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AFRICAN-AMERICANS AND HIV/AIDS IN THE T osumentisovaiae ot o
UNITED STATES

HIVIAIDS and African-Americang, 20045
African-Americans’ share of the U.S. AIDS burden has never been more

disproportionate to their representation in the total population. 49.3%

SURVEILLANCE

e In 2004, Biacks® accounted for just 12.2 percent of the U.S.

population but 48.3 percent of estimated new AIDS cases.! 2 Pr;pwma ?mgmwe!
Estmased New U5 Populision
o Atthe end of 2004, it was estimated that 42.9 percent of people AIDS Cuet

living with AIDS in the United States were Black, reflecting a
continued increase over previous years.? The AIDS rate among
adults (the number of people living with AIDS per 100,000
population) was 72.1 for Blacks, compared with 17.1 for the total

U.S. population.* Estimated AIDS %u& Err RaceEthnicity,

e Black men and women account for an ever-growing number of U.S. {N=I.4t million}

deaths attributed to AIDS. Since the onset of the epidemic, an
estimated 38 percent of deaths from AIDS have been among
Blacks, and the proportion is increasing. In 2004, 50.5 percent of
total AIDS mortality were among Blacks.®

Men

Rata per 100,000 Popehtion

Blacks accounted for one-third of all men estimated to be living with AIDS
in the United States at the end of 2004. An estimated 29.2 percent of Black
men with AIDS had acquired the disease through injection drug use (IDU},
and 18.1 percent had become infected through heteresexual contact—a

much higher proportion than that for all men (21.1 percent IDU and 11.2 ﬁé?“i;i?&’,’gf?{.ﬁii‘g}w“ hetve
percent heterosexual contact). Men who have sex with men (MSM) was

lass likely to have been the reported HIV exposure category for Black men

(43.7 percent) than for all men (58.3 percent) and, especially, for White

men (752 percen’t).6

Ratefbthaicity

REFERENCES
Women

1. U.S. Census Bureau. 2004
i L . American Community Survey
At the end of 2004, 60.3 percent of all women estimated to be living with Data Profile Highlights. 2004,
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2. Centers for Disease Contrel and
; Prevention (CDCY. HIV/AIDS
Children ' Surveillance Report. 200416
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One-half of all children under age 13 who were estimated to be living with 3. CDC. HIV/AIDS Surveiliance
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AIDS at the end of 2004 were Black.? Since the onset of the epidemic,
perinatal {mother-to-child) transmission has been the exposure category in

91.4 percent of cases in children.”
CRITICAL {SSUES

Blacks are more likely to be uninsured than their White counterparts (19.7

percent versus 11.3 percent).® Blacks have the highest poverty rate of all
ethnic and racial groups.8

A study on infection patterns and risk behavior among young urban MSM
found that HIV infection rates were high among Blacks (14 percent,
compared with 3 percent for Whites).?

A correlation has been found between perceived discrimination in HIV
treatment and the status of mental and physical health, medication
adherence, and health care satisfaction. In a study of AIDS patient care, 71
percent of participants reported having experienced race-based
discrimination in a health care setfing, and 66 percent reported
experiencing discrimination on the basis of socioeconomic status, social
class, or position.1 0

African-Americans constitute 40 percent of the incarceraled population.
Men who are incarcerated are at greater risk for HIV infection, thereby
increasing the risk of transmission into other populations upon their
release.!! Behavioral health risks associated with incarceration (and, thus,
a greater incidence of HIV infection) include unprotected sexual contact,
tattooing, and drug use.'2

African-American men over age 50 are another group at increasingly high
risk for HIV infection; they are a subpopulation often overlooked in

preventive measures. 1!

Although it is more important than ever fo ensure access to treatment for
African-Americans, they are less likely than Whites to participate in clinical
drug trials as a result of continued distrust of the health care system. 3

AFRICAN-AMERICANS AND THE RYAN WHITE CARE ACT

in 2004, more than one-half {52 percent) of all Ryan White Compreheansive
AIDS Resources Emergency (CARE) Act clients were African-American.
The proportion was much higher in some care settings.

To increase access to quality care for minorities and respond to the need
for additional minority providers of state-of-the-art HIV/AIDS care in
underserved communities, the CARE Act funds the National Minority AIDS
Education and Training Cenier program to expand clinical expertise in
minority communities. More informatian is available al www.nmaefc.org.

The Health Resources and Services Administration has supported a range
of activities that address the epidemic among African-Americans.

http://hab.hrsa.gov/history/AfricanAmericans/
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Highlights include the African-American Children's Initiative, funded
through the CARE Act Title IV program for Women, Infants, Children,
Youth, and Families; community consultations and collaborations with
community organizations such as the National Minority AIDS Council; and
publication of study findings related to the search for increasingly effective
means for reaching underserved populations.

Capacity-building and planning grants have been targeted to underserved
communities to expand the number of service settings available to
vulnerable minority populations.

U.S. Department of Fealth and [fuman Services - Heaith Resources and Services Administration - [31V/AIDS Bureau
5600 Fishers Lane - Room 7-05 - Rockvilie, MD 20857 - 301-443-1993 - www hab.hrsa.gov
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AMERICAN INDIANS, ALASKA NATIVES, AND
HIV/AIDS IN THE UNITED STATES

Esnrased Mumber of 2FANs Living With
American Indians and Alaska Natives (Al/ANs) make up 0.8 percent of the ASDS. b”’”f‘;j.f:ﬁm gafegn-y. a4
U.S. population and constitute hundreds of diverse tribes and
cultures. 2 Approximately one-haif of all AVANs in the United States live in
just 10 States; California, Oklahoma, and Arizona have the largest AI/AN
populations. Historically, AI/AN populations have suffered high rates of many
health problems, reflecting widespread lack of access to health care and

related information.

Heterosexua! Contact
BA%

SURVEILLANCE

Reparted AIDS Crssy for AUAN Men.

Among AlfANSs, there were an estimated 148 new AIDS diagnoses in 2004.3 By Transwiidscn Category, 0088

(=1 48j
A total of 1,506 AVANSs were estimated to be living with AIDS at the end of ! '
2004 4 H&m'asr.-:m::ai Contatt
. 9= Blood
MEEDL Trarsluzion
i 5
Men la%

Ornher
1o 1 IR Py
(154
& For AI/AN men living with AIDS at the end of 2004, men who have
sex with men (MSM) was estimated {o be the most common exposure

category (56 percent)—Iower than for White men (75 percent) and

Asian/Pacific |slander (A/P1) men {72 percent), but higher than for
other minority populations. Injection drug use (IDU) was the exposure
category in 17 percent of cases, and MSM/IDU accounted for another
17 percent. Heterosexual contact was the exposure category in 8

percent of cases. 4

The estimated AIDS rate for Al/ANs was 9.9 per 100,000 population
in 2004, higher than the rate among Whites (7.1) and A/Pls (4.4) but
much lower than the rate among Blacks (72.1) and Hispanics (25.0).5

Women

At 39 percent, Al/AN women estimated fo be living with AIDS at the end of
2004 were more likely than women in any other minority population to have
IDU as the exposure category. Heterosexual contact was the exposure
category in 58 percent of cases; in comparison, heterosexual contact was the
exposure category for 65 percent of His-panic and 76 percent of A/Pl women
fiving with AIDS 4

Children

The estimated AIDS case rate in 2004 was twice as high for AI/AN children
{0.2 per 100,000 population) than for Hispanic and A/F1 children (0.1 per
100,000 population).®

http://hab.hrsa.gov/history/AmIndiansAlaskaNatives/
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CRITICAL tSSUES

AlAN life spans are shorter than those of the average U.S. population by
approximately 10 years. This difference is related to significantly higher rates
of alcoholism, tuberculosis, diabetes, pneumonia, and influenza. One-third of
all Alf/ANs who die before age 45 do so because of drug and alcohol abuse.
Drug and alcohol abuse, in combination with high poverty rales, creates
barriers to sufficient HiV care among Al/ANs B

Al/ANs may have higher incidence of late AIDS diagnosis caused by delayed
repotting; underreporting due to misclassification of Al/ANs into other
racial/ethnic groups is not uncommon.b Additionally, A/ANs may refrain from
accessing available services because they lack transportation and relevant
information. Al/ANs have identified inconvenient office hours and inability to
pay for services as barriers fo care.

From 2002 to 2004, an average of 24.3 percent of Al/ANs lived in poverty, a
rate comparable to that of Blacks (24.4 percent} but much higher than that of
Whites (10.5 percent).” An average of 29 percent of AI/ANs lacked health
insurance.” Poverty and lack of health insurance are associated with poor
access to disease prevention and health care services.

Most tndian Health Service (IHS) providers live near tribal lands in rural
areas; however, 62 percent of Al/ANs do not live in those areas. Frequent
travel to visit family and friends and to participate in ceremonies and religious
events can further complicate consistent adherence and access to health

care.6

A 5-year study on HIV diagnosts in 25 States showed that AIYANs living in the
areas studied had an average rate of HIV diagnosis 1.5 times higher than that
of Whites and nearly 2.5 times higher than that of AP1s.8

Al/ANS AND THE RYAN WHITE CARE ACT

The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act
Special Projects of National Significance American Indian/Alaska Native
Initiative is funding six grantees (and an evaluation center) to develop
integrated mental health, substance abuse treatment, rehabilitation, and HIV
ambulatory medical care models. Grantees have incorporated cultural,
spiritual, and traditional medicine practices of Native Americans into their
approaches. This initiative began in 2003 and will end in 2007.

The Health Resources and Services Administration (HRSA) report Native
Americans and HIV Disease: Summary of Ongoing Special Projects of
National Significance describes successful models for serving the AVAN
population and is available through the HRSA Information Center (888-ASK-
HRSA).

Al/ANs can receive CARE Act services even if they are eligible for care from
other sources (e.g., through IHS, fribal, or urban Indian heatth programs and
services). information about IHS facilities’ eligibility for CARE Act grants is

http://hab.hrsa.cov/history/AmlIndiansAlaskaNatives/
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available at hitp: /fhab.hrsa.govil/inotice0001.htm.

The results of the publication improving Care for HIV-Positive Men of Color
Who Have Sex With Men: Barriers and Recommendations are shaping the
process through which HRSA and the Centers for Disease Control and
Prevention (CDC) are collaboratively responding to the epidemic among
young MSM of coler.

To increase access to quality care for minorities and respond to the need for
additional minority providers of state-of-the-art HIV/AIDS care in underserved
communities, the CARE Act funds the National Minority AIDS Education and

Training Center program to expand clinical expertise in minority communities.

More information is available at www.nmaetc.org.

U.3. Department of Health and Human Services - Health Resources and Services Administration - ITV/AIDS Bureau
5600 Fishers Lanc - Room 7-05 - Rockville, MD 20857 - 301-443-1993 - www.hab.hrsa.gov
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Becoming Adherent: Experiences of Persons

Living With HIV/AIDS

Jennifer Gray, PhD, RN

Interviews were conducted with HIV -infected per-
sons who had been taking antiretroviral medications
for 6 months, reported high levels of adherence, and
had low or stable viral loads consistent with adher-
ence. Analysis of the qualitative data revealed five
themes related to adherence. “Choosing life” was
reflected in decisions about initiating freatment,
changing one’s lifestyle, and pursuing goals. “Riding
it out” emerged from descriptions of adjusting to side
effects and overcoming barriers to adherence. “Fig-
uring it out” encompassed individual strategies for
incorporating pill-taking into one’s life, such as use

of pillboxes and making a schedule. “Sticking to i

was overcoming internal resistance 10 maintaining
adherence. “Realizing the benefits,” the final theme,
revealed successful adherers who had improved clin-

ical outcomes and for whom pill-taking had become
routine.

Key words: HIV/AIDS, medication adherence

Pcrsons living with HIV/AIDS (PLWHA) are €x-
pected to adhere to compleX regimens over an indef-
inite period of time (Chesney, Morin, & Sherr, 2000;
piliero & Colagreco, 2003) with strict adherence
necessary for complete suppression of the virus (Gar-
cia & Cote, 2003; World Health Organization, 2003).
Factoss related to compliance have been reported in
aumerous studies with persons with HIV infection
and with AIDS (Halkitis, Parsons, Wolitski, & Re-
mien, 2003). Negative influences on adherence have
been described as depression (Sledjeski, Douglas,
Delahanty, & Bogarty, 2005); perceived stress (Bot-
tonari, Robetts, Ciesla, & Hewitt, 20035); residential
patierns (Wagner, 20072); stigma (Siegel, Schrim-

JOURNAL OF THE ASSOCIATION OF NURSES IN AIDS CARE, Vol.

do'r.10.1016:’3.13:13.2006.03.004
Copyright © 2006 Association of Murses in AIDS Care

shaw, & Ravies, 2000); addictions (Jimenez, John-
son, Hershow, & Wiebel, 1996); believing the diugs
were ineffective (Murphy, Johnston Roberts, Hoff-
man, Molina, & Lu, 2003); denial of HIV status, side
effects and symptoms (Balestra et al., 1996; Wagner,
2002); and increased alcobol intake and employment
(Chesney & Ickovics, 1997: Murphy et al, 2003).
Positive influences on adherence were the primary
care provider’s belief that the treatment was effective
(Schrimshaw, Siegel, & Lekas, 2005; Seals, Hennes-
sey, & Sowell, 1996}, quality of the patient-ptovidet
relationship (van Servellan & Lombardi, 2005), the
patient’s view of life (Cedexfiall, Languis-Eklof, Lid-
man, & Wredling, 20072), self-efficacy to adhere (Si-
moni, Frick, & Huang, 2000), and support from
family and friends (Murphy et . 2003; Simoni et
al,, 2006; van Servellan & Lombardi, 2005). The
research clearly establishes that medication adher-
ence is difficult. None of the medication adherence
studies have produced 2 gold standard or CONsensus
on the best interventions o promote adherence for
PLWHA.

The study was motivated by w0 questions. Be-
cause studies of medication adherence have docu-
mented that 40% to 60% of PLWHA achieve a high
level of adherence (Balestra ¢t al., 1996; Halkitis et
al,, 2003), what can We jeamn from persons who are
taking their medications correctly? How did adherent
patients become- adherent? To leamn the answets to
these questions, & qualitative study was conducted to

Jennifer Gray, PED, RN, is an associate professor and the

Associate Dean of the PhD in Nursing prograim at the
{Iniversity of Texas at Arlington School of Nursing.

17, No. 3, May/Tune 2006, 47-54
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Table 1. Demographic Characteristics of Sample:
Becoming Adherent Among PLWHA (N = 11)
Frequency
Descriptor Response Sct (%)
Income Under $10,000 7 (63.6%)
$10,000-19,999 2 (18.2%)
$20,000 or more 2(18.2%)
Education 11th grade or less 3(27.3%)
HS graduate or GED 5(45.5%)
At least 2 years of
college 3(27.2%)
Employment Unable to work because
of iliness 4(36.4%)
Unemployed 5 (45.5%)
Employed 2(18.2%)
Relationship status Widowed/divorced 7 (63.6%)
Partnered 3(27.3%)
Single 2(18.2%)
Medication regimen 2 protease inhibitors 3(27.3%)
1 protease inhibitor 5 (45.5%)
No protease inhibitor 3 (27.3%)
Self-reported adherence Never miss 6 (54.5%)
Missed 1 to 6 months
ago 3(27.3%)
Missed in past month 2 (18.2%)

NOTE: GED = general educational development, HS = high
school.

medications, whereas 2 admitted missing doses in the
past 2 weeks. Transcripts for all of these interviews
were analyzed and coded first by descriptions of
experiences. Then, the descriptions were synthesized
into themes (Table 2).

Exploration of Themes Related to Maintenance
of Medication Adherence

The themes that emerged from the transcripts
were: {(a) choosing life, (b) riding it out, (c) figuring
it out, (d) sticking to it, and (e) realizing the benefits.

Table 3 provides participant quotations for each
theme.

Choosing life. “Choosing life” was related to the
fact that most of the participants were severely ill

Table 2. Initial Descriptions and Themes in Becoming

Adherent to Medications Among PLWHA

N =11}
Description Theme
Life and death Choosing life
Lifestyle choices
Coping
Adjusting Riding it out
Advice

Challenges-barriets
Side effects

Medication taking strategy
Reminders

Paying attention

What doesn’t work

What to take with meds
Time issues

Figuring it out

Do not give up

Doing what you need to do
Providers

People who help

Sticking to it

Results
Automatic
No problem

Realizing the benefits. .

when they were diagnosed and started on medica-
tions. One participant recalled being told that the
doctors did not think he would survive the night
when he was admitted to the hospital. When another
described his motivation for taking medications, he
said, “Ah, just the simple fact that if I didn't doit, I
would not live. That was enough to get me to do it.”
Another participant, a woman, said, “You're going to
remember to take them because your life is going to
depend on it.” Although primarily an initial factor in
adherence, this theme also emerged when partici-
pants described HIV-infected persons who died after
stopping their prescribed regimens and cited this
awareness as one of the reasons they chose to con-
tinue their medications.

Participants described removing from their lives
conditions that they perceived as interfering with the
medications or a positive lifestyle. For example, two
men discussed how they had given up a homosexual
lifestyle and drinking. One of these men repla
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think that is a majorly important thing. . if we can
deal with the fear aspect, the fear of being alone, the
fear of dying, or the fear of whatever it may be.”

Riding it out. “Riding it out” describes the period
of adjustment, especially that of enduring the initial
side effects. For example, a mother described her
extreme nausea that prevented her from taking her
child to school without stopping on the way to vOmit.
Whether to attribute symptoms to the disease process
or to the medications resulted in uncertainty. As one
person noted, “The medicines compounded the way 1
felt, how badly I felt.” One participant said, “It
seemed the end of the road to me at the time. . .but
you have to work your way through that, and it is not
always easy.” Another said, “You just get sick. Let it
take its toll and then you’ll get over it Another
participant identified the difficulty of the initial ad-
justment as a deterrent against stopping the medica-

_tions, commenting, “You start them up all over

again, you're going to get sick all over again.” The
advice of the participants for persons starting on
antiretrovirals was to recognize that there would be
side effects and to ride it out. These participants were
role models of this ride-out approach as exemplified
by this participant’s statement, “I kept taking them
because I knew it [feeling bad) was just temporary.”

Figuring it out. “Piguring it out” involved find-
ing a strategy or strategies to ensure adherence to the
regimen. Participants described using pill organizers,
developing a rou ine or schedule, setting an alarm,
and taking pills along when socializing or trayeling.
Although some participants used commercially avail-
able pill organizers, one participant described sinall
plastic bags into which he divided his medication
once a month; one bag for each dose. In the mornings
he removed two bags full of medications, and in the

“evenings he returned the empty bags, which served

as validation that he had taken his medications that
day. Linking doses to routine events such as meals
was discussed by several of the participants. One
participant described experimenting with different
foods until she found those she could eat with her
medications, whereas another adjusted the timing of
doses to allow her stomdch *“a chance 1o rest” before
the next dose. The advice of one participant was to

“find something, some way of taking your medicines
that is not as hard on you as taking it by itself.”
Figuring it out was not a one-time challenge but
had to be repeated each time the regimen changed or
the person’s schedule changed. For example, ¢ .. my
hours have changed, so T'll take it around 4:30 to
5:00 and then take it around midnight.” When trav-
¢ling, participants took their medications with them.
Social events were challenging, especially for the

participant whose medications could not be taken
with food.

Sticking to it. All participants described “sticking
to it" as doing what you need to do. This theme
involved internal and external components. The in-
ternal aspects were overcoming one’s own psycho-
logical resistance 10 medications. The participant
who repeatedly said during the interview, “1 com-
plain within myself, but I take them anyway,” pro-
vided an exemplar of this resistance and sticking it
out. Other participants demonstrated this same ap-
proach by saying, “you know, iU’s this idea, if you
want the medications 10 work you have to do what
you have to do,” and “Take it whether you want {0
take it or not.” The label assigned to this theme came
from participants’ statements such as “find some-
thing and stick with it,” “There are 2 few of us who
stuck in there,” and “Stick to it. Have the determi-
nation to stick to it because this disease can be
managed.”

The interviewer asked each participant who
helped him or her with adherence. Some participants
stated that no one helped them take their medica-
tions, saying, “It is not that someone has to tell me,”
«] don't have anyone to help me take it and “No-
body tells me. Just me.” Others acknowledged the
importance of having 2 “few of my friends that had
really cared before and they are still there.” Seeing
providers as partners was also a frequent comment.
One man gave as a1eason for taking medications that
the doctor had prescribed them, and “he’s prescribing
it to help your situation.” When side effects occur,
this participant enconraged others to “take it down to
him [the doctor}. Let him know about this sO he
could get you another formula or better medicine for
you.” Others explained how they had changed pro-
viders when they did not feel the providers were
meeting their needs bhecause these unmat needs were
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positive outcomes may be feedback that increases
motivation to take medications.

Limitations

Although the sample was intended to have demo-
graphic characteristics similar to those of the HIV
population at large, the sample consisted of a larger
percentage of women (45%) than the HIV/AIDS
population in the United States (20%) (CDC, 2004).
Hispanic women were not represented. Concemns
about confidentiality may have limited the willing-
ness of HIV-infected persons to participate. Most of
the participants were very open about their diagnosis,
as was anticipated because they were receiving care
in an HIV specialty clinic. Two participants, how-
ever, described the impact of stigma on disclosure
and noted that some family members did not know of
their HIV status. These limitations and the smail
sample size do not support generalizing these find-

ings to other groups but provide a beginning place for
further research.

Implications

Implications for practice include the need for rec-
ognizing the unique nature of the responses of PL-
WHA to taking medications. For example, the pro-
cess of “figuring it out” was found in the transcripts
of all participants, but the specific strategies and
reminders used were unique to each individual (Wil-
liams, 2001). HIV care providers will need to inquire
about what strategies the infected person may be
using to adhere to medications. Suggestions from the
experiences of other PLWHA may be more helpful to

- patients than professional advice. All of the partici-

pants identified events that challenged their adher-
ence, and 2 had missed doses recently. Consistent
with the theory of relapse prevention (Marlatt &
George, 1984), clinicians might suggest situations
that could interfere with adherence and encourage

patients to develop plans to deal with these
challenges. :

Conclusions

This qualitative study with 11 participants who
were successfully adhering to complex HIV/AIDS
medication regimens revealed five process themes,
beginning with choosing life. This choice provided
motivation for the riding it out and figuring it out
aspects of learning to adhere to medications. As
medication-taking became routine, the participants
described dealing with ongoing challenges using the
phrase “sticking to it When adherence resulted in
improved laboratory values and improved physical
health, the benefits of adherence Were obvious and

further validated the actions taken to achieve
adherence.
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Boundaries Without Walls

Setting boundaries is about learning to take care of ourselves, no matter what happens,
where we go, or who we're with. Boundaries emerge from deep decisions about what we
believe we deserve and don't deserve; they spring from a belief that what we want and need,
like and dislike, Is important.

The goal of having and setting boundaries isnt to build thick walls around ourselves.
The purpose is to gain enough security and sense of self to be able to develop relationships
with others without feeling like we are losing ourselves or being invaded, and without infringing
on another person’s sense of self or creating confusion in a relationship. When we have a
sense of self, we are able to better develop closeness and intimacy with others. However, the
most important consideration in setting boundaries at work, is that the dient with whom we
work is always a priority.

As Community follow-Up Workers, setting healthy boundaries between ourselves and
our clients is important to the work we do, and also require us to understand the power that we
hold. Given the nature of the work, maintaining these boundaries can sometimes be a
challenge. Often, CFWs come from the same or similar communities as the client; sometimes
they may have relatives who are receiving services from other COBRA teams, and sometimes
CFWs have transitioned from being a client to being a CFW.

While any similarity between you and your dient is a strength because of your ability to
relate to their situation, it can also be a challenge when feelings get attached to the client. This
might nappen because that person reminds you of someone else, of yourself, or of a -situation
you have been through (transference). Sometimes, it is the client that attaches their feelings
for someone else onto you (counter transference). While certain boundaries may be quite
clear, such as the restriction on engaging in intimate relationships with clients, in other
situations, maintaining healthy boundaries may be more challenging and confusing.
Sometimes, you may not be able to sort it out yourself and you may need to use your
supervision as suppott for you to figure out a strategy in dealing with the issue at hand.

Recognizing boundaries and sticking to them is an ongoing process that will require patience on

your part, and an understanding that it is your responsibility — not the client’s — to set healthy
boundaries.



BREACHES IN BOUNDARIES include:

(any circumstances that are defined by our personal needs rather than the needs of our clients)

» Engaging in sexual activities with clients

» Any behavior that is seen as exploitative, coercive or manipulative with our clients
=  Accepting gifts

*  Giving gifts

= Selling things to clients

* Buying things from clients

Recognizing boundaries keeps us aware of:

Not crossing them
The fact that the client’s needs come first

The purpose of working with the client is to meet the needs of the dient, not to have your
needs met

Keeps you on target on what is acceptable and what is not

R
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Fact Sheet Number 124

CD4 CELL TESTS

""“HAT ARE CD4 CELLS?

44 cells are a type of lymphocyte
(white blood cell). They are an
important part of the immune system.
CD4 celis are sometimes called T-cells.
There are two main types of T-cells. T4
cells, also called CD4, are “helper’
cells. They lead the attack against
infections. T-8 «cells (CD8) are
“suppressor” cells that end the immune
response. CD8 cells can also be “killer”
cells that kil cancer cells and cells
infected with a virus.

Researchers can tell these cells apart
by specific proteins on the cell surface.
A T4 cel is a T-cell with CD4
molecules on its surface. This type of T-
cell is also called “CD4 positive,” or
CDh4.

WHY ARE CD4
IMPORTANT IN HIV?

When HIV infects humans, the cells it
infects most often are CD4 cells. The
virus becomes part of the cells, and

CELLS

1=hen they multiply to fight an infection,
[ also make more copies of HIV.

When someone is infected with HIV for
a long time, the number of CD4 cells
they have (their CD4 cell count) goes
down. This is a sign that the immune
system is being weakened. The lower
the CB4 cell count, the more likely the
person will get sick.

There are millions of different families of
CD4 cells. Each family is designed to
fight a specific type of germ. When HIV
reduces the number of CD4 cells, some
of these families can be fotally wiped
out. You can lose the ability to fight off
the particular germs those families were
designed for. If this happens, you might
develop an opportunistic infection (See
Fact Sheet 500).

Infections can have a large impact on
CD4 cell counts. When your body fights
an infection, the number of white blood
cells (lymphocytes) goes up. CD4 and
CD8 counts go up, too. Vaccinations
can cause the same effects. Don’t
check your CD4 cells until a couple of
weeks after you recover from an
infection or get a vaccination.

HOW  ARE THE
RESULTS REPORTED?
CD4 cell tests are normally reported as
the number of cells in a cubic millimeter
of blood, or mm®> There is some
disagreement about the normal range
for CD4 cell counts, but normal counts
are between 500 and 1600, and CD8"
counts are between 375 and 1100. CD4
counts drop dramatically in people with
HIV, in some cases down to zero.

TEST

The ratio of CD4 cells o CD8 cells is
often reported. This is calculated by
dividing the CD4 value by the CD8
value. In healthy people, this ratio is
between 0.9 and 1.9, meaning that
there are about 1 to 2 CD4 cells for
every CD8 cell. In people with HIV
infection, this ratio drops dramatically,
meaning that there are many times
more CD8 cells than CD4 cells.

Because the CD4 cell counts are so
variable, some health care providers
prefer to look at the CD4 cell
percentages. These percentages refer
to total lymphocytes. If your test reporis
CD4% = 34%, that means that 34% of
your lymphocytes were CD4 cells. This
percentage is more stable than the
number of CD4 cells. The normal range
is between 20% and 40%. A CD4
percentage below 14% indicates
sericus immune damage. It is a sign of
AIDS in people with HIV infection. A
recent study showed that the CD4% is

WHAT FACTORS INFLUENCE
A CD4 CELL COUNT?

The CD4 cell value bounces around a
lot. Time of day, fatigue, and stress can
affect the test results. It's best to have

yod drawn at the same time of day for
- .ach CD4 cell test, and to use the same
| laboratory.

g predictor of HIvdisSease progression.

WHAT DO THE NUMBERS
MEAN?

The meaning of CD8 cell counts is not
clear, but it is being studied.

The CD4 cell count is a key measure of

the health of the immune system. The

lower the count, the greater damage
HIV has done. Anycne who has less
than 200 CD4 cells, or a CD4
percentage less than 14%, is
considered to have AIDS according to
the US Centers for Disease Control.

CD4 counts are used together with the
viral load fo estimate how long
someone will stay healthy. See Fact
Sheet 125 for more information on the
viral load test.

CD4 counts are also used to indicate
when to start cerain types of drug
therapy:

When to start antiretroviral therapy
{ART): When the CD4 count goes
below 350, most health care providers
begin ART {see Fact Sheet 403). Some
health care providers use the CD4%
going below 15% as a sign to start
aggressive ART, even if the CD4 count
is high. More conservative health care
providers might wait until the CD4 count
drops to near 200 before starting
treatment. A recent study found that
starting treatment with a CD4% below
5% was strongly linked to a poor
outcome.

When fo start drugs to prevent

opportunistic infections:

Most health care providers prescribe

drugs o prevent opportunistic infections

at the following CD4 levels:

s Less than 200. pneumocystis
pneumonia (PCP, see Fact Sheet
515)

+ Less than 100; toxoplasmosis (see
Fact Sheet 517) and cryptococcosis
(see Fact Sheet 503)

o Less than 75: mycobacterium
avium complex (MAC, see Fact
Sheet 514)

~Because-they—are—such—an—importanty

indicator of the strength of the immune
system, official freatment guidelines in
the US suggest that CD4 counts be
monitored every 3 to 4 months. See
Fact Sheet 404 for more information on
the treatment guidelines.

Revised February 20, 2007

A Project of the New Mexico AIDS Education and Training Center. Partiaily funded by the National Library of Medicine
Fact Sheets can be downloaded from the Internet at http:/fwww.aidsinfonet.org 5
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Common Side Effects and Possible Treatments

Side Effect

Possible Treatments

Fat Redistribution-Lipodystrophy, Lipatrophy and
Lipadiposity

Currently there are no treatments that have been
proven effective for body-shape changes.
Switching regimens might be an option.
Serostim-reduces fat buildup not FDA approved for
Lipodystrophy.

Liposuction

Sculptra-Injection of fat or fat substitutes

Fatipgue, tiredness, weakness, lack of energy

Discuss with doctor, change in diet, rest and sleep.

Nausea, vorniting

Antiemetics-Compazine, Zofran

Eat small meals, Eat bland foods (low in fat and high
in starch/carbohydrages)

Relax before meals, eat slowly

Loss of appetite due to nausea and vomiting

Antiemetics-Compazine, Zofran

Megace to treat anorexia. Marinol to stimulate
appetite

Some people opt for marijuana

Diaarhea /watery stools

OTC-Imodium AD, Kaopectate, Metamucil, Lomotil
These meds work best if taken 30-45 minutes before
taking medications that cause diarrhea.

Dietary change using the BRATT diet-Bananas, Rice
(white), Apple juice or sauce and Toast and Tea
{herbal)

Drink water to combat dehydration.

Gas and bloating Dietary changes by eliminating gas producing foods
such as broccoli, beans, vegetable skins.
OTC-Gas-X

Heartburn/acid reflux

Dietary changes-avoid foods that are spicy or fatty,
vinegar, peppermint, pickles, alcohol, caffeine (soda,
tea, coffee, chocolate), citrus fruits and juices
(orange, grapefruit, lemon, tomato)

Avoid aspiring, ibuprofen that irritate the stomach
OTC-Mylanta, Maalox, Tagamet, Zantac, Pepcid

Liver damage

Discuss with doctor-possibly change in ARVs
Decrease alcohol consumption

Kidney stones

Possible change in medications, Increase in water
intake,

Fungal Infections

Anti-fungal such as Monistat, prescription-Diflucan

Skin rashes/Stevens-Johnson Syndrome

Consult with doctor, antihistamines-Benadryl
Good skin moisturizer if dry skin

Peripheral Neuropathy

Consult with doctor-change in ARVs
Anti-inflammatory meds-Ibuprofen
Applying topical creams-Ben Gay
Prescribed Medications-Neurontin

Muscle decrease or weakness, muscle pain or joint
pain

Anti-inflammatory drugs-Tylenol

Anemia

Procrit and Epogen. Doctor may want to change
medications

Adherence: Barriers and Strategies
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Drug - Nutrient Interactions and HIV

by Joanne Maurice

The science of drug-drug interactions and drug-nutrient interactions has advanced and
improved in the past few years. There are several interactions and mechanisms that take
place that can affect how well a drug is or Is not absorbed, and many of these factors we
have no control over. Drugs can be absorbed differently depending on race, age, gender,
weight, and metabolic rates, Pharmaceutical companies have spent billions of dollars
running drug trials to discover the most effective methods of taking a medication that
will result in the best absorption and with the fewest adverse side effects.

Once a pill is ingested, it goes into the gut, dissolves and is absorbed through the
intestinal tract. From this point on, what happens to the drug and how it is measured
forms the basis for the various recommendations providers, pharmacists and dietitians
give to their clients. Foods can have an effect on a drug by increasing, decreasing or
accelerating its absorption or metabolism. The composition of a food, or meal, can affect
the bioavailability of a medication by affecting acid level in the stomach, increasing or
decreasing transit time through the gastrointestinal {(GI)} tract, or inducing or inhibiting
the different metabelic enzymes in the intestine and liver. Adhering to diet
recommendations and timing of meals can make the difference between a drug having

the most effect, or helping to decrease the side effects that can come with the
medications.

To understand what is happening after a drug is ingested, a little background and some
definitions are needed. Pharmacists and drug companies often cite the Cmax of a drug.
This is the maximun concentration reached by a drug, where the rate for a drug being
absorbed into the plasma is the same rate that it is being eliminated from the plasma.
Cmin, or minimum concentration, is when a drug is at its lowest concentration, often
just before the next recommended dose. Area under the curve or AUC, is a way of
measuring the expasure to a drug during a full dosing interval. AUC is often viewed as
the best way to see if a drug is working. Cmin is often used to predict the efficacy of the
drug, where Cmax is associated with the severity and frequency of side effects.

Many studies and drug trials will list the effect that a single dose of another drug or
nutrient has on the medication in question. A steady-state response, where there are no
more changes after repeated doses, may be a more fair indication of an interaction. The
effect of grapefruit juice on the absorption of Crixivan (indinavir) is one example where
the effect seen during a single dose was different during steady-state conditions.

Once a drug is absorbed, it must be metabolized {(broken down by the body's system).
There are several systems in the body, one of the best known is the cytochrome P450
(CYP450) system. Within this system there are several isoforms that can be induced or
inhibited by a multitude of drugs and some nutrients. The level that a drug reaches in
the plasma can be determined by the extent to which these isoforms are induced or
inhibited. St. John's wort is an example of such a drug-nutrient interaction. It can
compete with Crixivan for the isoform CYP3A4 system, reducing significantly the amount
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of Crixivan avallable to fight the virus, The AUC for Crixivan is reduced by about 60%
with St. John's wort, prompting the warning of increased risk of drug failure and viral
resistance due to suboptimal levels of Crixivan in persons who were also taking St. John's
wort,

Grapefruit juice deserves its own mention as a having a significant effect on the isoform
CYP3A4 of the CYP450 system. The components of the flavonoids found in grapefruit
jutce have various degrees of activity on CYP3A4, There are other components besides
the flavonoids in grapefruit juice that can have an effect on the CYP3A4 activity, The
same does not seem to hold true for other citrus fruits such as lemon, limes and
oranges. The effect that grapefruit juice has can be very different depending on the PI
or other medication involved. For Fortovase (saquinavir soft-gel), the grapefruit juice
significantly increases its bioavaitability, Grapefruit juice, in the first studies of Crixivan,
indicated a significant decrease in the bioavailability of Crixivan with a single dose of
grapefruit juice. However, when studied during steady-state conditions, the adverse
effect on Crixivan was not seen,

Using the AUC, it was found that a high fat meal increased the bicavailability of
saquinavir by 670%, Viracept (nelfinavir) by 200 to 300%, and Norvir (ritonavir} by
15%. There are thoughts that not taking these medications with a meal providing
adequate fat could be the reason for some treatment failures. Every study seemed to
define high fat differently, but for the most part a high fat meal was along the order of
50 grams of fat per meal. For those of you without your fat gram counting books, that
works out to be a burger and fries kind of meal, a large muffin, or a significant amount of
chips. On the other side of the coin, Crixivan, without the Norvir booster, needs to be
taken with a meal containing essentially no fat, Agenerase (amprenavir) can be taken
with food, but should not be taken with the same kind of high fat meal that boosts the
efficacy of saquinavir. Sustiva (efavirenz), like Agenerase, should not be taken with a high
fat meal, because the fat increases the absorption and increases the magnitude of the
side effects.Due to the presence of Nervir, Kaletra (lopinavir/ritonavir) should also be
taken with food to increase its bioavailability and decrease intra- and intervariability.

Garlic is also being studied for the effects it may have on HIV medications. Touted for its
immune enhancing properties, and its safety as a supplement, garlic is beginning to be
studied for potential adverse effects on medication metabolism. It appears to decrease
the AUC significantly for saquinavir. There was a small decrease when looking at Norvir,
but it was not significant.

The lesson here is that don’t assume that it is okay to take medications without regard
to the instructions given by qualified HIV health care providers. There are reasons when
doctors and service providers inform you that a medication needs to be taken with more
than just a cup of coffee or a banana. It's also not safe to assume that just because a
product is "natural” or an herb, that there are no potential side effects or interactions
with other medications. The process of metabolism is extremely complicated and the
same substrate can be both an inhibitor or inducer of the process. So stay tuned, the
science is young, and more answers are yet to come.

Joanne Maurice can be contacted via email at jmaurice@u.washinqton.edu. References
are available from author upon request.

Drug Nutrient Effect on medication

Crixivan (indinavir) Grapefruit juice Decreases absorption
(If taken without Norvir}  Protein > 6 grams/meal; Fat >
2 grams/meal

http://www.tpan.com/publications/positively _aware/jul _aug_02/dru...

20.10.2006 1%:33 Uhr
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Norvir (ritonavir)

Fortavase, Invirase
(saquinavir)

Viracept (neifinavir)

Agenerase {(amprenavir)

Kaletra (lopinavir,
ritonavir}

Sustiva (efavirenz)
Videx (didanosine/ddI}
Ganciclovir

Atovaquone

Drug

Crixivan

PIs and NNRTIs
Pls

Saquinavir (SQV)

http:/Awww.tpan.com/publications/positively_aware/jul _aug 02/dru...

Fat > 15 grams/dose or meal

Fat > 20 grams/dose Grapefruit

juice
Fat > 15 grams/meal
Fat > 50 grams

Vitamin E any dose

Fat > 15 grams/dose

Fat > 40-60 grams/dose
Food
Fat > 30 grams fat/meal

fat > 40 grams/dose

Herbs
St. John's wort
Cat's Claw

Echinacea

Garlic

Increases absorption,
decreases GI side effects

Increases absorption

Increases absorption
Decreases absorption

Increases risk for vitamin
E toxicity

Increases absorption

Increases side effects
Decreases absorption
Increases absorption

Increases absorption

Effect on medication
Decreases absorption
May increase serum levels

Could increase serum
levels

Significantly decreases
SQV levels

| Positively Aware | 2004 HIV Drug Guide | Positively Aware en gspafiol |

|Chicago Area HIV Services Directory | Publications Home {

| Publications | Client Services | MOCHA | Events | Helping TPAN |

| Contacts and Staff | About TPAN | Ask TPAN | Links | TPAN Home |
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EXERCISE AND HIV

Fact Sheet Number 802

: } WHY IS EXERCISE IMPORTANT?
~. .4 Exercise helps many people with HIV
disease feel befter and might strengthen
your immune system.

Exercise cannol control or fight HIV disease,
bul it may help you feel better and fight
many of the side effects of HIV disease and
HIV medications.

WHAT ARE THE
ADVANTAGES OF EXERCISE?

Regular, moderate exercise has many of the

same advantages for people with HIV

disease as it does for most people. Exercise

can:

« Improve muscle mass, strength and
endurance

e Improve heart and lung endurance

+ Improve your energy level so you feel
less tired

* Reduce stress

¢  Enhance your sense of well-being.

« Help stabilize or prevent declines in
CD4 cell counts. See Fact Sheet 124
for more information on CD4 cells.

*+ Increase bone strength

Decrease cholesterol and triglycerides

(see fact sheet 123)

Decrease fat in the abdomen

Improve appetite

Improve sleep

Improve the way the body uses and

controls blood sugar (glucose)

WHAT ARE THE RISKS OF

EXERCISE?

«  You can get dehydrated {lose too much
water) if you do not drink enough liquids
to keep up your fluid levels.

«  Injuries may take more time to heal.

+ You can lose lean body mass if you
exercise too much. Serious cases can
lead to AIDS wasting (see fact sheet
519).

» You can injure yourself if you use the
wrong “form” in exercises.

« Exercise can help those with heart
disease, but talk to your doctor to make

sure that you are able to exercise
safely!

EXERCISE GUIDELINES FOR
PEOPLE WITH HIV

Don't Overdo it!

A moderate exercise program will help your
body tum your food into muscle. Take it
easy, and work exercise into your daily
activities.

Work up to a schedule of at least 20
minutes, at least three times per week as
long as you are feeling better. This can lead
to significant improvements in your filness
tevel and you may feel better.

People with HIV can improve their fitness
levels through training like those who do not
have HIV. However, people with HIV may
find it harder to continue with a training

program because of fatigue (see Fact Sheet
551).

Start exercising while you are still healthy.
This can help you hold off symptoms of HIV
fhat make you feel bad. Keep your exercise

fresh. Find new ways to keep yourself
motivated to maintain  your exercise
program.

Your fitness level may be different than it
used to be. It is very important that you work
your way into an exercise program to avoid
injury.

Eat and Drink Correctly

Drinking enough liquids is very important
when you exercise. Extra water can help
you replace the fiuids you lose. Remember
that drinking tea, coffee, colas, chocolate, or
alcohol can actually make you lose body
liquid.

Don't eat when you exercise. In fact, it's
best to wait up to 2 hours after a full meal
before an exercise session. Also, wait about
an hour after a workout before you eat your
next meal.

Proper nutrition is also important. With
increased activity, you may need to eat
maore calories to avoid losing weight.

Choose Something You Enjoy

Choose activities that you like. Whether it is
yoga, running, bicycling, or another sport,
doing something you like will encourage you
{o maintain your program. Don't get infe a
rut! Change your activities if you need to so
that you stay metivated.

If your fitness level is good, you can
compete in competitive sports. Taking part

in competitive or team sports does nol pgs=.
a risk of spreading HIV to other athletes |
coaches. ’

If you get hurt and you're bleeding, the risk
of HIV being spread to other people is very
small. However, if you bleed during a sport,
you should get out of the game and cover
your injuries before returning to the game.

Exercise with Weights

Weight fraining {resistance exercise) is one
of the best ways to increase lean body mass
that may be lost through HIV disease and
aging. Working out three times a week for
an hour should be enough if done well
Combining weight training with 30 minutes
of cardiovascular exercise may be the best
way to improve body composition and keep
your blood lipids and sugar down.
Cardiovascular exercise means working
large muscle groups continuously for at
least 30 minutes. Activiies such as brisk
walking, jogging, bicycling or swimming can
be cardiovascular exercise.

THE BOTTOM LINE
Exercise can improve strength, fight fatigue
and depression, Improve endurance,

increase cardiovascular fitness, help to
reduce stress and promote muscle strer "1
It may also help the immune system
better.

FOR MORE INFORMATION

You can gel more information on exercise
and HIV from the following:

AIDS and Exercise, from the American
Council on Fitness, at
hittp:/ivww.acefitness.org/
fitfacts/pdfsiittactsfiternid_63.pdf

HiV: Nutrition and Exercise When You Have
HLV, at hitp:/ffamilydoctor.orgh2066.xml

HIV and
htip:/fwww.thebody.com/tpan/
julaug_D2/exercise.html

Exercise:

Medibolics web site {written by HiV-positive
people):
http:/fwww.medibolics.comfexercise.html

Ten Things You Can Do to improve Your
Physical Fitness:
http:/fwww thebody.com/bp/10things/fitness.
htmi

Revised February 1~ ")ﬂ

A Project of the New Mexico AIDS Education and Training Center. Partially funded by the National Library of Medicine
Fact Sheets can be downloaded from the Internet at hitp:/fwww.aidsinfonet.crg



Four Types of Communication

Passive

People who are passive do not say what you think, feel, want,
or believe in order to avoid conflicts. It communicates a message of
inferiority. By being passive you are allowing the wants, needs, and
rights of others to be more important than our own. Passive behavior
helps to create “win-lose” situations. A person behaving passively
will lose while allowing others to win. Following this communication
style will lead to being a victim, not a winner.

Aggressive

Behavior that “acts out” to resolve conflicts or achieve goals,
but in the process violates others rights. (Either by:1. Direct attack. 2.
Indirect manipulation.) The person who engages in this style of
communication may behave in an honest or dishonest manner, but
this person will always give an impression of superiority and
disrespect. By being aggressive you put your wants, needs and
rights above those of others. People who are aggressive always
“win” by making sure others “lose,” but in doing so they set
themselves up for retaliation. No one likes a bully.

Passive-Aggressive

People who are passive-aggressive appear to be upfront with
their feelings however; they voice their true feelings secretively. This
can be done by either talking to a third person about the problem you
have with another (not talking directly to the source of the conflict) or
by acting out in such a way to demonstrate you have a problem with
what was said or done to you. (i.e. doing something that you know
will negatively impact the person you are upset with.) The passive-
aggressive person’s goal is to block the goals of the other person
which creates a “lose-lose” situation.

Assertive

An assertive person engages in behavior that allows them to
express honest feelings comfortable, to be direct and straightforward,
and to exercise personal rights without denying the rights of others or
experiencing guilt or anxiety. By being assertive you view your
wants, needs, and rights as equal with others around you. You work
toward “win-win” outcomes. An assertive person wins by influencing,
listening, and negotiating so that others choose to cooperate willingly.
This allows for honest, open relationships.

Which type fits your style of communication?



Hispanics and HIV/AIDS in the United States

HISPANICS AND HIV/AIDS IN THE UNITED
STATES

People who are Hispanic shoulder a highly dispropartionate burden of AIDS
in the United States. Many Hispanics face significant barriers to heaith
information, HIV counseling and testing, and care. Poverty, language
differences, lack of health insurance, and cultural issues are critical factors.

SURVEILLANCE

e Although Hispanics composed just 14 percent of the U.S. population
in 2004, they accounted for an esfimated 20.4 percent of new AlDS

cases reported that year.12 Hispanics represented an estimated 20.2
percent of people living with AIDS at the end of 2004.3

e [n 2004, an estimated 20.4 percent of all deaths attributed to AIDS
were among Hispanics, compared with 17.8 percent in 2002 and 17.6

percent in 2000.4 In 2002, HIV/AIDS was the fourth ieading cause of
death in the United States for Hispanics ages 35 to 44. For Hispanics

ages 25to 34 and 45 to 54, it was the sixth leading cause of death.”

Men

Among Hispanic men living with AIDS at the end of 2004, men who have sex
with men (MSM) was the HIV exposure category in an estimated 51.6 percent
of cases.? Injection drug use (IDU) was the HIV exposure category in an
estimated 28.3 percent of male cases§

Women

An estimated 17,780 Hispanic women were living with AIDS in the United

States at the end of 2004.5 Amang Hispanic women living with AIDS at the
end of 2004, heterosexual contact was the HIV transmission category in an

estimated 65 percent of cases.B IDU was the transmission category for an
estimatad 32.6 percent of cases among Hispanic women living with AIDS 8

CRITICAL ISSUES

Hispanics ofien face considerable socioeconomic barriers to heaith
information and care. Only 58.4 percent of Hispanics age 25 and clder have a
high school diploma, compared with 80.6 percent of African-Americans, 86.8
percent of Asians, and 90 percent of Whites.” In 2004, 21.9 percent of
Hispanics in the United States were living below the Federal Poverty Level,
compared with 8.6 percent of non-Hispanic Whites 8

For some subpopulations of Hispanics—such as migrant farmworkers —

http://hab.hrsa.gov/history/Hispanics/
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Hispanics and HIV/AIDS in the United States

economic circumstances are especially dire.? More than 85 percent of all
migrant farmworkers are minorities, 95 percent of whom are Hispanic. It is
estimated that only 12 percent of this group speaks English and that the

median education level is sixth grade.'® Gaining access to health care is
difficult for this population.

The female adult and adolescent AIDS rate in the United States for Hispanics
(11.1 per 100,000) is second only to that of Blacks (48.2 per 100,000)."
Cultural factors that tend to reinforce traditional gender roles can make
communication about sex difficult and ultimately contribute to increased risk
for HIV transmission among women. 12

In a recent survey conducted by the Henry J. Kaiser Family Foundation, 73
percent of Hispanics reported that they receive most of their information
about HIV/AIDS from the media.’® As with other groups, Hispanic awareness
about HIV transmission is a combination of accurate information mixed with
widely accepied myths. For example, 31 percent of Hispanic survey
respondents reported that a person could contract HIV by fouching a toilet
seat.!? However, 57 percent of Hispanics {compared with 36 percent of
Whites) were aware that the presence of a sexually transmitted infection
raises a person’s risk of contracting HIV.13 Another obstacle to HIV
prevention is that the Hispanic community does not have a cultural tradition of
preventive care.'2

Hispanics tend to be tested for HIV late in their iliness. They are more likely
than non-Hispanic Whites to have AIDS-defining conditions at the time of
their first test or within the first year after diagnosis.'4

Although 58.7 percent of Hispanics living in the United States were bomn
here, % they face cultural and language barriers that complicate their ability to
communicate effectively with health care providers. The medical system in
the United States differs from the systems in other countries, increasing the
level of frustration for many immigrants—nat just Hispanics—who need care,
Hispanics often need the help of translators and seek out bilingual caregivers.

HISPANICS AND THE RYAN WHITE CARE ACT

Hispanic/Latino(a) clients accounted for 23 percent of all Ryan White
Comprehensive AIDS Resources Emergency (CARE) Act clients in 2004.
Hispanic populations are served through all CARE Act programs. For
example, the Title IV program for women, infants, children, youth, and
families has funded programs in South Texas, southern California, Puerto
Rico, and sections of New York City, where high concentrations of HIV-
positive Hispanic women reside.

The Health Resources and Services Administration has implemented
programs that target subpopulations of Hispanics. For example, the CARE
Act Special Projects of National Significance Border Health Initiative targeted
people fiving along the U.S .-Mexico Border. The Initiative funded five
grantees (and an evaluaticn center) to develop improved models of
community-based heaith networks for underserved peaople living with BIV
disease. For more information, go io www.hab.hrsa.gov/special/

http://hab.hrsa.gov/history/Hispanics/
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border_overview.htm.

To increase access to quality care for minorities and respond to the need for
additional minority providers of state-of-the-art HIV/AIDS care in underserved
communities, the CARE Act funds the National Minority AIDS Education and
Training Center program to expand clinical expertise in minority communities.
More information is available at www.nmaetc.org.

U.5. Department of Health and Fluman Services - Heallh Resources and Services Administration - HIV/AIDS Bureau
5600 Fishers Lang - Room 7-05 - Rockville, MD 20857 - 301-443-1993 - www hab. hrsa.gov

hitp://hab.hrsa.gov/history/Hispanics/
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HIV/IAIDS Informational Web Sites, Addresses, and Phone Numbers

Organizations and Web Sites

AIDS Clinical Trials Information Service

(ACTIS} Info in Spanish and English on federal and other clinical drug trials.
800 —TRIALS-A; TTY/TDD 888-480-3739

www.actis.org

AIDS Educational Global Information System
(AEGIS) Daily news updates, newsletters, trials, search engines; run by Sister Mary Elizabeth
WWW,aegis.com

aidsinfonyc.org

Cooperative site run by ATON, PWA Health Group, Treatment Action Group (TAG) and other
organizations

www.aidsinfonyc.org

AIDS Project Los Angeles
(APLA) 1313 North Vine St.
Los Angeles, CA 90028
323-993-1600

www.apla.org

AIDS Treatment Data Network

(ATDN) Clinical trials listing, many glossaries, ADAP, alternative treatments, also in Spanish
611 Broadway

Suite 613

New York, NY 10012

800-734-7104

www.aidsinfonyc.org/metwork

The Body
A central spot for HIV Info
www.thebody.com

Gay Men’s Health Crisis

(GMHC) Legal issues, prevention, treatment, counseling and support groups.
119 W. 24™ St

New York, NY 10011

212-367-1000; Hotline 800-AIDS-NYC

www.gmhce.org

HIV/AIDS Treatment Information Service

(ATIS) Info in English and Spanish on FDA approved treatments.
800-HIV-0440

www . hivatis.org

11



HIV Insite
A top-notch website run by UCSF
hivinsite.ucsf.edu

HIVNET - Information Service

www.hivnet.org

Medscape
A commercial website with conference reports and physicians’ and activists’ updates.
www.hiv.medscape.com

National AIDS Treatment Advocacy Project
580 Broadway

Suite 403

New York, NY, 10012

212-219-0106

www.natap.org

Project Inform

205 13™ st

Suite 2001

San Francisco, CA 94103
Treatment hot line 800-822-7422
415-558-8669
www.projectinform.org

PositiveWords.com
HIV/AIDS Newsletter Resource
www.positivewords.com

Publications

AIDS/HIV Treatment Directory

Comprehensive info on approved and experimental treatments, clinical trials, by amfAR
120 Wall St

13% Floor

New York, NY 10003

800-38-amfAR

www.amfar.org

AIDS Treatment News

The ultimate resource, by John James
P.O. Box 411256

San Francisco, CA 94141
800-TREATI12

www.aidsnews.org

Ry



BETA: Bulletin of Experimental Treatment Sfor AIDS
Ty E-Mail - beta@sfaf.org

i o www.sfaf.org/beta.html

POZ

Glossy monthly for HIV-infected and HIV affected people; profiles, news, opinion, also in
Spanish

349 W. 12" St

New York, NY 10014-1721

212-242-2163

WWW._poz.com

SIDA Ahora

En espaiiol, by Body Positive
19 Fulton St

Suite 308B

New York, NY 10038
212566-7333

Special Groups

CHILDREN

Pediatric AIDS Foundation
2950 31 St

Suite 125

Santa Monica, CA 90405
310-395-9051 and 888-499-4673
www.pedaids.org

PEOPLE WITH HEMOPHILIA

Hemophilia and AIDS/HIV Network Jor the Dissemination of Information
(HANDI) Care of the National Hemophilia Foundation

800-424-2634, in Spanish: ext-3754

www.hemophilia.org

INJECTION DRUG USERS

Harm Reduction Coalition
22 W. 27" st
9" Floor
New York, NY 10001
212-213-6376

| www.harmreduction.org



TRANSGENDER

International Foundation for Gender Education
Transgender hot/line, referrais

P.O. Box 5400229

Waltham, MA 02454-0229

781-899-2212

www.ifge.org

PROSTITUtES/SEX WORKERS

Bayswan

Box 210256

San Francisco, CA 94121
415-751-1659
www.bayswan.org

PEOPLE OF COLOR

National Asian/Pacific Islander Consortium on AIDS and STDs
Care of Asian/Pacific Islander American Health Forum

942 Market St.

Suite 200

San Francisco, CA 94102

415-954-9988

www.apiahf.org

National Black Leadership Commission on AIDS
105 E. 22™ St

Suite 711

New York, NY 10010

212-614-0023

www.blca.org

Latino Commissions on AIDS
80 Fifth Ave

Suite 1501

New York, NY 10011
212-675-3288

National Minority AIDS Council
1931 13" St

N.W., Washington, DC 20009
202-483-6622

WWW.Ninac.org



National Native American AIDS Prevention Center
436 14th St.

Suite 1020

Oazkland, CA 94612

510-444-2051

WWW.nnaapc.org

LESBIANS

Lesbian AIDS Project
A division of Gay Men’s Health Crisis
212-367-1355 and 212-367-1363

INCARCERATED INDIVIDUALS

American Civil Liberties Union National Prison Project
1875 Connecticut Ave

Suite 410

Washington, DC 20009

202-234-4830

TEENAGERS

Adolescent AIDS Program
Montefiore Medical Center

111 E.210% St.

Bronx, NY 10467
718-882-0023

WOMEN

Sister Connect

Hot/line for women with HIV

800-747-1108

FOR INFORMATION ON DRUG-DRUG INTERACTIONS SEE:

http//HIV.medscape.com/medscape/HIV/druginteractions/index.cfm
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H1V and AIDN Resources
Hotlines

AIDS Statistical Information Line 888-332-4570
AIDSinfo: 800-HIV-0440 (1-800-448-0440) TTY: 1-888-480-3739
Committee of Ten Thousand (AIDS): 800-488-2688

GMHC AIDS Hotline: 1-800-AIDS-NYC (1-800-243-7692) TTY: 1-212-645-7470
International: 1-212-807-6655

Hemophilia AIDS Network/National Hemophilia Foundatlon 1-800-424-2634
International: 1-212-328-3700

Hemophilia and AIDS/HIV Network for the Dlssem:nat:on of information (HANDI): 800-
42-HANDI .

HIPS Hotline: 800-676-HIPS or 800-676-4477

HIV/AIDS National Resources Center: 800-362-0071 International; 1-973-972-0410
National AIDS Hotline: 800-CDC-INFO (1-800-232-4636) TTY: 888-232-6348
National Association of People With AIDS Hotline: 1-202-898-0414

National Gay & Lesbian Youth Hotline: 1-800-347-Teen

National Indian AIDS Hotline: 800-283-2437

National Native American AIDS Prevention Center; 510-444-2051 Automated fax
information: 1-800-283-6880

National Prevention information Network: 800-458-5231 TTY/TDD: 1-800-243-7012
International; 1-301-562-1098

PEPline: 1-888-448-4911 Advice for Clinicians

Teens Teaching AIDS Prevention (800) 234-TEEN

Project Inform (HIV Treatment Hotline): 800-822-7422

Project Inform: National HIV treatment line: 800-822-7422

The Center for Disease Control Info: 1-800-CDC-INFO (800-232-4636) 1-888-232-6348

TTY 24 hours/day
e-mail: cdcinfo@cdc.gov

The Gay and Lesbian National Hotline: 1-888-THE-GLNH (1-888-843-4564)
The Teen AIDS Hotline: 1-800-4440-TEEN

US AIDS Hotlines State by State

Warmline (The National HIV Telephone Consultation Service) 1-800-933-3413 For
physicians and other health care providers who have question regarding HIV care and
treatment for their patients.

12
Women Alive: 800-554-4876 International: 1-323-965-1564
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ﬂ Sustiva® Efavirenz Resistant 103N, 1061
N viamunes Nevirapine  [ERCOISEUTINE 103N, 106T
NRTI -
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ﬂ Ziagen® Abacavir
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- Mutation Summary (77T)
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A patient's response %o therapy depends on multiple factors including the percentage of a patient's viral popilation that is resistant, drug phasmacokinetics, and
medication compliance. Therefore, this test result should be interpreted in conjunction with the patient’s antiretroviral treatment history, viral load eount, and clinicat status
when making therapeutic decisions. This test may be unsuccesstul if the plasma HIV RNA viral load is < 1000 copies of virus per mi of plasma, measured with Roche
Amplicor Monitor assay {tm) {Roche Diagnostic Systems, Branchburg NJ).
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AIDS InfoNet www.aidsinfonet.org Fact Sheet Number 106

HIV LIFE CYCLE

,_\‘%

2 Binding and Fusion: Virus binds to

1 Free Virus a CD4 molecule and one of two

‘coreceptors” (either CCRS or CXCR4).

Receptor molecules are common on
the cell surface. Then the virus fuses

with the cell.

3 infection: Virus

penetrates ceil. Contents
emptied into cell.

cD4

‘ u Receptor
\ L, ‘ ’ N v, / CCRS5 Receptor
] W Sy -

4= CXCR4 Receptor

4 Reverse Transcription: Single

strands of viral RNA are converted
into double-stranded DNA by the
reverse transcriptase enzyme.

"ln.

5 Integration: Viral DNA
-~ ‘wcombined with the cell's
"-..»Wn DNA by the integrase
enzyme.

6 Transcription: When the
infected cell divides, the viral DNA
is “read” and long chains of
proteins are made.

8 Budding:
Immature virus
pushes out of the
cell, taking some

+ cell membrane

(2 with it. The

protease enzyme
staris processing
the proteins in the
newly forming
virus.

7 Assembly: Sets of viral protein
chains come together.

14 0 . 9 immature
) Maturation; The protease enzyme virus hreaks
“-rinishes cutting HIV protein chains info free of the
individual proteins that combine to make a infected cell.
new working virus. Amended Feb. -2007 by

People to People -
A Project of the New Mexica AIDS Education and Training Center. Partially funded by the National Library of Medicin 4
Fact Sheets can be downloaded from the Internet at hitp:/fwww aidsinfonet.org
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Fact Sheet Number 126

HIV RESISTANCE TESTING

. VAT IS RESISTANCE?

S ¢ is “resistant” to a drug if it keeps

multiplying rapidly while you are taking the
diug. Changes (mutations) in the virus
cause resistance.

HIV mutates almost every time a new copy
is made. Not every mutation causes
resistance. The “wild type” virus is the most
common form of HIV. Anything different
from the wild type is considered a mutation.

An antiretroviral drug (ARV) won't control a
virus that is resistant o it. #t can “escape”
from the drug. If you keep taking the drug,
the resistant virus will muitiply the fastest.
This is called “selective pressure.”

If you stop taking medications, there is no
selective pressure. The wild type virus will
multiply the fastest. Although tests may not
detect any drug resistance, it might come
back if you re-start the same drugs.

Resistance testing helps health care
providers make better freatment decisions
for their patients.

,.HIQW DOES RESISTANCE
IVELOP?

-~ usually becomes resistant when it is not

totally controlled by drugs someone is

taking. However, more people are gefting

infected with HIV that is already resistant to

one or more ARVSs.

The more that HIV multiplies, the more
mutations show up. These mutations
happen by accident. The virus doesn't
“figure out” which mutations wili resist
medications.

Just one mutation can make HIV resistant to
some drugs. This is true for 3TC (Epivir) and
the non-nuclecside reverse transcriptase
inhibitors (NNRTIs). However, HIV has to go
through a series of mutations to develop
resistance to other drugs, including most
protease inhibitors.

The best way to prevent resistance is to
conirol HIV by taking strong ARVs. If you
miss doses of your medications, HIV will
multiply more easily. More mutations will
occur. Some of them could cause
resistance.

if you have to stop taking any ARV, talk to
ur health care provider. You may have

. _fstop some drugs sooner than others. If

you stop taking drugs while the virus is

under control, you should be able o use
them again.

TYPES OF RESISTANCE

There are three types of resistance:

¢ Clinical resistance: HIV multiplies
rapidly in your body even though you're
taking ARVs.

« Phenotypic resistance: HIV multiplies
in a test tube when ARVs are added.

« Genotypic resistance: The genetic
code of HIV has mutations that are
linked to drug resistance.

Clinical resistance shows up as a higher

viral load, lower CD4 count, or opportunistic

infections (see Fact Sheet 500). Laboratory

tests can measure phenotypic and
genotypic resistance.
PHENOTYPIC TESTING

A sample of HIV is grown in the laboratory.
A dose of one ARV is added. The growth
rate of the HIV is compared to the rate of
wild type virus. If the sample grows more
than normal, it is resistant to the medication.

Phenotypic resistance is reported as “fold”
resistance. If the test sample grows twenty
times as much as normal, it has *“20-fold
resistance.”

Phenotypic tests cost about $800. it used to
take over a month to get the results. New
phenotypic tests are somewhat quicker.

GENOTYPIC TESTING

The genetic code of the sample virus is
compared to the wild type. The code is a
fong chain of molecules called nuclectides.
Each group of three nucleotides, called a
“codon,” defines a particular amino acid
used to build a new virus.

Mutations are described by a combination of
letters and numbers, for example K103N.
The first letter (K) is the code for the amino
acid in the wild type virus. The number (103)
identifies the position of the codon. The
second letter (N) is the code for the
“changed” amino acid in the mutant sample.

Genotypic testing costs about $250. Resuits
come back in about two weeks.

VIRTUAL PHENOTYPE
This test is really a method of interpreting
gencotypic test results. First, genotypic

testing is done on the sample. Phenotypic
test results for other virus samples with a
similar genotypic pattem are taken from a
database. These matched samples tell you

how the virus is likely to behave. The virtual
phenotype is faster and Jess expensive than
a phenotypic test.

CROSS-RESISTANCE

Sometimes a mutant version of HIV is
resistant to more than one drug. When this
happens, the drugs are called “cross-
resistant.” For example, most HIV that is
resistant to nevirapine {Viramune) is also
resistant to efavirenz (Sustiva). This means
that nevirapine and efavirenz are cross-
resistant.

Cross-resistance is important when you
change medications. You need to choose
new drugs that are not cross-resistant to
drugs you've already taken.

We do not totally understand cross-
resistance. However, many drugs are at
least partly cross-resistant. As HIV develops
more mutations, it gets harder to control.
Take every dose of your ARVs according to
instructions. This reduces the risk of
resistance and cross-resistance. It saves the
most options for changing medications in
the future.

PROBLEMS WITH
RESISTANCE TESTING
Resistance tests are not available

everywhere. They are expensive. However,
they are becoming more common, faster,
and cheaper.

The tests aren’t good at detecting “minority”
mutations (less than 20% of the virus
population). Also, they work better when the
viral load is higher. If your viral load is very
low, the tests might not work. Tests usually
cannot be run if the patient's viral load is
less than 500 to 1,000 copies per mi.

Test results can be difficult to understand.
Drugs that should work according to the
tests sometimes don't work, and vice versa.
Sometimes genotypic and phenotypic tests
give conflicting results for the same patient.
Some mutations can ‘reverse” or reduce
resistance to some medications.

Recent research suggests that a genotypic
resistance test should be done for every
patient before they start taking ARVs. This
saves money by avoiding putting someone
on ARVs that will not work for them.

Revised May 12, 2007

A project of the New Mexico AlDS Education and Training Genter, Partially funded by the National Library of Medicine
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HIV Treatment and the Nonclinician:
Getting Your Bearings

In this lssue

HIV Treatment and the Nonclinician:
his past August, Ryan White Comprehensive AIDS Resources . N S

Getting Your, Bearings -
Emergency (CARE) Act-funded grantees and providers DetHing Your X s

gathered in Washington, DC, for the biennial All-Titles Antiretroviral Drugs: Dosing and Side
Technical Assistance Meeting. Veterans of previous All-Titles Effects-
conferences noted a significant increase in the number of young
: } - e . . HIY Treatment Resources-
L professionals participating in the 2006 event, and registration data
showed that an incredible 46 percent of approximately 2,300 References-

registrants were attending an All-Titles conference for the first time.
For More Information-

It is not known what proportion of the attendees are new to the field
of HIV/AIDS services. Nevertheless, their presence in such numbers Publisher U.5. Department of Heatth
and Human Services Health

Resources and Services
otherwise leaves the field, a new generation is enteting. Administration HIV/AIDS Bureau

underscores that, as an older generation of providers retires or

: s . Editor Richard Seaton, Impact
And what a complicated field it is. People affected by the epidemic Marketing and Communicatians

are often affected by many other challenges, too, such as a life-long ] L
All information herein is in the

struggle with poverty and poor access to health care. HIV service public domain and may be
reproduced without permission.

Citation of the source is
compassion fatigue, erosion in community support, the ever-present appreciated.

providers and their clients must contend with developments such as

stigma of HIV/AIDS . . . and, always, the complexities of treatment. Please forward comments. letters

and questions to:
Figure 1: Deaths in Adults and Adolescents With AIDS in the United
. Health Resources and Services
States Administration, HIV/AIDS Bureau

5600 Fishers Lane, Suite 7-05 Rockville, MD 20857 Telephone: 301.443.1993

Additional copies are available from the HRSA Information Center, 888 ASK.HRSA, and may be downloaded from
the Weh at http://hab.hrsa.gov/publications.htm

http://hab.hrsa.gov/publications/january2007/default.htm 5/30/2007
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Source: Centers for Disease Control and Prevention {CDC). HIV/ALDS Surveillance
Report. 2001;13(2):30. Table 21.

Entering the field of HIV/AIDS services as a nonclinician and wrapping
one’s brain around something as complex as highly active
antiretroviral therapy (HAART} is no easy task—but it is an essential
one. Nonclinician HIV/AIDS service providers are often pivotal in
helping patients prepare for the rigors of HIV/AIDS treatment. They
play equally important roles in helping their organizations build
services that are culturally competent and reflective of the needs and
challenges faced by people living with HIV/AIDS (PLWHA). They can
do neither of those things effectively without at least a basic
understanding of HAART. This issue of HRSA CAREAction is written to
help them acquire that knowledge.

Having HAART

Introduced in 1995, HAART "had an immediate and dramatic impact
on the prognosis for HiV infection~[it was] one of the most impressive
changes in any disease since the introduction of penicillin in the
1940s. ™ After the introduction of HAART, AIDS-related deaths
plummeted from 50,876 in 1995 to 18,028 in 1998 (Figure 1). They
have since stabilized.? The projected life expectancy of patients on
antiretroviral therapy is 24.4 years, compared with 12.4 years for

patients not receiving antiretroviral therapy.?

HAART, to put it simply, is the use of a combination of different
antiretrovirat drugs. HAART is often referred to as “combination
therapy” and, more colloguially, as a “drug cocktail.” Typically, a
HAART regimen has three different drugs, but it can have more. At

least two of the drugs in a HAART regimen must come from different
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drug classes—an important point because each class of drug attacks ‘ W’ﬁ“ HIW$
. l:“h—-vv-lh‘-‘m . = \

HIV in a different way.

Currently, more than 20 approved antiretroviral drugs from four

different drug classes are available:

1. Mucleoside/nucleotide reverse transcriptase inhibitors (NRTIs)
2. Non-nucleoside reverse transcriptase inhibiters (NNRTIs)
3. Protease inhibitors (Pis)

4. Fusion inhibitors.

See the table at the end of this article for information on specific

drugs.

HAART works because it suppresses HIV replication and, thus, reduces
the amount of HIV circulating in the body (viral load). The reduction
in viral toad allows the body’s immune function to improve, which
can be measured by the CD4" T-cell count. (For the definition of this
and other technical terms, see "Some Terms You'll Need To Know".)
Figure 2 illustrates how the different classes of antiretroviral drugs

work at each step of HIV replication.

For the nonclinician seeking to acquire an understanding of the
challenges of HAART—or help a client deat with them—the three most

important facts to understand are as follows:

1. HAART is not a one-pill, one-time treatment, but a life-long
commitment.

2. HAART can be laden with side effects.

3. HAART has strict and unforgiving adherence requirements.

All the HAART -related difficulties with which patients struggle
descend from these three facts. If the first were not so—if HAART
were a one-time treatment— facts two and three would not matter so
much. However, because HAART is an ongoing, never-ending

proposition, they matter a lot.

Some Terms You'll Need to Know

Adherence: Continuous maintenance of a drug regimen; the

difficult work of nct missing doses for as long as the patient is on
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5/30/2007



EHIV Treatment and the Nonclinician: Getting Your Bearings - January 2007

the treatment--which, for people living with HIV/AIDS (PLWHA),

is for life,

Antiretroviral; An agent that suppresses the activity or
replication of retroviruses, such as HIV. Antiretroviral drugs

interfere with various stages of the virus’s life cycle.
Asymptomatic: Living with a disease but having no symptoms.

CD4” count (also called T-cell count): The number of T cells in
a small amount of blood; CD4" cell count is used to measure the
strength of a PLWHA’s immune system. When a patient’s T-cell
count is less than 200 per mm?>, he or she is said to have AIDS,
CD4* cell count in persons not infected with HIV usually ranges

from 600 to 1,200 cells per mm?.

CD4* T cells (also called T cells and T lymphocytes): A type of

white blood cell that plays a vital role in the body’s immune

response. HIV enters and infects CD4" cells, disabling them and

turning them into "virus factories.”

Co-formulation: Combining more than one medication inte a
single pill to reduce pill burden and thereby make adherence

easier.

Drug resistance: Changes in a virus or bacteria that make

treatment ineffective.

Genotypic testing: A type of testing that identifies mutations

associated with drug resistance.

HAART (highly active antiretroviral therapy): A combination of
at least three drugs from more than one class of antiretroviral

agents.

Phenotypic testing: A type of testing that measures the
sensitivity of HIV to a specific drug; it reveals how much of a

given drug is needed to suppress HIV replication.

Seroconversion: The point at which a person develops EIV

antibodies.
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Sero-discordant: A couple in which one person is HiV positive
and the other is not. Treatment experienced: People who have

been treated for HIV.

Treatment naive: People who have never received a particular
treatment. When the term is used in regard to HIV/AIDS it is

almost always referring to HAART.

Undetectable viral load: When the viral concentration in the

bloodstream is too low for current technologies to detect.

Viral load: The amount of virus in a small sample of a patient’s
blood. It is a marker used to determine both when a PLWHA
should begin HAART and how well he or she is responding to a
HAART regimen. ldeally, viral load should be undetectable during
antiretroviral therapy, meaning that the drugs are suppressing

HiV replication to extremely low levels.
Viral replication: The process of a virus making copies of itself.

Viral suppression: Reducing the amount of virus in the blood by
interfering with viral replication. Viral suppression is the goal of

HAART,

Side effects from treatment can be mild, moderate, or severe. They
can be occasional, frequent, or constant. in short, they vary
according to innumerable factors. But almost universally, side effects
can make people not want to take their medicine. For peopie on
HAART, not taking one’s medicine can cause trouble to develop at

lightning speed.

The unhappy reality is that patients on HAART have to be much
better at adhering to their treatment regimens than do most patients
undergoing treatment for other diseases. Just 50 percent of people
Living with chronic diseases, including asthma, diabetes, and
hypertension, take their medications as prescribed more than 80
percent of the time.* That is not nearly good enough for people on
HAART. Results of a study among primarily antiretroviral-experienced

patients {i.e., people who had previously been on the kinds of
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Page 5 of 20

5/30/2007



EHIV Treatment and the Nonclinician: Getting Your Bearings - January 2007

medicines included in HAART) showed that a greater than 95 percent
adherence rate was necessary for 78 percent of patients to achieve

an undetectable viral load.®

Figure 2. How HAART drugs work

Py

WO onoat XXX

Hlustration of {1) the virus entering the cell, (2) conversion of viral RNA to DNA using
the reverse transcriptase enzyme, (3) incorporation of the viral genome into the DNA
of the host cell, (4) viral profeins cleaved by protease for assembly of new viral
particles, and {5) new virus particles budding from the surface of the host cell. It also
shows the steps in the viral life cycle that are interrupled by {A) fusion inhibitors (B)
reverse transcriptase inhibitors and (C} protease inhibitors, Source: National Institutes
of Health. Available at www niaid.nih.gov/publications/discovery/hiv.htm. Accessed
September 20, 2006.

So why is adherence so important? Because HIV replicates rapidly—at
rates as high as 10 billion copies per day. With replication rates like
that, viral mutations {inexact copies) develop quickly. Some viral
mutations confer resistance to a single drug. Others show resistance

to an entire class of drugs.

Fortunately, meeting HAART’s adherence demands has become easier
during the past 10 years. One reason is that improvements in the
drugs have reduced the side effects and long-term problems
associated with taking the medications, making them much easier to
take on schedule. The importance of this development has been
trumped, however, by that of another: the dramatic decline in the

number of pills that patients on HAART must take in a single day.

When HAART was introduced, daily pill burdens were measured in the
dozens for some patients. In addition to the number of pills, there

was the matter of dosing requirements: when to take the pills and
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with what foods. Some pills were taken twice a day, others as many
as six times daily. Some medications were to be taken with food,
others to be taken hours before eating and still others made patients
nauseous and never want to eat again. In those first years, being on

HAART could seem like a fulltime job.

Today, a person on HAART may take as little as one pill per day since
the Food and Drug Administration recently approved Atripla, the first
once-daily combination of three drugs (Sustiva, Emtriva, and Viread)
in a single tablet. Pill burden is also being reduced through an
approach called pharmacokinetic "boosting.” The essence of this
strategy is to increase the concentration of a drug in the bloodstream
and to increase the length of time that the drug stays there. This
strategy is implemented by using one drug to increase the
concentration of another or lengthening the time the drug stays in

the bloodstream by slowing down metabolism.

In addition to reducing side effects and towering the pill burden,
other improvements in the administration of HAART have occurred.
Viral load testing determines how active the virus is in the patient’s
body and, thus, helps clinicians assess the need for treatment and
whether treatment is working. More recently introduced is genotypic
and phenotypic resistance testing, which identifies the classes or
types of drugs to which a person’s virus has developed resistance and
helps clinicians identify the best regimens for their patients.
Moreover, new agents that are active against drug-resistant virus
have become available, and several promising new drugs from
established and new drug classes are in the development pipeline.
Advances like these make HAART a much more effective treatment

than it was 10 years ago.

In April 1998, the U.S. Department of Health and Human Services and
the Centers for Disease Control and Prevention (CDC) issued the first
comprehensive, evidence-bhased HIV treatment guidelines. The

guidelines address a variety of issues, including the following:

e When to start HIV treatment

& Which drugs and combinations to start with, and which to
avoid

http://hab.hrsa.gov/publications/january2007/default.htm
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Short and long-term side effects and toxicities of HAART

How best to use resistance testing

How best to manage treatment-experienced patients

How to address population-specific treatment issues.

Treatment guidelines have been updated regularly over the past
decade, and guidelines for treating subpopulations such as children
and women also have been developed. Several other tools and
publications are available for helping patients, clinicians, and
nonclinicians understand and administer HAART. See "HiV Treatment
Resources" for information on obtaining treatment guidelines and

other resources.

HAART Alf the Time?

The 1998 HIV treatment guidelines suggested an aggressive, "hit
early, and hit hard” strategy, which was based on the theory that it
was possible to eradicate HIV with HAART (i.e., to "cure” someone of
HIV infection). It was soon discovered, however, that complete
eradication of HIV is not possible with current therapies, even though

some people may have no detectable virus in their bloodstream.

After HAART was widely introduced, reports quickly emerged of side
effects. HAART-specific side effects inctude noticeable changes in
body shape, increased diabetes rates, increased cholesterol, and
bloating. Other side effects, such as chronic nausea, diarrhea, and
peripheral neuropathy {pain, numbness, and tingling in the feet and
fingers) are effects of HIV that were compounded by HAART. The side
effects negatively affected quality of life and made chatlenging

adherence requirements even mare difficult.

Patients beginning treatment with CD4" counts of less than 200 have
poorer survival. Thus, "hit early, hit hard” was modified to the

guidelines in place today: It is recommended that HAART be initiated

in people whose CD4" cell counts have fallen to between 201 and 350

per mm?®.

Resistance Testing: Genotype and Phenotype

A HAART regimen becomes less effective at suppressing viral
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replication as mutant strains of HIV develop. Poor adherence to the
regimen is a primary cause of viral mutations—but it is not the only
cause. Mutant strains of the virus can be transmitted from one person
to another. They also can develop over time, even before a person
begins antiretroviral therapy, or emerge during treatment as a result
of interactions between drugs or problems with the body’s ability to

absorb the drugs.

As mutations develop and drug resistance sets in, changing HAART
regimens becomes necessary. But the strategy of changing regimens
can be implemented only a limited number of times, because the
number of viable regimens is finite. Additionally, once resistance
develops, drug regimens become much more complicated. There is no

"one pill once a day” regimen for highly resistant virus.

Viral mutations are public enemy number one for people on HAART,
and they are occurring with increasing frequency. Single-drug and
multidrug resistance has been detected in both newly infected and
newly diagnosed, treatment-naive PLWHA. In a 2002 report, Little
and colleagues noted a rising incidence of antiretroviral drug
resistance among 377 HIV-positive people, all of whom had never
been on HAART.® Over a 5-year period, resistance to a single drug
class increased from 3.4 percent to 12.4 percent, and resistance to
several drugs increased from 1.1 percent to 6.2 percent. Other
studies have reported resistance rates ranging from 8.3 percent to
16.3 percent of untreated, newly infected, or newly diagnosed

PLWHA in the United States.?.8

The surge in treatment-resistant virus has made resistance testing a
cruciak clinical tool for optimizing anti-HIV therapy. Resistance
testing results can be combined with patient preference and
treatment history, clinician experience, and expert consultation to
inform treatment decisions, particularly for treatment-experienced

patients.

Complicated Matters

The significant side effects and toxicities referred to above do more

than negatively affect adherence. The list of potential long-term
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complications related to HAART is long and includes cardiovascular
disease, renal disease, insulin resistance or diabetes, loss of bone

density, and abnarmal elevations in lipid (fat) levels {hyperlipidemia).

Lipodystrephy is one of the most talked about side effects of HAART
in part because it is the most visible. Lipodystrophy {abnormal fat
deposits that change body shape) is disfiguring; the “fat
accumutation” type of lipodystrophy often appears as a hump on the
upper back or a large potbelly, whereas the "“fat loss” type of
lipodystrophy—called lipoatrophy—resuits in hollowed cheeks and a
generally gaunt face. These side effects are a significant concern for
PLWHA and for the team of care providers working to support them.
People who develop these complications often feel that their
appearance reveals their HIV status, robbing them of the choice to
disclose their status on their own terms. In this sense, they not only
lose control of their own bodies but lose control over their identity

and privacy.

In addition to their physical manifestations, lipodystrophy and
lipoatrophy are sometimes accompanied by abnormally etevated
triglycerides (fatty écids), cholesterot, and glucese (blood sugar}.
Lipodystrophy and lipoatrophy have been reported in people wha
have used Pls, NNRTis, and NRTls as well as in untreated PLWHA.
Although a specific cause has yet to be identified, several additional
factors have been linked, including genetics, longer duration of

antiretroviral therapy, low CD4" cell count at HIV treatment.

initiation, older age at treatment initiation, and HIV disease itself.

Strategies for addressing lipadystrophy or lipoatrophy include tifestyle
changes, pharmacological interventions, and switching antiretroviral
agents. For example, abnormally elevated lipid levels can be
managed by changes in diet, increased exercise, and smoking
cessation. If those measures are nat effective, lipid-lowering agents

can be prescribed or treatment regimens can be changed.

Clinicians are stilt learning about the side effects of HAART and the
effacts of living with HIV/AIDS as a chronic disease. We do not know
the long-term effects of HAART, nor do we know all the interactions

between antiretroviral agents and other medications prescribed to

htto://hab.hrsa.gov/publications/january2007/default. htm 5/30/2007
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address ailments associated with aging. Thus, HIV/AIDS treatinent
remains a dynamic field, and everyone on the care team—
nonclinicians included—has a role to play in ensuring that PLWHA reap

the benefits of lessons learned.

HAART: Getting Ready

The answer to the question "when to begin HAART" has changed over
the years—and will likely continue to change as treatments for HIV
improve. Many things have not changed, of course, and among them

is the difficult decision for PLWHA of when to begin HAART.

That HAART can be an unforgiving taskmaster is no secret to PLWHA
considering treatment. Its side effects and adherence demands make
many people think twice about starting a treatment they will have to
continue far into the future. Moreover, many treatment-natve
patients have watched HIV-positive friends and peers wrestle with
tough questions that go beyond side effects and adherence: Who's
going to- pay for the drugs? Will it keep my other medications from
working? How am | going to hide the pills from my mom and the other
people who | don’t want to know I’'m positive? Add issues like those to
the tough circumstances in which many PLWHA live, and it becomes

clear why patients may say, "l just can’t do it.”

“We rarely have to discourage people who we believe cannot adhere
from entering treatment,” says Laura Cheever, M.D., chief medical
officer in the Health Resources and Services Administration (HRSA)
HIV/AIDS Bureau. “But we spend an incredible amount of time getting
people to a place that they can adhere—and to a place where they

believe that they can adhere.”

Cheever s known to many in the CARE Act community as deputy
associate administrator in HRSA’s HIV/AIDS Bureau. But she is also an
active clinician who serves patients with a history of injection drug

use in John Hopkins” Moore Clinic.

“when T-cell counts in my patients begin to fall toward the levels at
which they need to begin HAART,” Cheever explains, "we have a very
open and honest discussion about their fears of HAART. The

relationships that our patients and team members have established

http://hab.hrsa.gov/publications/january2007/default.htm 573072007
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provide the framework for that discussion.”

Preparing patients for treatment is one of the most important
services that organizations provide. The nurturing, confidence-giving
relationships that develop outside of the doctor-patient interaction
are a critical factor in making HAART viable for many patients. But
the question of treatment readiness is not merely about patients and
their relationship with caregivers; it also involves making sure the
caregivers are prepared to help patients become ready. To that end,
any serious strategy for preparing patients for treatment should

include a team appreach.

Addressing HIV/AIDS has never been a one-man or one-woman

enterprise, and today, as much as at any time during the pandemic,

the care and treatment of PLWHA require the collaboration of

professionals from a variety of disciptines along with peers, social

workers, and case managers. Without the broad knowledge base that

only a team approach can provide, the impoverished,

disenfranchised, multiply diagnosed people who are today's face of

AIDS will neither have access to nor be able to reap the full benefits . )

of life-saving HIV medication and treatment.

In many HiV/AIDS service settings, it is social workers, peers, and
case managers who spend the most time with PLWHA. People in those
roles have long been in pursuit of greater culturat competency and a
better understanding of patients’ challenges. In today’s environment,
this pursuit must include a quest for an understanding of HAART and
its barriers and ramifications. Throush providing services to and
coming to understand the needs of their clients, HIV/AIDS service
providers develop deep, nurturing relationships with their patients.

Cheever explains, "These relationships become a source of self-

confidence and determination for the patient, and they can help a

person whose first response to HAART is to say 'f can't’ rethink the

'

issue and say, "Well, maybe | can.

What's in the Pipeline? Sy

The antiretroviral pipeline is robust, and several drugs from new and
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established classes of antiretroviral agents are currently in development.

Drugs from established classes may offer new therapeutic options for

people who have become resistant to existing treatments, New drug

classes include

® entry inhibitors (i.e., those that hinder HIV's entry into CD4"

cells),

& integrase inhibitors (i.e., those that cbstruct HIV's integration
into cellutar DNA}Y, and

& maturation inhibitors {i.e., those that interfere with the final
stages of HIV's reproduction and movement from cell to cell).

if new agents prove safe and effective, and if side effects and toxicities

are minimal and therefore make adherence easier, the HIV treatment

model may shift back toward earlier initiation of therapy.

Top

Antiretroviral Drugs: Dosing and Side

Effects

Nucleoside/Nucleotide Reverse Transcriptase Inhibitors (NRTIs)
Class-specific adverse events: Lactic acidosis (an abnormal build up of lactic
acid in the bloodstream) with hepatic steatosis (fat in the liver) is a rare but
potentially life-threatening toxicity associated with use of NRTIs.

Agent (Generic/Brand/
Abbreviation), Approval
Date, and Manufacturer

Dosing/food
Restrictions/ Pill
Burden

Agent-Specific Adverse
Events*

Abacavir/Ziagen®/ABC
December 17, 1998
GlaxoSmithKline

Once or twice daily, with
or without food

Total: 2 pills/day

Hypersensitivity reaction,
which can be fatal.
Symptoms may include
fever; rash; nausea;
vomiting; malaise or
fatigue; loss of appetite;
and respiratory
symptoms, such as sore
throat, cough, and
shortness of breath.
(Increased risk of
hypersensitivity reaction
has been reported with
once-daily dosing.)

Didanosine/Videx®/Videx
EC®&/tl Generic didanosine,
enteric coated

Videx®: October 8, 1991
Videx EC®: October 31, 2000
Bristol-Myers Squibb

Generic didanosine:
December 3, 2004
Barr Lzboratories

By weight; once or twice
daily, depending on
formulation; take Videx
EC 1 or 2 hours aftera
meal; take tablets % hour
before or 2 hours after a
meal

Total: ranges from 2 to 4
pills, or 1 capsule per
day, depending on
formulation {unless
weight is under 133 ibs)

Pancreatitis; peripheral
neuropathy (pain,
numbness, and tingling in
the hands or feet);
nausea; diarrhea;
vomiting; headache; rash
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Emitricitabine/Emtriva™/FTC
July 2, 2003
Gilead Sciences

Once daily, with or
without food Total: 1
capsule/day

EHIV Treatment and the Nonclinician: Getting Your Bearings - January 2007

Minimal toxicity; side
effects include headache,
diarrhea, nausea, rash.

Lamivudine/Epivir@/3TC
November 17, 1995
GlaxoSmithKling

Once or twice daily, with
or without food

Total: 1 or 2 tablets/day
{150 or 300 mg)

Minimal toxicity; nausea

Stavudine/Zerit®/d4T
June 24, 1994
Bristol-Myers Squibb

By weight; twice daily,
with or without food

Total: 2 pills/day (unless
weight is under 133 Ibs}

Peripheral neuropathy;
lipodystrophy;
neuromuscular weakness
(rare); pancreatitis; higher
incidence of lactic
acidosis with hepatic
steatosis than with other
NRTIs; hyperiipidemia

Tenofovir disoproxil fumarate/
Viread MTDF

Octoher 26, 2001

Gilead Sciences

Once daily, with or
without food

Total: 1 pill/day

Asthenia (weakness);
headache; diarrhea,
nausea, vomiting, and
flatulence; renal
insufficiency; osteopenia
{decrease in bone density
rare)

Zalcitibine /HIVID®/ddC
June 19, 1992
Hoffman-lL.a Roche

Rarely prescribed;
discontinuance pending
due to toxicity and low

potency

Zidovudine/Retrovir®/AZT/ZDV

March 19, 1987
GlaxoSmithKline

Twice daily, with or
without food

Total: 2 pillsiday

Nausea, abdominal pain,
asthenia, headache,
insomnia, bone marrow
suppression leading to
anemia (low red blood cell
count) and neutropenia
(low white blood cell count
rare); muscle wasting

Coformulations

Atripla™ (FTC/TDF/EFV)

July 12, 2006

Bristol-Myers Squibb Gilead
Sciences (Merck & Co. outside
of the United States)

Once daily, on an empty
stomach, preferably at
bedtime

Total: 1 pilliday

See emfricitabine,
tenofovir disoproxil
fumarate, and efavirenz

Combivir® (3TC/ZDV)
September 27, 1997
GlaxoSmithKline

Twice daily, with or
without food

Total: 2 pills/day

See lamivudine and
zidovudine

Epzicom® (ABC/3TC)
August 2, 2004
GlaxoSmithKline

Once daily, with or
without food

Total: 1 pill/day

See abacavir and
lamivudine

Trizivir® (ABC/ZDV/3TC)
November 14, 2000
GlaxoSmithKline

Twice daily, with or
without food

Total: 2 pills/day

See abacavir, lamivudine,
and zidovudine

Truvada™ (FTC/TDF)
August 2, 2004
Gilead Sciences

Once daily, with or
without food

Total: 1 pifliday

See emtricitabine and
tenofovir disoproxil
fumarate

Non-Nucleoside Reverse Transcriptase Inhibitors (NNRTIs)
Class-specific adverse events (rare; more commonly reperted with NVP than
other drugs in this class): Stevens-Johnsen syndrome, a severe, potentially life-
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threatening hypersensitivit

reaction; rash
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Agent (Generic/Brand/
Abbreviation), Approval
Date, and Manufacturer

Dosing/Food
Restrictions/ Pill Burden

Agent-Specific Adverse
Events*

Rescriptor®/Delavirdine/DLV

Three times daily, with or

Elevated liver enzymes;

September 17, 1998
Bristol- Myers Squibb

stomach, at bedtime

Total: 1 pilif/day

April 4, 1997 without food headache, fatigue, upset

Pfizer stomach. This drug is
Total: 6 pills/day rarely used.

Efavirenz/Sustiva®/EFV Once daily, on an empty Drowsiness, insomnia,

vivid dreams, confusion,
inability to concentrate,
amnesia, hallucinations,
euphoria, dizziness,
nausea, stomach pain,
fever, and elevated liver
enzymes; associated with
hirth defects in monkeys,
causes false positive drug
test result for cannabis

Nevirapine/Viramune®/NVP
June 21, 1996
Boehringer Igieheim

Once daily for 14 days
(200 mg), twice daily
thereafter, with or without
food

Total: 2 pilis/day; 1 pill/lday
during14-day lead-in

Hepatitis, which can be
asymptomatic; in rare
cases, fatal liver damagse,
headache; upset stomach

Protease Inhibitors (Pls)

Class-specific adverse events: Abnormal distribution of body fat, hypergtycemia
{abnormally high blood sugar levels), and possibility of increased bleeding

among people with hemophi

ia_are associated with Pls.

Agent (Generic/Brand/
Abbreviation), Approval
Date, and Manufacturer

Dosing/Food
Restrictions/ Pill
Burden

Agent-Specific Adverse
Events*

AmprenavirfAgenerase®/APY

Aprit 15, 1999
GlaxoSmithKline/Vertex
Pharmaceuticals

Twice daily; avoid taking
with high fat meal

Total: oral solution, twice
daily

Gastrointestinal
intolerance (nausea,
vormiting, stomach pain),
rash, hyperlipidemia (lipid
elevations), elevaied liver
enzymes, oral tingling or
discomfort

Atazanavir/Reyataz®/ATZ
June 20, 2003
Bristol-Myers Squibb

Once daily; take with food
If treatment-experienced,
or if using with TDF or
EFV, boost with 100 mg
RTV

Total: 2 pillsfday if
unboosted. otherwise, 3
pills/day {including
ritonavir)

Increased bilirubin levels,
headache, pain, tingling in
arms and legs, nausea,
diarrhea, rash, abnormal
heartbeat (rare)

Darunavir/Prezista ™/ TMC-

114
June 23, 2006
Tibotec Incorporated

Twice daily, in
combination with 100 mg
ritonavir; take with food

Total: 6 pilis/day
(including ritonavir)

Diarrhea, nausea,

headache, cold symptoms,

mild-to-moderate skin rash

Fosamprenavir/Lexiva®FPV
Gceiober 20, 2003
GlaxoSmithKlinefVertex
Pharmaceuticals

if treatment naive, twice
daily, or can be taken
once or twice daily with
ritonavir boosting; if
treatment-experienced,
twice daily with ritonavir
boosting, with or without
food

Rash, gastrointestinal
intolerance, headache,
hyperlipidemiz, elevated
liver enzymes

http://hab.hrsa.gov/publications/january2007/default.htm
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Total: 4 pills/day, (with or
without ritonavir)

EHIV Treatment and the Nonclinician: Getting Your Bearings - January 2007

Indinavir/Crixivan®i DV
March 13, 1996
Merck & Co

Three times/day, or twice
daily with ritonavir
boosting; if unboosted,
take on empty stomach or
with light, low-fat snack; if
hoosted, with or without
food

Total: 6 to 8 pills/day,
depending on dosing
scheme (includes
ritonavir)

Kidney stones,
gastrointestinal
intolerance, elevated
hilirubin level, headache,
insomnia, rash, back pain,
weakness, dizziness,
blurred vision, metallic
taste, hair loss, ow
platelets, anemia

Lopinavir ritonavir/
Kaletra®/LPV/r
September 15, 2000
Abbott Laboratories

Once daily if treatment
naive; twice daily if
treatment experienced,
with or without food

Tatal: 4 pillsiday (tablets}
6 pillsiday {capsules)

Gastrointestinal
intolerance, weakness,
headache, elevated liver
enzymes, lipid elevations,
and pancreatitis {rare)

Nelfinavir/Viracept®/NFV
March 14, 1997

Two or three times daily,
with snack or meal

Diamrhea, gas, rash,
hypertlipidemia, elevated

Agouron Pharmaceuticals liver enzymes
Total: ranges from 4 to 10
pills/day, depending on
dosing scheme

Ritonavir/Norvir®/RTV Rarely used as single At full dose:

March 1, 1996 agent; dosing is three gastrointestinal

Abbott Laboratories times/day. As a booster, intolerance, numbness and
dosing ranges from 100 tingling, weakness,
to 400 mg/day, once or hyperlipidemia, fiver
twice daily. If using as enzyme elevations, taste
single agent, take with full | perversion
meat.
Total: 12 pilis/day

Saguinavir/lnvirase®/SQV Twice daily; must be Gastrointestinal

November 7, 1997
December 6, 1995
Hoffman-La Roche

ritonavir boosted; take
with a full meal

Total: 6 pills/day for
invirase, (includes
ritonavir)

intolerance, insomnia,
headache, elevated liver
enzymes, hyperlipidemia

Tipranavir/Aptivus®/TPV
Boehringer Ingleheim
June 22, 2005

Twice daily, must be
ritenavir boosted take
with a full meal

Total: § pills/day (includes
ritonavir)

Rash, gastrointestinal
intolerance, fatigue, lipid
elevations, hyperglycemia
{rare: symptomatic
hepatitis, liver failure)
(possible: increased risk of
intercranial hemorrhage)

Fusion Inhibitors

Agent {Generic/Brand/
Abbreviation), Approval
Date, and Manufacturer

Dosing/Food
Restrictions/ Pilt Burden

Agent-Specific Adverse
Events*

Enfuvirtide/Fuzeon™/T20
March 13, 2003
Hoffman-La
Roche/Trimeris

Two injections/day; must
he mixed in advance

Injection site reaction: pain,
swelling, lumps, hardened
skin, bacterial pneumonia,
and hypersensitivity
reaction (rare; occurs in
<1%})

hitn://hab. hrsa.cov/inublicationsfianuarv2007/default.htm
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Note: No drugs in this fable should be used as monotherapy {this is true for both
treatment-naive and treatment-experienced patients). Darunavir, tipranavir, and
enfuvirtide are approved only for use in treatment-experienced peaple.

Top

HIV Treatment Resources

HIV/AIDS Treatment

Advances in HIV care and treatment are highlighted in "HAART at 10,”
a speciat issue of Research Initiative/Treatment Action! published by
the Center for AIDS Information & Advocacy. Available at

www.centerforaids.org/rita/0805/contents0805.htm.

Treatment Guidelines

» The Centers for Disease Control and Prevention HiV/AIDS
treatment guidelines are updated regularly to reflect relevant
research resutts on management and treatment of HIY
disease. The most recent Guidelines for the Use of
Antiretroviral Therapy in HIV-1 Infected Adults and
Adolescents was released on May 4, 2006. The guidetines,
additional resources, and a patient-friendly companion
brochure (HIV and Its Treatment: What You Should Know) are
available at www. aidsinfo.nih.sov/guidelines/.

® Additional information is available at
www.projectinform.org/fs/making.html {(also available in
Spanish)
Drug Development

information on HIV drugs in development is available at

* www.aidsinfonyc.erg/tag/tx/pipeline2006b.htm!

& www.thebodypro.com/treat/newdrugs. htmt

Resistance Testing
Information on resistance testing is available at
* www.aidsmeds, com/lessons/resistancel.him (also available
in Spanish)

o www.aidsinfonet.org/factsheet_detail.php?fsnumber=126
{also available in Spanish)

e www projectinform.org/fs/drugresist.html (also available in
Spanish)

hitp://hab hrsa.gov/publications/january2007/default. him 5/30/2007
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HIV Therapy and Management

e Information on complications of HIV therapy and their
management is available in the Guidelines for the Use of
Antiretroviral Therapy in HIV-1 infected Adults and
Adolescents, Tables 11-14, 17a-c. Available at
www.aidsinfo.nih.gov.

e Currently Approved Drugs for HIY: A Comparative Chart.
Available at www,aidsmeds.com/lessons/drugchart.htm

Other resources include

& Anderson JR, Ed. A Guide to the Clinical Care of Women with
HIV/AIDS, Rockville, MD: U.S. Department of Health and
Human Services, Health Resources and Services
Administration, HIV/AIDS Bureau; 2005. Available at:
http://hab.hrsa.gov/publications/womencare05/index. htm.

e Bartlett JG, Cheever LW, Johnson MP, Paauw DS, Eds., A
Guide to Primary Care of People With HIV/AIDS. Rockville, MD:
U.S. Department of Health and Human Services, Health
Resources and Services Administration, HIV/AIDS Bureau;
2004, Available at:
http://hab.hrsa.gov/tools/primarycareguide/.

® (Coffey S. Ed. Clinical Manual for Management of the HIV-
Infected Adult. Newark, NJ: AIDS Education and Training
National Resource Center; 2006. Available at: ; y
www.aidsetc.org/aetc/aetc?page=cm-00-00. 5 3

Additional general information is available at

* www.aids.gov/treatment/types/index.htmi

® www.aidsmeds.com/lessans/starthere7.htm (also available
in Spanish)

s www.aidsinfonet.org/factsheet_index.php?catnum=550
{also available in Spanish)

& www i-base_org, uk/guides/side/index.htmi
tnformation on lipodystrophy and lipoatrophy is available at
® www.aidsmeds.com/tessons/lipa1.htm (also avaitable in
Spanish)
* www. aidsmeds.com/iessans/lipoatrophyi.htm (also
available in Spanish)

Other valuable sites are

e www.aidsmeds.com/List.htm (also available in Spanish)

¢ www aidsinfonet.org/factsheet_index.phpfcathum=400
{also available in Spanish}

hitp://hab.hrsa.gov/publications/january2(307/default.htm 5/30/2007
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Top

& www.i-base.org. uk/guidesfindex.html
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For More Information

To obtain information on Medicare plan options and enrollment

materials: www.medicare.gov. Toll free: 800-MEDICARE. (800-633-

4227) TTY: 877-486-2048,

http://hab.hrsa.gov/publications/january2007/defaul t.htm

Page 19 of 20

5/30/2007



EHIV Treatment and the Nonclinician: Getting Your Bearings - January 2007

To locate Social Security Offices: www.socialsecurity.gov/locator.

Toll-free: 800-772-1213. TTY: 800-325-0778.

To find the nearest Medicaid office, contact the State Medicaid

agency.
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how does

what is HIV/AIDS stigma?

HIYIAIQS_—related stigma is a complex concept that refers to
discrediting and discrimination directed at persons perceive

rejudice, discountinl%,/
as well as their partners, ’

: 1r¢ X to have AIDS or H
friends, families and communities.!Z

HIV/AIDS stigma often reinforces existing social inequalities based on gender, race,

ethnicity, class, sexuality and cultyre. Stigma against mang p}clﬁfmlations disproportionately
affected by HIV has been present for a long time in the US. HIV has compoun ed the
stigma o, homosexudlity, drug use, poverty, sex work and racial minority status.’

HIV/AIDS stigma is a problem in the US and throughout the world. Stigma has been
expressed ina Vaﬂ?ﬁ' of ways, including: 1) ostracism, vejection and avoidance of _

eople living with AIDS; 2) discrimination against eople living with AIDS by their
amilies, h_eal_th care professiona}s, (_:ommunitles and governments; 3) mandatory HIV

testing of individuals without prior informed consent of confidentiality protections; 4)
quaraptine of persons who are HIV infected; and 5) violence against persons who are
perceived to have AIDS, be infected with HIV or belong to *high risk groups."t

how can st_igma affect prevention?

HIV/AIDS stiﬁma adds to the stress experienced by HIV+ persons. In addition, it
leads to challenges for HIV prevention efforts.

HIV testing. Fear of hegative social consequences of @ positive HIV test result can deter
some persons from getting tested. A study of men and women in seven cities in the US
found that-stigma=wesd. sociated with a decreased likelihood of being testedorHIVH
People who are HIV+ but haven't tested and don't know they are HIV+ are less likely to
try to prevent transmitting HIV to others.’

Safer behaviors. Some HIV+ persons may fear that disclosing their BIV status or using
condoms may bring partner rejection, limit sexual opgortunities or increase risk for
hysical and sex violence. A study of rural men who have sex with men (MSM),

ound that men who thought health care providers in their community were intolerant of
HIV+ persons, also reported more high-risk sexual behaviors.®

Prevention programs. Stigma surrounding HIV, homosexuality, commercial sex work and
drug use make i difficult for HIV revention services to be o_g‘ezred in a variety of settings.
While it is widely accepted that V prevention should be integrated into a broader
health and communify confext, many community venues such as churches, businesses,
jails, prisons and schools have resisted incorporating frank discussions of HIV

how can stigma affect tfreatment?

[V/AIDS stigma can also negatively affect the heaith and well being of HIV+
persons.

Treatment. HIV+ persons may not seek treatment or delay goin
or Eerceived discrimination against them. A national study of HIV+ adults found that

36% reported experiencing discrimination by a health care provider, including 8% who
een refused medical service® ‘

to doctors due 1o real

rdc-oeet

Support. Some HIV+ persons don't have an adequate support networ ey fear
that friends or family will abandon them or suffer the same stigma they do. One study of
Asian and Pacific Islanders (API) living with HIV found high Tevels of internalized
stigma. APls avoided seeking support because they were afraid of disclosure and saw
themselves as unworthy of getting support.?

Adherence. Experiences of social rejection, disapproval and discrimination related to

HIV may decrease the motivation of HI V+ persons to stay healthy. A study of HIV+ meft
erienced SHUE e 0 more L

44 0 -ILSS-
to their medication.’?

[ Fi
HIV clinic appointments and lapse in adherence

| Hiv-infected adults receiving health

stigma affect
HIV prevention and treatment?

| Sys who?
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what's being done?

S tigma-reduction programs and trainings take place throughout the US and the world.
owever, it is difficult to measure the effectiveness of programs. As a result, there

are few published studies of effective stigma-reduction programs. Most programs use

multiﬁle components to address stigma including education, skills building and contact

10. Vanable PA, Carey MP,
Blair DC, et al. Impact of HiV-
related stigma on health behav-
lors and psychological adjust-

ment among HIV-positive men

and women. AIDS and
Behavior, 2006;10.

11. Brown L, Macintyre K,
Tryjillo L. inferventions lo

with HIV+ persons on individual and community-wide levels.!! reduce HIVIAIDS stigma: what
have we leamed? AIDS

A school-based program for inner-c::?' high school students in Texas, {eatured HIv+ Education and Prevention.

speakers to decrease negative attitudes towards HIV/AIDS. The speakers were popular 2003;15:46-69.

with students and teachers and had a positive impact on attitudes in the short ferm.
Combining HIV+ speakers with a multicomponent HIV prevention and education
program produced a greater impact.i?

The South Carolina HIV/AIDS Council (SCHAC) instituted an anti-stigma program
with three components. First, SCHAC held legislative town hall meetings focused on
HIV issues within rural counties, Second, they produced an educational play on the

12. Markham C, Baumler E,
Richesson R, et al. Impact of
HIv-positive speakers in a mul-
ticomponent, schoocl-based
HIV/STD prevention program

% . o ’ ! i ity adol . AIDS
realities of HIV stigma for communities and their local leaders. Third, SCHAC created fgé:c‘g;;fgng ;,gzgi:}t:n
a statewide marketing campaign to address HIV/AIDS stigma using public service 2000:12:442-454, ’

announcements, posters and editorials.1

The New York State Department of Health AIDS Institute (A) has used multi-level
interventions to prevent HIV-related stigma and discrimination. On a policy level, the
AT has worked to pass laws and enact policies to protect the rights of HIV+ persons
and persons perceived to be HIV+, including confidentiality laws and naming HIV/
AIDS in the existing anti-discrimination law. They also provide forums and advisory
councils for policy discussions, and set up an o_ﬁ‘z}::e Jor discrimination issues to handle
comflainrs. On a program level, the Al provides diversity and confidentiality fraining
Jor healthcare providers, leadership training for HIV+ persons and social marketing
approaches.for community-wide education and awareness.' :

what heeds to be done?

- l< nowled%e about HIV prevention, transmission and care can offset the stigma that is
caused by misinformation and ignorance. Education programs are still needed in

many areas and populations, and will continue to be needed for successive generations
of young people.’

Stigma exists not simply within individual actions, but within broad social and cultural
contexts that need to be addressed in stigma-reduction programs. Organizations and
communities must tackle the values, norms and moral judgments that contribute to

the stigmatization of HIV+ persons by engaging faith-based organizations, key
institutions and opinion leaders that ﬂelp shape and reinforce societal values. 1
Policymakers need to consider the potential consequences of laws to make sure they
don't inadverdently increase HIV/IAIDS-related stigma.

HIV+ persons must be involved in designing, running and evaluating stigma reduction
¥rograms. One :tpleroach is to train and support HIV+ persons to or%anize to advocate

or themselves.!¢ Prevention, coping and adherence programs for HIV+ persons should
directly address stigma and its effect on HIV+ persons' health and well being.

Programs can ailso offer cultural competency, confidentiality and awareness training
for healthcare workers, counselors and stajj)() at social service organizations including
drug treatment, housing, mental health services. Training is especially important in

areas where stigma is high, such as rural areas and organizations where there may be
few HIV+ clients.
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ments/antistigmafactsheet.pdf

SC HIVIAIDS Council
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)

HIV/AIDS-related stigma is unlikely to go away any time scon.!$ While research is .
being conducted nationally and intemationally,I” more research is needed to measure
the effects of stigma and understand what types of interventions work best for which
communities. Promising stigma awareness and reduction programs need to be evaluated
and published so that effective programs can be widely replicated.
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'KANSAS CITY FREE HEALTH CLINIC

JOB DESCRIPTION
A Title:
_ i®eer Educator ,
| Division: Status:

HIV Primary Care Part-time/non-exempt
Number of Employees This Position Supervises: Budget Size:
0 0 -
Reports To: Date:
LaTrischa Miles June 19, 2006

General Summary:
The Peer Educators are integral to the Treatment Adherence Program and provide specialized
services in a professional environment. Peer Educators work ta encourage engagement into care and

support adherence to treatment by providing client centered individual and group level skili building
activities to achieve client goals.

Minimum Requirements:

+
+
4

+

.

Must have a high school diploma/GED;

Must have 1 year of experience in this or a related field;

Must have experience in providing HIV peer education, HIV related volunteer work or
completion of a leadership training program;

Must have good interpersonal skills with the ability to relate to diverse groups of people and
people on all levels;

Must have the ability to work independently and seek guidance when necessary;
Must have the ability to work within a multi-disciplinary team approach to health care;

Must have good interpersonal skills with ability to relate to diverse groups of people and people
on all levels.

Essential Functions:

—————+Providerindividual-and-group-educationat-skiti-building-oppertunities-te-fester-adherenceto--

Maintain a client caseload of 5-10 HIV+ individuals

Peer educators will provide individual contact with patients to identify and develop client
directed treatment plan goals and monitor ongoing achievement of goals.

Work collaboratively with primary care and case management staff to identify newly diagnosed
patients who can benefit from peer support, by offering hope and living proof that living with the
disease is possible

Support patients in navigating the clinic system and community resources.

Engage clients expected to start ARV regimens in an assessment of readiness for treatment,
provide education on HIV medications, anticipated benefits/sides effects and importance of
adherence. Assess patient needs upon onset of medication.

medications, identify strategies to improve adherence fo health routines, communication with
providers and additional issues to increase engagement in care and adherence to treatment ;
Enhance engagement in care and adherence by assembling next day appointment charts,
complete patient reminder and DNKA calls per Protocol and Operational Activities Manual,

Maintain appropriate records and collaborate with primary care and treatment adherence
specialist on patient concerns

18



+ Maintain the bulletin boards in patient exam rooms and re-stock with health promotion and
disease prevention literature, Participate in continuing HIV/AIDS education.

+ Mentor and educate new peer educators

+ Supports the mission and vision of the Kansas City Free Health Clinic; follow all clinic pol|C|es
and procedures; attend individual and group supervision meetings : 3

+ Must adhere to all confidentiality policies. It is a direct violation of Clinic policy to share the
names or case facts concerning any client, patient or volunteer of the Clinic with any other
person with the exception of those actually involved in the care of the patient/client. Any release
of confidential information to any other entity shall be preformed by authorized personnel only
and shall be accompanied by proper written authorization from the patient/client;

Physical Demands/Working Conditions:

+ Intermittent physical activity including walking, standing, sitting, lifting and supporting of
patients.

+ [Incumbent will be exposed to virus, disease and infection from patients in working
environment.

+ Incumbent will be required to work at one of our two facilities and be responsible for their own
transportation.

+ Incumbent may experience traumatic situations including but not limited to psychiatric,
dismembered and terminal patients.

My signature indicates that | understand that the above information is intended to describe the
essential functions of the position and it is not intended to be an exhaustive list of all responsibilities,
duties and skills required in order to perform the work required. | also understand that the Kansas City
Free Health Clinic is an Equal Opportunity Employer and that the Kansas City Free Health Clinic is an
“at will" organization and employment may be ended by either party with or without notice. - )

Signature and Date

Supervisor Signature and Date




Looking for Mr. Right, Another View

Nucleoside Analognes

Type: Old reliable “Nukes” have been on the

Scene for a decade or more and come with a welt-known
set of perks and quirks. Most anti-HIV cocktails start
with a nuke or two,

Most likely to: Require a chaperone. Somewhat shaky at
holding their own against HIV, nukes always go out in
groups ~ generally with drugs in other classes. Most two-
tiuke combos tag along with protease inhibitor or a non-
nuke. A few HIVers find bliss with a triple-nuke regimen

Personality Pitizlls: Works your nerves - literally - and
can cause plenty of side effects including pain or
numbness in the limbs (peripheral neuropathy), muscle
aches and pains, headaches, low white and red blood cells
and a long list of gut-related problems (such as diarrhea,
nausea and vomiting).

Non-Nucleoside Analogues

Possible Treatments

Type: Great first date. Combos containing a PI are the
most popular catch as a first-time treatment regimen, but
lately those with non-nukes are giving them 2 run for their
money.

Most likely to: Get jealous and compete with one
another. Unfortunately , the three non-nukes on the
market share the same hang-up: Developing drug
resistant to all.

Personality Pitfalls: Easily hurt. For HIV 1o become
resistant to the PlIs, several changes (mutations) in the
virus DNA must occur. With the non-Nukes, a single
mutation witl ruin the relationship. Instructions for taking
a non-nuke must be followed to the letter. Side effecis
are also possible, from allergic reactions to sleep
disorders and emotional disturbances like anxiety, anger
and depression. Metabolic problems similar to those
caused by PIs may pop up.

Protease Inhibitors

Type: Hot ‘n” heavy. Pegged as the most eligible
bachelors of 1996, protease inhibitors (PIs) quickly
became the revolutionary heartthrobs of HIV treatment.
They’re designer drugs — the first compound on the
narket specifically designed to target HIV -- and are one
of the most powerfut families of ani-HIV drugs around.
They’re proud of their pedigree, to a fault.

Most likely to: Be high maintenance. Treating these
drugs right means taking them religiously and obeying
dietary restrictions. Devotion does have its rewards,
including an angelic viral load and a chorus of CD4 cells.
PIs also require the support of other drugs most often
nukes. It’s not known which of the five currently
available P{s is best. While they differ in side effects
dosage and dietary restrictions they are quite similar with
respect to resistance. Developing HIV resistance to one
PI might spoil your changes with others, so deciding
which PI to commit to first is a biggie.

Personality Pitfalls: Tendency to cause trouble down the
road. Despite being a “designer” drug, they cause side
effects just like the less-refined nukes. Nausea, vomiting
and diarrhea are fairly commeon in HIVers not only during
the first weeks or months but also long term. Liver
problems can also ocour over the long haul, also with
metabolic problems such as elevated fat and sugar levels
and body-shape changes.

Entry Inhibitors

Type: Calling out all the stops

Most likely to: Fuzeon acts like a piece of clothing that
gets stuck in the zipper as the HIV virus tries to insert and
dock at the CD4 cell it can no longer zip iself together to
dock. This completely halts the process of HIV fusing
with the CD4 cefl. HIV cannot progress in your body.
Resistance is still a concern similar to other HIV drugs.

Personality Pitfalls: Requires self injection done twice a
day. Side effects are skin reaction around the area where
the drug is injected but only about 4 percent found it a
problem encugh to stop.

Borrowed ﬁ'om Treatment Choices, Meet Your Meds Matching up with anti-HIV drugs doesn’t have to lead to 2

Edltlon, Fall 2000 Copyright 2000. All rights reserved. Reproduction of this booklet is encouraged as long as it is
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MEN OF COLOR WHO HAVE SEX WiTH MEN
AND HIV/AIDS IN THE UNITED STATES

Since the anset of the MIV/AIDS epidemic in the United States, HIV incidence
has been highest among men who have sex with men (MSM). Most new
AIDS cases for which MSM is the HIV exposure category are now among
MSM of color, who face extraordinary barriers to HIV counseling and testing

as well as to care.!2 Moreover, evidence suggests that AIDS surveillance
data significantly underrepresent the rate of HIV/AID'S among men of color.

SURVEILLANCE

e In 2004, an estimated 31,024 men were diagnosed with AIDS in the
United States. MSM was the HIV exposure category in an estimated
57 percent of those cases.? Men of color represented 52.7 percent of
reported AIDS cases related to the MSM HIV exposure category.“
Men of color also accounted for 55.2 percent of reported AIDS cases

related to the MSM/injection drug use exposure category.*

e Evidence indicates extraordinarily high seroprevalence rates among
some MSM populations. As part of the National HIV Behavioral
Surveillance effort, the Centers for Disease Conirol and Prevention
{CDC) surveyed MSM over age 18 who frequented certain venues in
five cities; 25 percent of the study participants were HIV positive, and
48 percent were unaware of their serostatus.?2 Unrecognized
seropositivity among the 217 MSM was 64 percent among Blacks and
18 percent among Hispanics, compared with 11 percent among
Whites and 6 percent among multiracial groups.2

CRITICAL ISSUES

Like many racial and ethnic minorities, many minority MSM face poor access
to health care because of poverty and lack of heaith insurance. In addition,
MSM of color must cope with many types of stigma—for being a minority, for
being an MSM, and for being HIV positive. MSM of color, therefore, may fear
condemnation from many sectors: their family, community, and service
providers;.‘rJ

Many minerity MSM do not self-identify as gay or bisexual. Thus, prevention
and health outreach targeting sexual minorities may not be effective among
this group—and MSM may be especially reluctant to seek services at
crganizations perceived to be gay oriented.>7 Many minority MSM idantify
with their racial identity more than their sexual identity; thus, messages aimed
at the gay community often do not reach them 8

Minority MSM become infected at earlier ages than Whites and are more

httn://hab.hrsa.pov/historv/MenOfColor/
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likely to learn that they are HIV positive later in the course of infection.
Moreover, compared with Whites, a higher proportion of people of color have
AIDS at initial diagnosis.2-?

Some MSM harbaor misconceptions about effective HIV treatment. Many are
aware of the advancements in medical technology and in the effectiveness of
highly active antiretroviral therapy (known as HAART), but they overestimate
its power. Others believe that HIV infection is inevitable and may do little to
prevent it.6

MSM OF COLOR AND THE RYAN WHITE CARE ACT

Experiences of providers funded through the Ryan White Comprehensive
AIDS Resources Emergency (CARE) Act have revealed program
components that are key to reaching MSM. Providers must cultivate and then
provide high-quality, nonjudgmental services that help MSM acknowledge

their risk, get tested, and remain in care over time. The use of peer educators -

can be criticat.®

In collaboration with the African-American AIDS Policy and Training Institute,
the Asian and Pacific Islander Health Forum, Bienstar, and the National
Native American AlDS Prevention Center, the Health Resources and
Services Administration (HRSA) conducted a research project involving key
informant interviews and structured roundtable discussions to identify barriers
to care for MSM of color and develop solutions. The results of the publication
Improving Care for HiV-Positive Men of Color Who Have Sex With Men:
Barriers and Recommendations are shaping the process through which
HRSA and the Centers for Disease Control and Prevention (CDC) are
collaboratively responding to the epidemic among young MSM of color.

To increase access to quality care for minorities and respond to the need for
additional minority providers of state-of-the-art HIV/AIDS care in underserved
communities, the CARE Act funds the National Minority AIDS Education and
Training Center program to expand clinical expertise in minority communities.
More information is available at www.nmaetc.org.

Capacity-building and planning grants have been targeted o underserved
communities in order to expand the number of services available to
vulnerable minority populations.
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Methamphetamine, the Brain,
HIV, and Mental Health

Kristina Jones, MD

Recreational methamphetamine use is
expanding among members of gay commu-
nities in the United States. Understanding
the drug's mechanism of action and the
short- and long-term psychiatric conse-
quences of abuse offers insights into how
methamphetamine affects HIV transmis-
sion behaviors among both HIV-positive
and HIV-negative people, how it affects
treatment-related behaviors such as adher-
ence in people with HIV, and how it com-

- plicates the course of HIV disease.

Methamphetamine Drug Characteristics

Methamphetamine is classified as a stim-
ulant (an amphetamine). Other drugs in this
class include cocaine and MDMA (methyl-
enedioxymethamphetamine; Ecstasy) and
medications such as methylphenidate (Rita-
lin). Each of these drugs has unique effects
on the brain and behavior. Methamphet-
amine can be thought of as a super-concen-
trated amphetamine in the same way that
“crack” is a concentrated form of cocaine.

Medical practitioners discovered amphe-
tamines in the 1940s and the drug was used
by pilots during World War Il to help them
stay awake during long missions. The drug
was initially prescribed for weight loss until
it was recognized that it produces adverse
personality changes, that weight was re-
gained as socn as the drug was stopped,
and that ongoing use could lead to heart
attack and death.

Colloguially known as “crystal,” "tina,”
“meth,” or “speed,” methamphetamine can be
smoked, snorted, injected, or ingested. Some
users report "booty<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>