
the impact and cost-effectiveness of PrEP.
However, a key interpretation of our article
will remain: PrEP interventions have the
most impact and are more cost-effective
when prioritized to men most at risk of in-
fection rather than being applied broadly.

Note

Potential conflicts of interest. All authors:
No reported conflicts.
All authors have submitted the ICMJE Form

for Disclosure of Potential Conflicts of Interest.
Conflicts that the editors consider relevant to the
content of the manuscript have been disclosed.

Karen Schneider, Richard T. Gray, and
David P. Wilson

The Kirby Institute for Infection and Immunity in
Society, The University of New South Wales,

Darlinghurst, Australia

References

1. Gray AM, Clarke PM, Wolstenholme JL,
Wordsworth S. Applied methods of cost-
effectiveness analysis in health care. New
York: Oxford University Press, 2011.

2. Hull P, Mao L, Kao S-C, et al. Gay community
periodic survey: Sydney 2013. Sydney: Nation-
al Centre in HIV Social Research, University of
New South Wales, 2013.

Correspondence: Karen Schneider, BSc (Hons), MPH, PhD,
The Kirby Institute for Infection and Immunity in Society,
Faculty of Medicine, UNSW, CFI Building, Corner West and
Boundary Streets, Darlinghurst, NSW 2010, Australia (karen.
schneider@unswalumni.com).

Clinical Infectious Diseases 2014;59(1):141
© The Author 2014. Published by Oxford University Press
on behalf of the Infectious Diseases Society of America. All
rights reserved. For Permissions, please e-mail: journals.
permissions@oup.com.
DOI: 10.1093/cid/ciu241

CORRESPONDENCE • CID 2014:59 (1 July) • 141

http://arv.ashm.org.au/pdf/when-to-start.pdf
http://arv.ashm.org.au/pdf/when-to-start.pdf
http://arv.ashm.org.au/pdf/when-to-start.pdf
http://apps.who.int/iris/bitstream/10665/85321/1/9789241505727_eng.pdf
http://apps.who.int/iris/bitstream/10665/85321/1/9789241505727_eng.pdf
http://apps.who.int/iris/bitstream/10665/85321/1/9789241505727_eng.pdf
http://apps.who.int/iris/bitstream/10665/85321/1/9789241505727_eng.pdf
mailto:david.paltiel@yale.edu
mailto:david.paltiel@yale.edu
mailto:journals.permissions@oup.com
mailto:journals.permissions@oup.com
mailto:karen.schneider@unswalumni.com
mailto:karen.schneider@unswalumni.com
mailto:journals.permissions@oup.com
mailto:journals.permissions@oup.com



