
Statement of Financial Disclosure: 
Editor Melinda Young and Executive 
Editor Gary Evans report no relationships 
with companies related to this field of 
study. Physician Reviewer Morris Harper, 
MD, reports consulting work with Agouron 
Pharmaceuticals, Gilead Sciences, Abbott 
Pharmaceuticals, GlaxoSmithKline, and 
Bristol-Myers Squibb. Nurse Planner 
Kay Ball is a consultant and stockholder 
with Steris Corp. and is on the speaker’s 
bureau for the Association of Perioperative 
Registered Nurses.  

IN THIS ISSUE

November 2011: Vol. 26, No. 11 
Pages 121-132

AIDS ALERT
The most comprehensive source of HIV/AIDS information since 1986

®

NOW AVAILABLE ONLINE! Go to www.ahcmedia.com/online.html.  
 Call (800) 688-2421 for details.

Neurological disorders strikingly
high among HIV/AIDS patients
“They assumed [it] would go away, but that’s not the case.”

New research suggests that roughly half of HIV patients might have 
some neurocognitive impairment, although most of this might be 
asymptomatic or mild.

“Neurocognitive impairment in HIV remains a problem even though we 
have treatments that allow people to live longer and healthier lives,” says 
David J. Moore, PhD, assistant professor of psychiatry at the University of 
California, San Diego (UCSD).

“Most of the impairments are relatively mild, but they do have an impact 
on people’s daily functioning: their ability to drive, ability to maintain 
employment, and those kinds of things,” Moore says. “So our research group 
program is dedicated to trying to figure out what’s going on and what are 
some of the underlying factors.”

HIV dementia was one of the alarming changes that took place in AIDS 
patients prior to the advent of highly active antiretroviral therapy (HAART), 
but it fell off the general HIV community’s radar once the potent new drugs 
made it possible for people to live longer and healthier.

“Once people saw the antiretrovirals were working and allowing people to 
live longer and healthier lives they assumed neurocognitive disease would go 
away,” Moore says. “But that’s not the case.”

Research has shown that HIV infection ages the human brain by about 
15 years,1 says Amanda Brown, PhD, assistant professor in the department 
of neurology and co-director of translational research in neuro-AIDS at the 
Johns Hopkins University in Baltimore, MD. Brown also is the National 
Institutes of Mental Health (NIMH) development co-director of the Johns 
Hopkins Internship in Brain Sciences.

“It didn’t matter what age you were, your brain looked 15 years older,” 
Brown says.

Brown’s research provides a possible answer to why this happens. Her 
study shows that osteopontin, an inflammatory marker, stimulates HIV-1 
replication. High levels of osteopontin are present in the central nervous sys-
tem of HIV-infected people despite antiretroviral therapy. Inflammatory mac-
rophages play a role in HIV dementia.2 (See related story, p. 123.)
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“Osteopontin was discovered as an early t-cell 
activation marker,” Brown says. It’s been found 
to be  highly expressed in many neurodegenerative 
diseases, including multiple sclerosis, Alzheimer’s dis-
ease, and Parkinson’s disease.”

Another recent study found that HIV neuromedi-
cal factors, including lower CD4 nadir and detect-

able HIV RNA were associated with white matter 
damage in the brain.3

“What we were trying to do is look in detail 
at MRI data from brain scans of patients in the 
CHARTER study, and we conducted some analy-
ses that provided different measures of integrity of 
the brain,” says Terry L. Jernigan, PhD, profes-
sor of cognitive science, psychiatry, and radiology, 
University of California, San Diego. Jernigan also 
is the director of the UCSD Center for Human 
Development.

“We wanted to know if there was a pattern of 
clinical markers that predict who is going to have 
better or worse brain integrity,” Jernigan explains. 
“The result of this was not surprising even in the 
context of how complex HIV disease is: there was a 
pattern associated with indices of impairment of the 
brain’s integrity, and one factor most consistently 
related to evidence of brain tissue volume lost.”

The white matter compartment of the brain is par-
ticularly vulnerable to HIV disease, she adds.

“The volume of white matter compartment was 
particularly lower in individuals who had a history 
of severe immunosuppression,” Jernigan says. “If in 
the course of HIV illness you were severely immuno-
suppressed, you had more brain matter loss.”

Deterioration or changes in white brain matter 
can lead to difficulties in concentration and psycho-
motor slowing, she adds.

“People will feel they are not able to respond as 
quickly doing a complicated motor task,” Jernigan 
says. “Those kinds of symptoms are commonly 
reported by patients who have some sort of damage 
to cerebral white matter.”

One pattern noted was that HIV subjects who had 
a lower nadir CD4 cell count had little more brain 
volume loss, even if their current CD4 cell count was 
higher, than did people who had a nadir CD4 and 
current CD4 cell count that were closer together, 
Jernigan says.

“Those whose CD4 cell count had recovered had 
more brain volume loss,” she adds. “It’s a puzzling 
finding, and we are unsure what that might be telling 
us.”

Aging can impact white matter volume, as well, 
but Jernigan and co-investigators controlled for that 
in their analysis.

Another finding in the study was that HIV-
positive people who also are infected with hepatitis C 
had some inflammatory changes in their white mat-
ter that were associated with comorbid HIV/HCV 
infection, Jernigan notes.

continued on p. 124
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Researchers continue to study the neurological 
processes impacting HIV-associated neuro-

cognitive disorder (HAND), finding most recently 
that an inflammatory marker called osteopontin 
stimulates HIV replication and remains in the 
central nervous system despite antiretroviral 
therapy.1

“My focus was on the virus — looking at 
what the virus does,” says Amanda Brown, PhD, 
assistant professor in the department of neurol-
ogy and co-director of translational research in 
neuro-AIDS at the Johns Hopkins University 
in Baltimore, MD. Brown also is the National 
Institutes of Mental Health (NIMH) development 
co-director of the Johns Hopkins Internship in 
Brain Sciences.

“So we did a screen and found that osteopon-
tin is modestly up-regulated in human macro-
phages,” she explains. “We didn’t know whether 
that was a response to the virus or whether the 
virus was inducing this factor and enhancing rep-
lication.”

Investigators established an in vitro model to 
study it, and that’s where they found that osteo-
pontin can increase virus expression and replica-
tion, Brown says.

“That’s where we found that osteopontin itself 
can increase virus expression and replication,” she 
adds. “So there seems to be a feedback loop that 
ties in with what HIV does in its ability to com-
mandeer defense mechanisms of the whole cells.”

HIV patients with higher levels of severe 
HIV disease had significantly higher severity of 
cognitive functioning decline according to the 
Memorial Sloan Kettering (MSK) cognitive func-
tioning score, Brown says.

“Before antiretroviral therapy in 1996, you’d 
see people with more severe neurocognitive dis-
ease; now we have a milder form of neurocogni-
tive disorder,” she adds.

Research involving osteopontin provides clues 
about ongoing inflammation, and osteopontin 
might be an important clue in developing treat-
ment for cognitive disorders, she notes.

“People who are not infected with HIV have 
much lower levels of osteopontin in their cerebral 
spinal fluid,” Brown says.

As HIV researchers and clinicians learn more 

about the connection between the immune system 
and inflammation, they can develop a clearer pic-
ture of what kind of impact HIV disease has on 
the human brain, she observes.

For example, it’s very important to control 
infections in the gastro-intestinal tract, lungs, and 
any kind of systemic infection that could impact 
the brain, Brown says.

The problem is microbial translocation in 
which microbes that can safely exist in the gut 
are sent throughout the body where they wreak 
havoc on the brain and other areas, she explains.

“We know from animal models that HIV infec-
tion has an early impact on t-cells in the gut and 
affects the whole gut system, causing a massive 
depletion of t-cells,” she adds. “Then that causes 
total disregulation of the microbiome, which is 
supposed to stay in the gut.”

The influx of microbiome throughout the body 
leads to increased release of inflammatory mark-
ers, which leads to neurocognitive disorders, 
Brown says.

“For some patients it doesn’t go away even 
when they’re on therapy,” she adds.

So far clinicians are left with some additional 
knowledge about what’s going on with HAND, 
but no great solutions.

Several clinical trials studied different agents 
that investigators hoped would help decrease 
the inflammatory response, especially consider-
ing positive findings in primate trials. But these 
proved to have no efficacy in clinical trials, 
Brown notes.

Brown and co-investigators plan to continue 
research involving osteopontin, next studying 
signaling pathways to determine whether osteo-
pontin signaling is determining inflammatory cas-
cades.

“We plan to explore the effect of osteopontin 
on neurodegeneration,” she adds.
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Key marker speeds up neuro-brain decline
Osteopontin might lead to treatment 
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“That suggested there was a heightened inflam-
matory response in the brain, a heightened immune 
response,” she says. “HIV alone was associated with 
an increase in that, but HCV increased that further.”

What HIV patients experience as neurocognitive 
decline is probably related to damage that occurs 
when they are severely immunosuppressed, Jernigan 
notes.

“So going forward we will want to work very hard 
to prevent those severe episodes of immunosuppres-
sion,” she adds.

With HAART, neurological health is far bet-
ter than what it had been since the treatments have 
reduced the amount of brain damage that occurs in 
HIV patients, Jernigan says.

“But because patients will have to take these treat-
ments for a very long time they could have subtle 
effects on the brain, and we need to understand 
those,” she explains. “In other words, things are 
much better but there does seem to be some continu-
ing problems with the brain.”

One reason for this might be the fact that HIV can 
hide in the brain, using it as a reservoir. Many drugs 
do not cross the blood-brain barrier.

Some drug combinations can cross that barrier, 
but in light of findings that HIV can enter the brain 
within 15 days, some damage is done before treat-
ment is initiated, Brown says.

This could explain why some recent research sug-
gests that neurocognitive decline is very common 
in HIV-infected populations, although much of it is 
unrecognized by patients and clinicians because it’s 
asymptomatic.

Half of the HIV-infected subjects enrolled in a 
study that looked at the neurocognitive impact of 
substance use were diagnosed with HIV-associated 
neurocognitive disorder (HAND), a new study 
shows.3

“The latest criteria for cognitive disorders associ-
ated with HIV includes a milder form, which we refer 
to as asymptomatic,” says Desiree A. Byrd, PhD, an 
assistant professor of pathology and psychiatry at the 
Mount Sinai School of Medicine in New York, NY.

“They are suffering from neurocognitive prob-
lems but their daily activities are not impacted,” she 
explains. “For example, they are not forgetting to pay 
bills or cooking and burning food.”

In Byrd’s study, the findings regarding the impact 
of substance use were surprising: HIV neurocognitive 
effects were similar in HIV patients with and without 
historic substance abuse.4

“I was very surprised by the outcome,” Byrd says. 

“These were not a group of active substance users; 
the findings might have been different if that was the 
situation, but most of our group had abused sub-
stances in the past.”

The study divided subjects into three groups, 
including those who reported no substance use, those 
who reported past drug or alcohol dependence, and 
those who admitted past substance use, but did not 
consider themselves dependent.

“We had participants estimate the amount they 
had used over their lifetimes,” Byrd says.  

This study is a cross-sectional study that looks at 
one point in time. So it would be interesting to look 
at the neurocognitive status of patients over time 
since HAND can fluctuate, she notes.

“So perhaps people with substance use have a 
worst course,” she adds.

A positive result of the study is that it suggests that 
prior substance use does not need to be exclusion cri-
teria in HIV and neurocognitive research, Byrd says.

“One message for HIV researchers is that they do 
not need to exclude HIV participants from cognition 
studies because of a history of substance use,” she 
says. “You’d be excluding an important part of the 
HIV cohort.”

What may have an impact, according to another 
recent study, is a family history of dementia.

“HIV-infected people who endorsed having a his-
tory of dementia in their families had higher neuro-
cognitive disorder scores than those without a family 
history,” Moore says.

Family history is a risk factor for HAND, Moore’s 
study finds.5

“Our study basically shows that if you have this 
risk, which is probably a genetic susceptibility risk, 
then you are more likely to show worse perfor-
mance,” he explains. “I think this is one of many 
susceptibility factors for possible development of neu-
rocognitive impairment in HIV-infected people.”

The proportion of people who had neurocognitive 
impairment was 53% in the group with a family his-
tory of dementia, and it was 47% in the group that 
did not have that history, he adds.

“It was a significant effect,” he says.
In light of these recent neurological findings 

regarding HIV patients, clinicians could focus on sev-
eral positive changes:

• The first would be to use neurocognitive screen-
ers, even if these are not optimal. One would be the 
International HIV Dementia Scale, Moore suggests.

• “Another thing is that having a low CD4 count 
seems to be a biological factor associated with cogni-
tive impairment,” Moore says. “So you should treat 
people earlier and prevent them from getting a very 

continued from p. 122
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low CD4 count.”
This strategy possibly could prevent patients’ CD4 

counts from falling very low, he adds.
• A third strategy is to use antiretroviral drugs 

with higher central nervous system (CNS) penetra-
tion, Moore says.

“Some HIV medications have a high CNS pene-
tration and can cross the blood brain barrier better,” 
he says.
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Exposure to violence
ups HIV risk for girls 
Link to high risk practices

African-American girls from low-income neighbor-
hoods who have had childhood violence expo-

sure are significantly more likely to engage in high-
risk sexual activities, researchers found.1

“The girls who experienced violence before age 12 
are more than twice as likely to be sexually experi-
enced as the other girls,” says Helen W. Wilson, PhD, 
assistant professor, Rosalind Franklin University of 
Medicine and Science in North Chicago, IL.

“Then you see the same pattern for other indica-
tors of sexual risk: they also reported more partners; 
they reported less consistent condom use,” Wilson 
adds.

The two-year longitudinal study focused on HIV 
risk behavior in adolescent girls from low-income 
communities on the Southside of Chicago.1

“We looked at things like an emphasis on family 
relationships, aspects of family functioning, and men-

tal health functioning,” Wilson says. “The girls, origi-
nally between the ages of 12 and 16, were followed 
for two years during which time they completed five 
different assessments.”

The study found that 91% of the 177 young 
women had reported experiencing violence in their 
lives, including sexual violence, physical violence, or 
witnessing violence. Forty-four percent of the cohort 
had experienced one of these types of violence before 
the age 12. So investigators compared those who had 
experienced violence before age 12 with those who 
had not experienced violence or who had experienced 
it after age 12, Wilson explains.

“My hypothesis was there would be an increased 
level of risk over time, and I also thought there’d be a 
link to being sexually experienced and having riskier 
behavior,” she adds.

The study’s findings suggest there might be some-
thing important about childhood experience to vio-
lence, she adds.

“There are correlations between the extent of vio-
lence exposure and the extent of sexual risk,” Wilson 
says. “Girls who have more exposure to violence are 
at greater risk.”

Wilson became interested in doing this study after 
working in an emergency room as part of her clini-
cal training. She saw children who had experienced 
trauma, including gunshot wounds and sexual assault.

“I was noticing that these same kids exposed to 
trauma couldn’t tell me how many sexual partners 
they had,” Wilson says. “I began to think about a 
connection between violence exposure and sexual 
risk.”

HIV clinicians have long seen a high rate of 
domestic partner violence and sexual abuse among 
their HIV-infected female populations, and those are 
important risk factors, Wilson notes.

“But we need to think about broader forms of vio-
lence and how they might be putting young women at 
risk, as well,” she says.

The study doesn’t address why this link between 
violence in childhood and higher HIV risk appears, 
but it’s likely that violence, which can be chronic, 
repetitive trauma has a profound impact on a child’s 
development, Wilson explains.

“Sexual risk behavior could be one outcome,” she 
adds.

HIV clinicians and HIV organizations could help 
prevent or mitigate this problem through several inter-
ventions, she suggests.

Wilson outlines three interventions, as follows:
• Put violence on the broader radar screen as a 

risk factor: “Violence should more broadly be on our 
radar as a risk factor for sexual risk,” Wilson says. 
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“Young women who are growing up in violent com-
munities and are exposed to high levels of violence 
might benefit from efforts to prevent sexual risk.”

• Help at-risk youths foster healthy sexual rela-
tionships: “Whether through health clinics or mental 
health clinics, kids who have histories of violence 
exposure through experiencing or witnessing violence 
should have their sexual health addressed,” Wilson 
says. “We often think in terms of sexual behavior, 
and we may not naturally think about that link when 
young women have other forms of violence expo-
sure.”

But their exposure to violence should be considered 
and addressed in meetings with health care profes-
sionals, she adds.

“We need to look at the way violence impacts 
development in broad ways, including making healthy 
choices, impulse control, and all of those kinds of 
things,” she says.

• Incorporate a focus on violence and trauma in 
interventions: “In our HIV prevention interventions, 
we need to incorporate a focus on violence and trau-
ma, addressing the effects of violence,” Wilson says. 

“There are a lot of interventions out there that are 
trauma-focused,” she says. “We also need to develop 
HIV interventions for adolescents with a history of 
psychiatric problems, targeting family relationships 
because these models also might be helpful for girls 
and youth who are exposed to trauma.”

Both trauma-focused interventions and HIV inter-
ventions are needed, she adds.

“We need to develop a test to see if existing inter-
ventions will work, as well as develop new interven-
tions that combine HIV prevention with a focus on 
trauma and violence,” Wilson says.
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form of health insurance or coverage, the Centers for 
Disease Control and Prevention reports.1 However, 
some were not receiving needed critical ancillary ser-
vices, such as HIV case management or help finding 
dental services. In addition, some living with HIV 
infection engaged in behaviors, such as unprotected 
sex, that increase the risk for transmitting HIV to 
sexual partners, and some used noninjection or injec-
tion drugs for nonmedical purposes, which might 
decrease adherence to antiretroviral therapy and 
increase health-risk behaviors, the CDC found. 

In a surveillance summary of the most recent data 
available, the CDC emphasizes that data on the clini-
cal and behavioral characteristics of people receiving 
medical care for HIV infection are critical to reduce 
HIV-related morbidity and mortality and guide pre-
vention planning, assess unmet medical and ancillary 
service needs, and help develop interventions at the 
local, state, and national levels. 

As of December 31, 2008, an estimated 663,084 
persons were living with a diagnosis of HIV infec-
tion in the 40 U.S. states that have had confidential 
name-based HIV infection reporting since at least 
January 2006. Data were collected during June 
2007-September 2008 for patients who received 
medical care in 2007 (sampled from January 1-April 
30). The Medical Monitoring Project (MMP) is an 
ongoing, multisite supplemental surveillance project 
that assesses behaviors, clinical characteristics, and 
quality of care of HIV-infected persons who are 
receiving medical care. Participants must be at least 
18 years old. Self-reported behavioral and selected 
clinical data were collected using an in-person inter-
view. A total of 26 project areas in 19 states and 
Puerto Rico were funded to collect data during the 
2007 MMP data collection cycle. 

The results from the 2007 MMP cycle indicated 
that among 3,643 participants, a total of 3,040 
(84%) had some form of health insurance or cover-
age during the 12 months before the interview; of 
these, 45% reported having Medicaid, 37% reported 
having private health insurance or coverage through 
a health maintenance organization, and 30% 
reported having Medicare. A total of 3,091 (85%) of 
the participants were currently taking antiretroviral 
medications. Among 3,609 participants who reported 
ever having a CD4 T-lymphocyte test, 2,996 (83%) 
reported having three or more CD4 T-lymphocyte 
tests in the 12 months before the interview. Among 
3,567 participants who reported ever having an HIV 
viral load test, 2,946 (83%) reported having three or 
more HIV viral load tests in the 12 months before 
the interview. Among 3,643 participants, 45% need-

HIV and health care: 
The good, bad & ugly
Many have insurance, risky behavior continues 

In selected data analysis for 2007, most people 
with HIV infection who were receiving medical 

care were taking antiretroviral therapy and had some 
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ed HIV case management, 33% needed mental health 
counseling, and 32% needed assistance finding dental 
services during the 12 months before the interview; 
8%, 13%, and 25% of these participants who need-
ed the services, respectively, had not received these 
services by the time of the interview. 

Noninjection drugs were used for nonmedical 
purposes by 1,117 (31%) participants during the 
12 months before the interview, and 122 (3%) par-
ticipants had used injection drugs for nonmedical 
purposes. Unprotected anal intercourse was reported 
by 527 (54%) of 970 men who reported having anal 
sex with a man during the 12 months before the 
interview. Unprotected anal or vaginal intercourse 
was reported by 176 (32%) of the 553 men who 
reported having anal or vaginal intercourse with a 
woman during the 12 months before the interview. 
Unprotected anal or vaginal intercourse was reported 
by 216 (42%) of the 516 women who reported hav-
ing anal or vaginal intercourse with a man during the 
12 months before the interview. 

Selected key issues 

Access to health care: The benefits of treatment 
provided early in the course of HIV infection are well 
documented and include increased survival, reduced 
morbidity, and reduced HIV transmission. One goal 
outlined in the U.S. national HIV/AIDS strategy is to 
increase access to care and optimize health outcomes 
for persons living with HIV infection in the United 
States. A step toward establishing this goal is creat-
ing a seamless system to immediately link patients to 
continuous and coordinated quality care when they 
receive a diagnosis of HIV infection. One benchmark 
measure of the national HIV/AIDS strategy is to 
increase from 65% to 85% by 2015 the percentage 
of HIV-infected persons who are linked to clinical 
care within 3 months of receiving an HIV infection 
diagnosis. In this survey, approximately three fourths 
of respondents with valid self-reported dates of HIV 
diagnosis and subsequent initiation of medical care 
reported going to a health-care provider within 3 
months of receiving the diagnosis. Delayed medical 
care after HIV diagnosis has been well documented 
in the literature. Current HIV care guidelines recom-
mend HIV care visits every 3-6 months. Monitoring 
patterns of care, as well as entry into medical care, 
among persons with HIV is critical and will continue 
to be an important use of MMP data to help measure 
progress on objectives set forth by the national HIV/
AIDS strategy. 

STD testing: STD infection might suggest recent 

or ongoing sexual behaviors that could result in HIV 
transmission, and many STDs can increase the risk 
for acquisition and transmission of HIV. Identifying 
and treating STDs can reduce the potential for spread 
of these diseases among groups at high risk for infec-
tion (i.e., sexual networks). Current primary care 
guidelines for persons infected with HIV recommend 
that those at risk for STDs be screened annually for 
syphilis, gonorrhea, and chlamydia. Among the 3,643 
participants, 1,545 (42%) reported being tested for 
an STD during the past 12 months; most were tested 
for syphilis, gonorrhea, and chlamydia. These find-
ings suggest that too few HIV-infected persons in 
care are being tested annually. Screening HIV-infected 
persons for STDs is critical to identify those at risk 
for transmitting HIV and other STDs. Health-care 
providers should be encouraged to test sexually active 
HIV-infected patients for STDs annually. 

Antiretroviral medications and adherence: 
Adherence to therapy is necessary for HIV viral sup-
pression and to prevent the emergence of resistant  
mutations. Understanding the reasons for nonadher-
ence to antiretroviral therapy is critical for develop-
ing strategies to increase adherence. MMP provides 
data to measure adherence to antiretroviral medica-
tion regimens and specific reasons for nonadherence 
among HIV-infected persons. The 35% of partici-
pants who were not completely adherent gave vari-
ous reasons for not taking the last antiretroviral dose 
they missed, including forgetting to do so, a change 
in daily routine, and being busy with other things. 
As recommended in the current HIV treatment 
guidelines, strategies to improve adherence include 
prescribing less complex regimens (e.g., fewer pills, 
fewer doses, or both), using a multidisciplinary team 
approach to care (e.g., nurses, social workers, phar-
macists, and medication managers), and using clini-
cian encounters as an opportunity to assess adherence 
and, if needed, to provide counseling. Other strate-
gies include providing resources such as pill boxes 
and medication alarms to remind patients to take 
medication. Data from MMP can increase clinician 
awareness about the extent of and reasons for non-
adherence to antiretroviral medications and be used 
in the development of new interventions to improve 
adherence.

CD4 T-Lymphocyte and HIV viral load testing: 
HIV CD4 T-lymphocyte testing is used to assess 
immune function, and HIV viral load testing is used 
to monitor the amount of HIV in the blood; both 
can be used to monitor access to and use of care. 
HIV viral load is the most important indicator of 
response to therapy. Thirty-six percent of participants 
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reported that their most recent CD4 count during the 
past year was ≥500 cells/mm3, and 58% reported 
that their most recent viral load in the past year was 
undetectable. Guidelines for the treatment and man-
agement of HIV infection include monitoring CD4 
T-lymphocyte and viral load results every 3-4 months 
after diagnosis. However, some health-care providers 
perform HIV viral load testing every 6 months for 
patients who are adherent to antiretroviral therapy, 
who have had their HIV viral load suppressed for 
more than 2-3 years, and whose clinical and immu-
nologic status is considered stable. Eighty-three per-
cent of MMP participants who had ever had a CD4 
test reported having three or more CD4 tests during 
the past 12 months, and 83% of participants who 
had ever had a viral load test reported having three 
or more viral load tests during the past 12 months, 
suggesting that most MMP participants received CD4 
T-lymphocyte and HIV viral load testing at regular 
intervals as recommended in the antiretroviral treat-
ment guidelines. 

Alcohol and Drug Use: Injection drug use can 
result in direct transmission of HIV; in addition, 
the use of alcohol, noninjection drugs, and injec-
tion drugs are associated with risky sexual behaviors 
and might complicate the medical management of 
HIV infection.  Persons who use drugs for nonmedi-
cal purposes might also have other conditions that 
increase morbidity and mortality. MMP data on 
the use of alcohol, noninjection drugs, and injection 
drugs can be used by persons developing measures 
to prevent alcohol and substance abuse among those 
infected with HIV. Fifty-one percent of MMP partici-
pants reported drinking alcohol during the past 12 
months, 42% reported drinking alcohol in the past 
30 days, and 14% reported excessive drinking during 
the past 30 days. In addition, 31% of participants 
reported using noninjection drugs, and 3% reported 
injecting drugs during the past 12 months. Clinicians 
who provide medical care to HIV-infected persons 
can play a critical role in helping them reduce drug 
use behaviors that increase risk of HIV transmission 
by screening for these behaviors, delivering preven-
tion messages, positively reinforcing changes to safer 
behavior, and referring patients for substance abuse 
treatment. 

Sexual behavior: Studies have found that the 
prevalence of high-risk sexual behaviors decreases 
after persons become aware that they are infected 
with HIV. Risky sexual behaviors were reported by 
a high proportion of MMP participants. The pro-
portion of MMP participants who had unprotected 
anal or vaginal intercourse with at least one partner 
during the past 12 months varied by the sex of the 

participants and their partners: 32% for males with 
female sex partners, 42% for females with male sex 
partners, and 54% for males with male sex partners. 
However, the proportion of males and females who 
reported that they knew the HIV status of their most 
recent sex partner was similar: 80% for males who 
had male partners, 78% for males who had female 
partners, and 83% for females who had male part-
ners. 

Assessment of prevention activities: Measuring 
exposure to and use of prevention services can iden-
tify missed opportunities for prevention counseling 
or the need for additional services. Seventeen percent 
of respondents reported participating in organized 
group sessions to discuss HIV prevention; however, 
86% of these reported discussing ways to talk to a 
partner about safe sex, 75% practiced ways to talk 
with a partner about safe sex, and 84% discussed 
ways to use condoms effectively. Male latex con-
doms, when used correctly and consistently, are 
effective in preventing HIV and other STDs. MMP 
monitors receipt and use of free condoms and access 
to and use of other prevention services. Fifty-nine 
percent of participants reported receiving free con-
doms during the past 12 months; of these, 65% 
reported using the free condoms they received, and 
72% reported that receiving these free condoms 
made them more likely to use them. MMP data can 
be used to monitor exposure to HIV prevention pro-
grams and for efforts to develop and improve local, 
state, and national HIV prevention interventions. 
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`Lab on a chip' as 
screening tool option

Field test results of an integrated microfluidic-based 
diagnostic device indicate that the potential 

“lab-on-a-chip” might be able to perform complex 
laboratory assays in a simple, convenient manner.1

In a recently published paper, researchers from 
Columbia University in New York City report how 
microfluidics (the manipulation of small amounts of 
fluids) and nanoparticles can be harnessed to produce 
a functional low-cost diagnostic device in extreme 
resource-limited settings.
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Samuel Sia, PhD, assistant professor of biomedi-
cal engineering at Columbia University, and his team 
have been testing the device in Rwanda over the last 
four years in partnership with Columbia's Mailman 
School of Public Health and three Rwandan non-gov-
ernment organizations. The device, known as mChip 
(mobile microfluidic chip), requires only a tiny finger 
prick of blood. It gives quantitative objective results 
that are not subject to user interpretation in less than 
15 minutes.

The device, as tested in the field, used three simple 
parts: a plastic tube to contain the blood sample and 
chemical reagents, a molded plastic card imbedded 
with microchannels, and a syringe, used to pull the 
blood and reagents across the microchannels in the 
card. In the published study, the mChip test showed 
100% detection of HIV-positive cases, with only one 
false positive out of 70 total samples. When a dual 
test of HIV and syphilis was performed, the chip had 
similar accuracy for HIV. In the dual test, 94% of 
syphilis cases were detected; researcher reported a 
higher rate (4 out of 67 total samples) for false posi-
tives.1

The microchip inside the device is formed through 
injection molding and holds miniature forms of test 
tubes and chemicals. Researchers estimate the cost of 
the chip at about $1, with the entire instrument about 
$100. In comparison, traditional lab-based technol-
ogy can cost $100,000. While the device is early in 
research stages, scientists believe it can provide rapid 
diagnosis of HIV, syphilis, hepatitis, and other sexu-
ally transmitted diseases (STDs).

Low-cost tests needed

Resource-poor settings will especially benefit from 
the availability of rapid, simple, low-cost STD diag-
nostics, says Ward Cates Jr., MD, MPH, president 
of research at FHI 360, a Research Triangle Park, 
NC-based global development organization.

“Rather than a shotgun approach to syndromic 
treatment, we can target the limited resources — both 
human and drugs — to those clients most in need and 
at risk,” Cates states.

Sia and fellow researchers in Columbia's biomedi-
cal engineering department are focusing on pregnant 
women who might have HIV/AIDS and STDs but 
cannot be tested due to their remote location. Their 
aim is to get the mChip device in the hands of health-
care workers in developing countries where access 
is critical. Such diagnostics are needed; more than 
a quarter of all new HIV infections globally are in 
young women ages 15-24.2 Sia says, “We would like 
to expand the mChip to include other STDs, such as 

hepatitis B, hepatitis C, herpes, and others, and ante-
natal care conditions. We are exploring mechanisms 
to bring the test to market both in the developing and 
developed worlds.”

A version of the mChip which tests for prostate 
cancer has been developed by Sia's lab and Claros 
Diagnostics of Woburn, MA. It was approved for use 
in Europe in June 2010.

Sia’s lab has recently found a way to integrate a 
mobile communications component into the mChip. 
In Rwanda, where more than 40,000 patients have 
electronic health records, the mChip can automati-
cally send test results for inclusion in those records 
via a cell phone chip or satellite. By transmitting the 
information in this manner, results can quickly lead 
to a treatment plan.

New lab test in United States

U.S. clinicians are employing new technology in 
the form of the Abbott Architect HIV Ag/Ab Combo 
assay. It is the first test approved in the United States 
that can simultaneously detect HIV antigen and anti-
bodies.

Fourth-generation HIV testing, such as the 
Architect HIV Ag/Ab Combo assay, can increase 
detection of patients with acute HIV-1 infection 
whose condition is diagnosed at a time when they are 
most infectious to others, according to a May 2011 
published review.3

At the recent American Association for Clinical 
Chemistry annual meeting, researchers reported use 
of the test identified early stage infections in places 
such as Sioux Falls, SD, where HIV infections are 
believed to be low.4

Identifying more people earlier offers a significant 
opportunity for counseling, which can reduce high-
risk behaviors, the researchers note. Early identifica-
tion also allows clinicians to begin antiretroviral treat-
ment for early-stage infection, the researchers state.
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Complera approved 

On Aug. 10, 2011, the Food and Drug 
Administration (FDA) approved Complera™, 

a fixed dose combination (FDC) drug product con-
taining emtricitabine/rilpivirine/tenofovir DF (FTC/
RPV/TDF) for the treatment of HIV. The recom-
mended dose of Complera™ is one tablet, containing 
200mg/25mg/300mg of FTC/RPV/TDF, once daily, 
taken orally with a meal.

Emtricitabine/rilpivirine/tenofovir DF FDC is indi-
cated for the treatment of human immunodeficiency 
virus type 1 (HIV 1) infection in antiretroviral treat-
ment naïve adult patients (patients who have never 
taken HIV therapies, and are starting HIV therapy 
for the first time).

Emtricitabine/rilpivirine/tenofovir DF FDC is 
a complete regimen for treatment of HIV infec-
tion in treatment naïve patients because it contains 
a Nonnucleoside Reverse Transcriptase Inhibitor 
(NNRTI) (rilpivirine) and 2 Nucleoside Reverse 
Transcriptase Inhibitors (NRTIs) (emtricitabine and 
tenofovir DF).

The following points should be considered when 
initiating therapy with emtricitabine/rilpivirine/tenofo-
vir DF FDC:

- More rilpivirine treated subjects with HIV-1 
RNA greater than 100,000 copies/mL at the start of 
therapy experienced virologic failure compared to 
subjects with HIV-1 RNA less than 100,000 copies/
mL at the start of therapy.

- The observed virologic failure rate in rilpivirine 
treated subjects conferred a higher rate of over-
all treatment resistance and cross-resistance to the 
NNRTI class compared to efavirenz.

- More subjects treated with rilpivirine developed 
lamivudine/emtricitabine associated resistance com-
pared to efavirenz.

No new safety and efficacy studies were conducted 
using the FDC, emtricitabine/rilpivirine/tenofovir DF. 
The approval of emtricitabine/rilpivirine/tenofovir DF 
FDC is based on previously conducted Phase 3 clini-
cal trials which supported the approval of rilpivirine 
(Edurant™) and pharmacokinetic studies that showed 
that the FDC was bioequivalent to the individual 
drugs.

The approval of emtricitabine/rilpivirine/tenofovir 
DF FDC is based on Week 48 safety and efficacy 
analyses of a subset of subjects who received tenofo-

vir and emtricitabine as background regimen.
Cross-resistance to efavirenz, etravirine and/or nevi-

rapine is likely after virologic failure and development 
of rilpivirine resistance. In the pooled analysis for sub-
jects receiving rilpivirine in combination with emtric-
itabine/tenofovir DF in clinical trials C209 and C215, 
34 virologic failure subjects had evidence of rilpivirine 
resistance. Of these subjects, 91% (n = 31) were 
resistant to etravirine and efavirenz, and 65% (n = 
22) were resistant to nevirapine. In the efavirenz arm, 
none of the 10 efavirenz-resistant virologic failures 
were resistant to etravirine at failure. Subjects experi-
encing virologic failure on rilpivirine developed more 
NNRTI resistance-associated substitutions conferring 
more cross-resistance to the NNRTI class and had a 
higher likelihood of cross-resistance to all NNRTIs in 
the class than subjects who failed on efavirenz.

Emtricitabine/rilpivirine/tenofovir DF FDC is con-
traindicated with the following drugs, as significant 
decreases in rilpivirine plasma concentrations may 
occur due to CYP3A enzyme induction or gastric 
pH increase, which may result in loss of virologic 
response and possible resistance to rilpivirine or to the 
class of NNRTIs: the anticonvulsants carbamazepine, 
oxcarbazepine, phenobarbital, phenytoin; the antimy-
cobacterials rifabutin, rifampin, rifapentine; proton 
pump inhibitors, such as esomeprazole, lansoprazole, 
omeprazole, pantoprazole, rabeprazole; the glucocor-
ticoid systemic dexamethasone (more than a single 
dose) ; St John’s wort.

The Warnings and Precautions for emtricitabine/ril-
pivirine/tenofovir DF FDC include fat redistribution, 
immune reconstitution syndrome and the following:

- Lactic Acidosis/Severe Hepatomegaly with 
Steatosis: Lactic acidosis and severe hepatomegaly 
with steatosis, including fatal cases, have been 
reported with the use of nucleoside analogs, includ-
ing tenofovir DF, a component of Complera™, in 
combination with other antiretrovirals. A major-
ity of these cases have been in women. Obesity and 
prolonged nucleoside exposure may be risk factors. 
Particular caution should be exercised when adminis-
tering nucleoside analogs to any patient with known 
risk factors for liver disease; however, cases have also 
been reported in patients with no known risk factors. 
Treatment with emtricitabine/rilpivirine/tenofovir 
DF FDC should be suspended in any patient who 
develops clinical or laboratory findings suggestive of 
lactic acidosis or pronounced hepatotoxicity (which 
may include hepatomegaly and steatosis even in the 
absence of marked transaminase elevations).

Patients Co-infected with HIV 1 and HBV: It is 
recommended that all patients with HIV 1 be tested 
for the presence of chronic hepatitis B virus before ini-

FDA NOTIFICATIONS
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COMING IN FUTURE MONTHS

CNE/CME QUESTIONS
CNE/CME OBJECTIVES & INSTRUCTIONS

The CNE/CME objectives for AIDS Alert, are to help physi-
cians and nurses be able to:
• Identify the particular clinical, legal, or  
scientific issues related to AIDS patient care;
• Describe how those issues affect nurses, physicians, hospi-
tals, and clinics;
• Cite practical solutions to the problems associated with 
those issues.  

To earn credit for this activity, please follow these instruc-
tions.
1. Read and study the activity, using the provided references 
for further research.
2. Log on to www.cmecity.com to take a post-test; tests can 
be taken after each issue or collectively at the end of the 
semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed to 
achieve a score of 100%. 
4. After successfully completing the last test of the semester, 
your browser will be automatically directed to the activity 
evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  

tiating antiretroviral therapy. 
Emtricitabine/rilpivirine/tenofovir DF FDC is not 

approved for the treatment of chronic HBV infection 
and the safety and efficacy of emtricitabine/rilpiv-
irine/tenofovir DF FDC have not been established in 
patients coinfected with HBV and HIV 1. 

Labeling for emtricitabine/rilpivirine/tenofovir 
DF FDC will be posted soon to the FDA web site at 
Drugs@FDA.  n

Renal impairment 
addressed in labeling

The FDA approved changes to the product 
labeling for Pegasys™ and Copegus™. The 

following new recommendations for dosing 
of Pegasys and Copegus in patients with renal 

1. Which of the following best describes the impact 
HIV infection has on people’s neurological and 
neurocognitive status?
A. HIV ages the brain by 15 years
B. About half of HIV-infected people have HIV-
associated neurocognitive disorder (HAND), even if 
it’s asymptomatic
C. Osteopontin, an inflammatory marker, stimulates 
HIV-1 replication, and high levels of osteopontin 
are present in the central nervous system of HIV-
infected people despite antiretroviral therapy
D. All of the above

2.  Which of the following would not be an appropri-
ate strategy for dealing with HIV neurocognitive 
disorders?
A.  Use neurocognitive screeners, including the 
International HIV Dementia Scale, with HIV patients
B.  Put patients on long-term steroid therapy
C.  Treat HIV patients earlier and prevent them from 
getting a very low CD4 cell count
D.  Prescribe antiretroviral drugs with higher central 
nervous system (CNS) penetration

3. A study of African American girls from low-income 
Chicago neighborhoods found that what percent-
age of the girls had experienced violence in their 
lives, a potential factor in subsequent HIV sexual 
risk behaviors.
A. 34%
B. 62%
C. 79%
D. 91%

impairment have been added to product labeling 
based on a clinical study of 50 chronic hepatitis C 
subjects with moderate or severe renal impairment 
or end stage renal disease, and on pharmacoki-
netic modeling or simulation.

In the Copegus package insert: 2.4 Renal 
Impairment; The total daily dose of Copegus should 
be reduced for patients with creatinine clearance less 
than or equal to 50 mL/min,; and the weekly dose of 
Pegasys should be reduced for creatinine clearance 
less than 30 mL/min.

The FDA recommends clinicians check the phar-
maceutical package inserts for further information.

The dose of Copegus should not be further 
modified in patients with renal impairment. If severe 
adverse reactions or laboratory abnormalities devel-
op, the drug should be discontinued.  n

n Three decades into 
epidemic brings new 
challenges, more hope

n Comorbidities remain 
top HIV care issue 

n Early treatment mes-
sage spreads; access 
issues continue
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The Joint Commission’s new National 
Patient Safety Goal (NPSG) on prevent-
ing indwelling catheter-associated urinary 

tract infections — which emphasizes prompt 
removal of unnecessary devices and surveillance 
for CAUTIs — is effective January 1, 2012 for 
hospitals. 

Though there has been some historical ten-
dency to dismiss these as relatively low priority 
infections, the Centers for Disease Control and 
Prevention cited a staggering annual mortality 
figure in a recently posted surveillance docu-
ment, stating that “more than 13,000 deaths 
are associated with UTIs.”1,2  

“The urinary tract is the most common site 
of healthcare-associated infection, account-
ing for more than 30% of infections reported 
by acute care hospitals,” the CDC reports. 
“Virtually all healthcare- associated urinary 
tract infections are caused by instrumentation 
of the urinary tract. CAUTI can lead to such 
complications as cystitis, pyelonephritis, gram-
negative bacteremia, prostatitis, epididymitis, 
and orchitis in males and, less commonly, endo-
carditis, vertebral osteomyelitis, septic arthritis,  
endophthalmitis, and meningitis in all patients. 
Complications associated with CAUTI cause 
discomfort to the patient, prolonged hospital 
stay, and increased cost and mortality.”

Indeed catheter use in and of itself is associ-
ated with negative outcomes other than infec-
tion, including nonbacterial urethral inflamma-
tion, urethral strictures and mechanical trauma, 
the Joint Commission notes. “The length of 
time that a catheter is in place contributes to 

infection, so limiting catheter use and dura-
tion are important to preventing infection,” the 
Joint Commission recently stressed.3   

More than a quarter of the patients with an 
indwelling urinary catheter for two to 10 days 
will develop bacteriuria, and a quarter of these 
will develop a CAUTI. Approximately 450,000 
CAUTIs occur annually in hospitals, the Joint 
Commission reported, citing estimates of the 
excess cost per case of $1,200 to more than 
$2,700 and a total annual cost of some $400 
million.4-8 Moreover, the Centers for Medicare 
& Medicaid Services (CMS) lists CAUTIs 
among the healthcare associated infections tar-
geted for non-reimbursement. 

“The healthcare-associated conditions that 
CMS will not cover are high cost or high vol-
ume or both; result in the assignment of a case 
to a diagnosis-related group (DRG) that has 
a higher payment when present as a second-
ary diagnosis; and could reasonably have been 
prevented through the application of evidence-
based guidelines,” the Joint Commission states. 

CAUTI surveillance may be targeted to areas 
with a high volume of patients using indwell-
ing catheters, the Joint Commission states. 
High-volume areas should be identified through 
the hospital’s risk assessment as required in 
IC.01.03.01. In that regard, what if your risk 
assessment reveals CAUTIs are not an issue at 
your hospital? The Joint Commission recently 
answered that question (see Q&A, p. 2) provid-
ing clarification that included this statement: 

“This new NPSG has a phase-in period 
during 2012, during which surveyors will be 

Joint Commission: New year will usher
in new CAUTI prevention requirements
Phase in pt safety goal now, be up to full speed by 2013
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ensuring that hospitals are planning and prepar-
ing for full implementation in 2013.  Starting 
in January 2013, a hospital that has decided, 
based on its risk assessment, that CAUTI sur-
veillance is not indicated should be prepared to 
discuss this decision with its survey team and 
provide a clear rationale.  Even if surveillance 
is not performed, the insertion and management 
requirements of the goal must still be imple-
mented.” 

According to the Joint Commission, 
NPSG.07.06.01 requires hospital infec-
tion control programs to “implement evi-
dence-based practices to prevent indwelling 
catheter-associated urinary tract infections. 
(Evidence-based guidelines for CAUTI include 
the “Compendium of Strategies to Prevent 
Healthcare-Associated Infections in Acute Care 

The Joint Commission recently posted the 
following answer to a frequent asked question 
on catheter-associated urinary tract infections 
(CAUTIs). 

Q: My facility performs a risk assessment 
every year as required by IC.01.03.01. We 
consider a wide range of infection risks, and 
we rank them per IC.01.03.01 EP 5. Our risk 
assessment shows CAUTI is a very low patient 
risk; there are many other higher priori-
ties. Must I perform surveillance for CAUTI 
because of the new NPSG.07.06.01 even 
though my risk assessment does not identify it 
as a priority? 

A: NPSG.07.06.01 is a new goal on cathe-
ter-associated urinary tract infection (CAUTI) 
that was published in the July 2011 edition of 
Perspectives. 

Reasons for this goal are captured in the 
following quote from the Perspectives arti-
cle: “The Joint Commission’s Patient Safety 
Advisory Group, a group of external national 
experts on patient safety issues, recom-
mended that NPSG.07.06.01 for CAUTIs be 
considered for adoption. CAUTI is the most 
frequent type of health care–acquired infec-
tion (HAI), and represents as much as 80% of 
HAIs in hospitals. The frequency of CAUTIs 
creates a patient safety and quality concern.”

The Joint Commission recognizes that a 
variety of surveillance approaches are appro-
priate for various types of infections. For 
example, NPSG.07.04.01 on catheter-associ-
ated bloodstream infection requires that all 
catheters be monitored; EP 4 states surveil-
lance must be “hospital-wide, not targeted”.  

However, NPSG.07.03.01 on multi-
drug resistant organisms allows for the risk 
assessment to drive surveillance, hence EP 
4 says surveillance may be “targeted rather 
than hospital-wide”.  In a similar fash-
ion, NPSG.07.05.01 on surgical site infec-
tion allows organizations to determine 
which surgeries to monitor, and EP 5 states, 
“Surveillance may be targeted to certain pro-
cedures based on the hospital’s risk assess-
ment.”     

NPSG.07.06.01 on CAUTI does not specify 
either hospital-wide or targeted surveillance.  
In fact, it does not specifically require that 
surveillance for CAUTI be performed at every 
accredited hospital.  Rather, it allows for 
each organization to decide, based on its risk 
assessment (IC.01.03.01) whether CAUTI is a 
priority warranting surveillance. Having said 
this, The Joint Commission urges organiza-
tions to review the scientific literature and 
consensus-based guidelines when considering 
CAUTI surveillance.  n

JC Q&A: What if CAUTI a low risk?  

Hospitals”: http://ow.ly/70gaN The CAUTI 
patient safety goal is not applicable to pediatric 
populations. “Research resulting in evidence-
based practices was conducted with adults, and 
there is not consensus that these practices apply 
to children,” the Joint Commission notes.  n

Follow the fab four 

The elements of performance for the CAUTI 
prevention safety goal are as follows:  

1. During 2012, plan for the full implemen-
tation of this NPSG by January 1, 2013. 

Note: Planning may include a number of dif-
ferent activities, such as assigning responsibil-
ity for implementation activities, creating time-
lines, identifying resources, and pilot testing. 
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2. Insert indwelling urinary catheters 
according to established evidence-based guide-
lines that address the following:

— Limiting use and duration to situations 
necessary for patient care 

— Using aseptic techniques for site prepara-
tion, equipment and supplies 

3. Manage indwelling urinary catheters 
according to established evidence-based guide-
lines that address the following: 

— Securing catheters for unobstructed urine 
flow and drainage 

— Maintaining the sterility of the urine col-
lection system 

— Replacing the urine collection system 
when required 

— Collecting urine samples 
4. Measure and monitor catheter-associated 

urinary tract infection prevention processes 
and outcomes in high-volume areas by doing 
the following: 

— Selecting measures using evidence-based 
guidelines or best practices 

— Monitoring compliance with evidence-
based guidelines or best practices 

— Evaluating the effectiveness of prevention 
efforts 

The draft National Patient Safety Goal was 
made available for field comment on The Joint 
Commission’s website from December 2, 2010 
through January 27, 2011. More than 1,000 
responses were received with most responses 
from accredited organizations. A majority of 
field review respondents (more than 70%) 
agreed that a new National Patient Safety 
Goal should be introduced for CAUTI, the 
Joint Commission said. 
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VA programs cuts
CLABSIs by >50% 
Pull — not push — does the education trick 

The Joint Commission targets central 
line–associated bloodstream infections 

in its 2011 national patient safety goals, 
with NPSG.07.04.01 calling for hospitals to 
“implement evidence-based practices to pre-
vent (CLABSIs).”

A recently published paper on a 
Department of Veteran's Affairs (VA) project 
on CLABSI reduction used the requisite bun-
dles, but focused on education and spreading 
the word in a manner appropriate to each VA 
facility1. The result was a decline from 3.8 
CLABSI infections per 1,000 line days to 1.8 
per 1,000 line days.

Marta Render, MD, one of the researchers 
on the project, said the focus had to be on 
learning because the VA is a "gargantuan sys-
tem. We had to think about how to get learn-
ing out to people who needed it. We did not 
want to have to push this out to everyone, 
but have them pull it in."

The project focused on projecting a need 
— which encourages people to want to help 
— and encouraging them to find what works 
for them to achieve the shared end goal, says 
Render. Many facilities had some or all of 
what they needed in place; others needed to 
get better at data collection. Some needed 
help in creating a team in the ICU. In each 
case, Render and her team were there to 
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coach and talk them through strategies. But 
what they did in the end was specific to their 
own needs and their own facilities.

To spread the knowledge, they developed 
web-based tools and kits, including the criti-
cal development of the daily goal sheet. "It 
is a great tool that changed the way we work 
together," Render says.

If a patient was on pressors and the physi-
cian wanted that patient off, the sheet would 
include goals that led to that end — pushing 
two liters of fluid but not more. The physi-
cian knows to go back and check that goal 
sheet and ask how the patient is doing and 
reevaluate the goal if necessary. "The nurses 
will keep track, and we create the expecta-
tion that certain things will happen. We give 
people permission to speak up if something 
doesn't seem right. Even the residents know 
what the expectation is."

Once implemented and data collection 
started, Render and the team worked with 
outliers, conducting structured interviews and 
setting achievable goals — find a team leader 
in the next week, check the data the next 
day. Then the team would follow up on those 
goals, finding out what went wrong if the 
goal was not achieved and suggesting poten-
tial solutions.

Render thinks that building buzz around 
the topic also helped. They would print and 
leave around the ICU scholarly papers about 
CLABSI reduction. The physicians would 
inevitably pick them up and read them. She 
also says that concentrating on getting a sin-
gle champion on board helped many facilities 
get great results. The team leader would take 
one amenable physician and do training with 
him or her, then another. It made the process 
seem exclusive and special. "Pretty soon peo-
ple would clamor for the training."

The results were initially rolled out in 
ICUs, but have since been spread to other 
inpatient units and VA community living cen-
ters. CAUTI and ventilator-associated pneu-
monia are next on the list.  
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JC Q&A: Active
testing for MRSA

 

The Joint Commission recently posted the 
following answer to a frequently asked 

question on screening for methicillin-resistant 
Staphylococcus aureus (MRSA). 

Q: Is MRSA screening required for all 
patients? If not, are there certain high-risk 
patients that must be screened? 

A: IC.01.05.01 EP 1 requires that, “When 
developing infection prevention and con-
trol activities, the hospital uses evidence-
based national guidelines or, in the absence 
of such guidelines, expert consensus." Also, 
NPSG.07.03.01 EP 7 states, “Implement poli-
cies and practices aimed at reducing the risk 
of transmitting multidrug-resistant organisms. 
These policies and practices meet regulatory 
requirements and are aligned with evidence-
based standards (for example, the Centers for 
Disease Control and Prevention (CDC) and/
or professional organization guidelines).” 
Please refer to the CDC/HICPAC guideline 
entitled “Management of Multidrug-Resistant 
Organisms in Healthcare Settings, 2006”: avail-
able at http://ow.ly/70gHk 

The HICPAC guideline lists two sets of inter-
ventions, designated as “general” and “intensi-
fied, tier 2”.  Tier 2 interventions are not rec-
ommended of all facilities, but rather just those 
that meet criteria listed in the guideline.  These 
criteria include failure to decrease MDRO rates 
as well as the first occurrence of an epidemio-
logically significant organism.  Screening, also 
known as active surveillance cultures (ASC), is 
listed under the category of “intensified inter-
ventions” (recommendation V.B.5.b).

Therefore, unless an organization meets the 
criteria for “intensified, tier 2” interventions, 
Joint Commission surveyors would not expect 
these to be in place.  Consequently, active sur-
veillance cultures are not required at all accred-
ited facilities.

However, please note that LD.04.01.01 EP 
2 requires compliance with applicable law 
and regulation.  Many state legislatures have 
enacted law or regulation that requires active 
surveillance cultures for particular patient pop-
ulations. The Joint Commission would expect 
these to be done per LD.04.01.01.  n


