
Some groups question lack
of CDC focus on prevention
Main issue: Is policy ahead of science and funding?

While most AIDS activists and scientists
agree that it’s a good idea to target more
prevention programs at people who

already are HIV-positive, some question whether
the new push for HIV testing and the prevention-
for-positives initiative is the right strategy at a time
when other prevention dollars are drying up.

While the Centers for Disease Control and Preven-
tion (CDC) recently has provided guidance for grant
applications that will emphasize testing, counseling,
and prevention for positives, some say the new ini-
tiative comes at the expense of other prevention pro-
grams since there has been no increase in prevention
funding.

President George W. Bush proposed an HIV pre-
vention and surveillance budget for FY 2004 that is
$9.3 million less than the $699.6 million appropriated
in FY 2003. (See NORA FY 2004 appropriations list,
pp. 28-29.) 

“One of the concerns that has been in the forefront
since the new CDC initiative was announced was:
How indeed will the federal government be able to
pay for new programs as well as maintain existing
programs that are so critical to prevention across a
diverse group of populations?” says Gene Copello,
PhD, executive director of the AIDS Institute in
Tampa, FL. “While there appears to be some new or
reassigned funding for the initiative, it is not clear to
me how the CDC will be able to maintain financially
the new initiative as well as the existing programs.”

If what has happened in some states is any
example, the answer is the new initiative will
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replace at least some existing programs.
“Massachusetts is in a bit of a fiscal crunch and

has had to cut back tremendously in funding for
HIV, across the board, in the last couple of years,”
explains Louise Rice, director of prevention for
AIDS Action Massachusetts in Boston.

With funding cutbacks of nearly one-third for
HIV programs, the prevention work affected
includes programs targeting youths, HIV preven-
tion in schools, and general prevention messages
for young people, she says. “We haven’t seen a
state-sponsored widespread HIV-prevention
campaign for several years. We see small cam-
paigns, targeting this group or that group, but
trying to get the word out about how HIV and
AIDS still are issues; and there are risks that kids
take — it just hasn’t happened in recent years.”

AIDS Action Massachusetts used to run a hot-
line that was staffed by teen-agers for teen-agers.
Trained youth answered questions about HIV
and sexual risk taking, and they even spoke in
schools about HIV and AIDS. But that program
had to fold due to a lack of funding, she says.

Some say that this is exactly the sort of general
community prevention program that the CDC is
trying to steer away from.

“In the past, there has been sort of a tradition
in some prevention organizations to look to large
gatherings as places where they call people to be
brought in for different kinds of services,” says
Ron Silverio, president and chief executive offi-
cer of AIDS Community Services of Western New
York Inc. in Buffalo. “In state grants that we’ve
seen over the last couple of years, there has been
a winnowing down from general education to
much more targeted, small group intensive stuff,
or one-on-one work that results in behavioral
analysis, not necessarily behavioral change.”

Another potential problem with having com-
munity-based organizations (CBOs) and states
switch their priorities to prevention for positives
is that there are few scientifically proven preven-
tion programs that focus exclusively on HIV-posi-
tive individuals.

In the mid-1990s, the Center for AIDS Preven-
tion Studies (CAPS) at the University of California,
San Francisco was one of the first organizations
nationwide to study prevention for positives, says
Cynthia Gomez, PhD, co-director of CAPS. The
prevention-for-positives research that is under way
and others that have been completed at CAPS have
not yet reached the point where they could serve as
a model for CBOs and states, she says. There only
appears to be one prevention-for-positives study

completed nationally that could be replicated, and
it’s a support-group model, Gomez explains. “This
speaks to the fact that scientifically it still is prema-
ture for us to provide local organizations with sci-
entifically proven intervention.”

At the August 2003 national prevention confer-
ence, the CDC and the National Institutes of Health
(NIH) brought together the top scientists working
in the field of prevention for HIV-positives to ask
where the body of research stands, Gomez notes.
“It became clear that compared with other areas of
prevention research, we’re at a very early stage in
this research.” AIDS researchers and others are
concerned about this lack of proven interventions
for positives, especially since the CDC has required
that organizations only use interventions that have
been scientifically proven, she adds.

“We can’t tell people what the best interven-
tions are, and that’s a dilemma if the funding
requires them to use interventions that have been
tested,” Gomez stresses. “Most agencies will have
very limited options.”

The lack of additional funding for the new initia-
tive continues to worry AIDS groups that see the
increased focus on testing and prevention for posi-
tives as only half of the big picture. The other half
is getting the people who test positive into treat-
ment, and again, the president’s budget proposes
inadequate funding for AIDS Drug Assistance
Programs (ADAPs), says Bill Arnold, ADAP direc-
tor in Washington, DC. ADAP needs more than
$200 million to solve its problems with waiting
lists, capped enrollments, etc., he points out.

More than a dozen states continue to have seri-
ous problems, and it’s possible that California
will join them this year with waiting lists. Gov.
Arnold Schwarzenegger has proposed a new
budget that would cut 2% from HIV/AIDS pre-
vention and treatment programs, as well as cap
enrollment for ADAP.

States also worry about the impact of a large
influx of newly identified HIV patients on the
ADAP rolls. For instance, Florida has one of the
largest counseling and testing programs nation-
wide, and the state has increased its number of
tests significantly in recent years, giving 300,000
HIV tests in 2003, compared with 270,000 in 2001.

However, it’s success in testing and identifying
HIV-positive people also can be a source of con-
cern for state health officials.

“I’ve testified and made the argument in
Congress and at presidential AIDS committees
that if we do our job well and bring new people
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into the system, then unfortunately, a group of
them will be indigent and have no other place to
go but the ADAP program,” says Tom Liberti,
chief of the bureau of HIV/AIDS for the Florida
Department of Health in Tallahassee. “That’s why
it’s frustrating for many organizations and groups
— they know what I’m saying,” he asserts. “Yet
the level of increase in ADAP funding really has
not kept up with increased need.”

AIDS Action of Washington, DC, is among a
group of organizations that continues to seek
increases in AIDS funding, based on what grass-
roots HIV organizations see as the need, says
Jessica Tytel, governmental affairs associate.
“What people are interested in doing is expanding
existing programs, expanding capacity; and people
are concerned they may not have the resources.
One of the priorities of this administration is faith-
based initiatives and bringing new partners to the
table; and a lot of people are interested in working
with these groups, but it takes time and resources
that the current funding can’t provide.”

CBOs have other concerns about the CDC’s
recent prevention grant announcements, as well.

“It’s a huge program announcement to directly
fund CBOs to do HIV prevention, and over half
the funds will be going toward prevention for pos-
itives, but also most of the funding heavily empha-
sizes testing and finding people who are positive
and getting them into care,” Rice explains.

The first question the CDC now wants to know
about high-risk people is whether they’ve been
tested for HIV, she adds.

“That’s a little disturbing,” Rice says. “That
might work well in a community where people
aren’t exposed to daily risk, but when you have
communities where people are being exposed to
risk daily — then getting tested every day is not
the intervention you need.” Any person who has
a significant risk of HIV infection needs preven-
tion messages that are sustained, personalized,
and culturally appropriate, she notes. 

“The CDC understands some of this, but it’s
not where the majority of the funding is going.”
Instead, CBOs that receive the new grants will be
forced to find at-risk people, test them, test their
partners, and document all of their efforts to do
so, Rice says.

Documentation is a big part of the new initia-
tive, and it will require many CBOs to hire addi-
tional staff, she predicts.

The Program Evaluation Monitoring System
(PEMS) asks for prevention interventions to

gather race, ethnicity, and age data, as well as
information on people’s condom use, testing his-
tory, and how they were referred for testing, Rice
explains. “It also asks us to report how many
times they had unprotected vaginal sex in the last
six months.” This collection of personal data also
will have to be done in a way that protects confi-
dentiality and privacy, she adds.

The data will be used to evaluate programs
and establish baselines. For example, a CBO that
recorded making an average of five outreach con-
tacts to get a person into testing would have to
set a goal for the second year to make an average
of four outreach contacts, Rice says. “Every pro-
gram that applies for this type of funding will
have to have a full-time data manager. This is one
of the more nightmarish aspects of the program.”

This type of data analysis will tax the resources
at most CBOs, Copello says. “A concern is whether
the cost will cut into the amount of dollars they
need to provide the services. I understand why the
CDC wants that information, but the administra-
tive burden for producing that data may be a prob-
lem for CBOs.”

The CDC’s attention on prevention for HIV-
positive individuals is an affirmative step that may
remind clinicians to talk with their HIV patients
about prevention and risk activities, Gomez points
out. For instance, one study of HIV-infected men
who have sex with men found that only one in
four men had ever had a conversation with their
physician about prevention, she says. “People felt
that somehow when you seroconverted, you
would be an expert on prevention.”

The CDC’s procedural guidance for strategies
on implementing prevention programs suggests
that while prevention-for-positives research is
under way, organizations could adapt and tailor
the successful programs that exist for new popu-
lations. The guidance uses the Sisters Informing
Sisters about Topics on AIDS (SISTA) intervention
as an example of a program that addresses gender
and ethnic pride for African-American women,
but that could be adapted for Hispanic women
and then retested.

The CDC has modeled or sponsored a series of
prevention strategies that could be used for HIV-
positive groups, as well as for high-risk groups,
says Silverio, president and chief executive officer
of the AIDS Community Services of Western New
York, which administers the SISTA intervention.

“It seems to me it’s not a bad idea to offer
models that have been proven to be successful 
in a variety of settings and to say to people that
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these are models based on good science,” he says.
Since the new initiative has very specific require-

ments for CBOs to receive CDC funding to provide
testing, counseling, and prevention for positives,
some AIDS service directors say the most effective
strategy might be to link their organization to other
organizations and focus on their strengths.

Stop AIDS in San Francisco launched a preven-
tion-for-positives program four years ago. So far,
it’s been successful in bringing HIV-positive men
into prevention treatment conversations about how
to keep themselves and their partners healthy, says
Darlene Weide, MPH, MSW, executive director.
Stop AIDS will continue to focus on its strength of
prevention programs, while leaving the CDC’s test-
ing component for other organizations, she adds.

“If we get funded by the CDC, we will be able
to continue to serve as a bookmark for testing. 

“Hopefully, we’ll get funded and will be part-
nered with testing sites across the city.” Stop AIDS
could be a link for testing sites that need to refer
people to prevention programs, Weide adds.

Similar collaboration may occur elsewhere.
“I do know that there are some groups trying to

form coalitions around the country in applying for
these funds,” Copello says. “Basically, they’re look-
ing at each other’s experience and expertise and
are pulling that together.” But this isn’t the best
response to an epidemic that appears to be increas-
ing, he says. “It’s a good concept, and coalitions are
an effective way of doing these programs; but they
still need to have adequate funds.”  ■

New advances promising
in treating neuropathy
Experts explain what’s the latest and best

Neuropathies among HIV patients have contin-
ued to increase in recent years, particularly in

the case of antiretroviral toxic neuropathy (ATN).
Research data suggest about one-third of HIV

patients experience some form of neuropathy
symptoms, ranging from mild cases of peripheral
neuropathy, in which there is some numbness and
tingling in the feet, to severe pain, where a person
would have difficulty walking a few blocks with-
out resting, explains Justin McArthur, MBBS,
MPH, professor of neurology and epidemiology
at Johns Hopkins University in Baltimore.

“I see a huge number of patients with this
problem,” he says. “Many of them have said to

me that this is the worst aspect of their HIV dis-
ease; this is what ruins their lives.”

Investigators have focused on developing three
different types of treatments for HIV-associated
neuropathies: 

One approach would prevent the onset of neu-
ropathy; another would treat the symptoms of
neuropathy; and a third would reverse neuropa-
thy and repair damage, says David M. Simpson,
MD, professor of neurology, director of the Neuro-
AIDS Research Program, and director of clinical
neurophysiology laboratories at Mount Sinai
School of Medicine in New York City. Simpson’s
research includes a study scheduled for presenta-
tion at the 11th Conference on Retroviruses and
Opportunistic Infections, held in February in San
Francisco. “Probably most studies to date have
been in the second category of symptomatic ther-
apy, the treatment of pain,” he explains.

Generally, the disorders are called HIV-associ-
ated sensory neuropathies of which the two most
common types are distal sensory peripheral
(DSP) and antiretroviral toxic neuropathy (ATN),
McArthur explains. 

ATN is caused by the “d-drugs,” Simpson adds.
Those include didanosine (ddI), stavudine (d4T),
and zalcitabine (ddC). Researchers do not fully
understand how HIV causes neuropathy, he says.
“Neuropathy does not appear to be directly a
result of infection by HIV, so it’s probably a sec-
ondary, related mechanism. It is known, and we
and others have shown, that the more advanced
HIV disease is the higher the risk of developing
neuropathy, particularly as CD4 cell counts drop
lower; and the higher the plasma viral load, the
more severe the neuropathy is.” Despite the fact
that one solution for patients who experience neu-
ropathy because of a d-drug is to switch antiretro-
viral regimens, the incidence of HIV-associated
neuropathies remains as high as it has ever been,
Simpson notes.

“What’s happened in the last five to 10 years,
especially since the introduction of highly active
antiretroviral therapy (HAART), is that the inci-
dence of ATN has gone up dramatically,” says
McArthur. “We see some form of neuropathy in
35% of all individuals with HIV; and so it’s quite
common, and there is another 25% to 30% of
those with HIV who have a silent form and have
no symptoms.” The silent form of neuropathy 
is detected through testing as abnormalities in
peripheral nerves, he explains.

Compounding the problem is the fact that
HIV-infected people who are coinfected with
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hepatitis C also may experience neuropathic
damage, as will the 12% to 15% of people 
on HAART who develop diabetes mellitus,
McArthur continues. “Then there are a host 
of other conditions, including B12 deficiencies,
alcohol abuse, and nutritional deficiencies, that
can result in neurological damage,” he adds.

Here are a few of the treatments being studied:
✔✔ Capsaicin patch.

Among the newer treatment possibilities is the
capsaicin dermal patch (Capreve). Capsaicin, a
crystalline alkaloid, is the active ingredient that
causes the burning sensation when a person eats
chili peppers, Simpson says. Capsaicin has been
developed into a topical pharmaceutical com-
pound that, in a low concentration formulation
(Zostrix), has been used to treat diabetic neuropa-
thy, he says.

Researchers have been studying a high concen-
tration compound (Capreve — manufactured by
NeurogesX of San Carlos, CA) in the treatment of
pain from neuropathy experienced by HIV and
AIDS patients, says Simpson, who is the principal
investigator of a 30-site, placebo-controlled study
of the patch. “It’s painful when the patch is applied
to the surface of the skin, and the patient is treated
with pain medication for a couple of hours,” notes
Simpson. 

“Within a day or so, the pain of the treatment
administration abates.” Investigators are studying
whether the patch will provide relief from pain for
up to three months, he says.

The mechanism seems to be that the application
of the patch causes degeneration of nerve fibers,
which in turn causes pain relief. “After a period 
of time, those fibers regenerate, which is why we
think the pain may return and further applications
will be necessary, but it has not been studied over
the long term,” Simpson adds. Investigators are
recruiting patients for the study.
✔✔ Prosaptide.

Investigators hope this experimental drug will
improve pain and stimulate growth of damaged
nerve fibers, McArthur says. “We think it acts as
an analgesic and as a repair stimulant for dam-
aged nerve fibers,” he explains.

“Prosaptide has an exciting potential,” adds
Simpson. While early studies are looking at pros-
aptide’s ability to provide pain relief, the long-
term goal is to develop a drug that will regenerate
nerves and function, he says. 

“We’re hoping that once the drug company has
long-term [animal study] safety data for the drug,
that we can test it for longer periods of time in

patients. We’re hoping that patients enrolled in the
shorter duration trial will be able to receive the
drug over a longer term when it’s available.” There
have been some exciting data from preliminary
studies of prosaptide in the treatment of diabetic
neuropathy, and now there is a large placebo-con-
trolled study of its use in the treatment of HIV-
associated neuropathy, Simpson says.

The study is sponsored by Savient Pharmaceuti-
cals Inc. of East Brunswick, NJ, the AIDS Clinical
Trials Group, and the Neurologic AIDS Research
Consortium.
✔✔ Other experimental drugs.

Possibilities also exist for the use of neuroim-
munophilins, a class of drugs that initially was
developed as immunosuppressants for transplant
patients, McArthur says. “These drugs are able to
stimulate repair of damaged nerve fibers and are
in clinical trials for a number of neurological dis-
orders, including peripheral neuropathy.”

Another drug with preliminary data is a supple-
ment called acetyl-L-carnitine or L-acetyl-carnitine,
which is a natural substance in the body that assists
in mitochondrial metabolism, Simpson continues.
“There are investigators in London who have some
evidence suggesting that acetyl carnitine might be
beneficial in treatment of neuropathies related to d-
drugs. And there are many patients taking the sup-
plement over the counter in health food stores.” So
far, the information on the supplement is prelimi-
nary and needs to be confirmed, and investigators
in the United States also are developing a study to
look at the use of this supplement for treatment,
provided the supplement can be obtained from its
Italian manufacturer, he says. Regulatory issues are
proving a barrier, however, Simpson notes.

Investigators also have studied recombinant
nerve growth factor (NGF) for potential regenera-
tion of damaged nerve fibers in patients suffering
from diabetic neuropathy; but while the agent sig-
nificantly reduced pain, it didn’t show evidence of
nerve fiber regeneration, Simpson says. Based on
those mixed results, the company halted develop-
ment of NGF, he adds.

Treatments that currently are available include
anticonvulsant drugs to treat neuropathic pain,
McArthur says. “Especially when a patient has
tried several different drugs, we’ll switch to one
of these other drugs. 

“What happens during a seizure is the nerve
fibers in the brain fire by themselves, so the anti-
convulsants suppress the firing of irritated or
damaged nerve fibers,” he explains. “In periph-
eral neuropathy, we have the firing of damaged
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nerves in the peripheral areas.”
Studies have shown that anticonvulsants, such

as topiramate and trileptal, are well-tolerated, do
not interact with the antiretrovirals, and have no
serious side effects, McArthur adds.

From a clinician’s perspective, the most impor-
tant thing to keep in mind is that it’s easy to mis-
take another condition for a peripheral neuropathy,
so a diagnosis should be made with great care,
Simpson says. For instance, myelopathy may be
mistaken for a peripheral neuropathy, because it
causes spasticity and sensory abnormalities, gait
problems, and weakness in the lower limbs.

By contrast, peripheral neuropathy generally
starts in the feet with numbness or tingling, and
it will start symmetrically. A patient’s symptoms
may include a sensation of pins and needles,
spontaneous pain, burning, aching, and stabbing
pain, all occurring first in the feet and progress-
ing to the hands, McArthur says.

“Also, there are several types of HIV-related
neuropathy, so be sure to diagnose the correct
kind,” Simpson advises. “A second point is this is
another reason to maintain maximum control of
the HIV virus, because besides all the other rea-
sons, it may prevent peripheral neuropathy as
well.” And lastly, he suggests that HIV clinicians
should aggressively treat neuropathic pain, as well
as watch for results from the current clinical trials
involving new treatments for the condition.

[Editor’s note: Clinical trial enrollment is open to
new participants for NGX-4010, the capsaicin dermal
patch, for treatment of HIV-associated neuropathy
(Study C107). For information, contact Catherine
Vilahu, clinical project manager, at (650) 508-2116, ext.
108. E-mail: cvilahu@neurogesx.com. The study is
recruiting for subjects at 31 sites in the United States,
and there is a study listing on ClinicalTrials.gov. At the
web site, use the search form with the words HIV and
NeurogesX or capsaicin.]  ■

Disease progresses more
quickly in introverts
Shy, inhibited personalities may fare worse

Los Angeles researchers recently have discov-
ered clinical evidence that HIV-positive peo-

ple with shy and introverted personalities tend to
have a faster disease progression and less optimal
outcomes under antiretroviral treatment than do

people with extroverted personalities.
“It’s well known to physicians that a fraction

of patients don’t show suitable response to medi-
cations, and it’s not always apparent why,” says
Steve Cole, PhD, assistant professor of medicine
in the division of hematology-oncology in the
department of medicine at the University of
California, Los Angeles School of Medicine. “A
lot of times, the problem is not drug resistance,
and the patients are adherent but aren’t showing
great clinical benefit.”

Cole and co-investigators decided to examine
from a biological standpoint why a regimen does
not work for certain people. Based on epidemiolog-
ical evidence back when they began this research 
in the mid-1990s, they decided there was good cir-
cumstantial evidence that activity in a person’s
autonomic nervous system is an important factor.

“We developed a hypothesis that showed that
shy and introverted people were getting sicker and
dying faster. We knew from other studies on basic
temperament that people who have this kind of
shy and sensitive personality also seem to have
high levels of activity in the autonomic system.”
Researchers investigated whether chemicals were
being released during periods of stress that might
impact the autonomic nervous system and a body’s
ability to handle HIV infection, Cole says.

“We took healthy white cells and infected them
with HIV we grew in the lab,” he explains. “There
was no variability in virus.” The cultured cells
were divided between those growing under nor-
mal conditions and those growing under condi-
tions that included norepinephrine, which are what
an infected cell might encounter in a lymph node,
Cole says. “The virus grew 10 times as well under
the [norepinephrine] conditions. Norepinephrine
would signal chemo-cell receptors — HIV gene
expression in cells already infected — and made
them more efficient at making new virus once they
were infected.”

Given these results, investigators decided to
see whether the test-tube results would be valid
in HIV patients. They studied a cohort of HIV-
infected gay men who all were in early stages of
infection, he adds. “They all were healthy indi-
viduals, and this was right before combination
antiretroviral therapies were available, so all had
detectable levels of virus.”

Researchers found that neurotransmitters can
accelerate HIV-1 replication, and patients who
consistently showed high levels of autonomic ner-
vous system activity before their antiretroviral
therapy had poorer plasma viral load suppression
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over three to 11 months of therapy.1

Investigators studied their blood pressure, heart
rates, and other measures of autonomic response
under a variety of conditions, including resting
quietly, breathing deeply, standing from a sitting
position, and performing a difficult arithmetic test,
Cole explains. Introverted vs. extroverted personal-
ities were determined with a standard, 60-question
tool designed to measure this personality factor, he
adds. “We found how active and reactive each per-
son’s autonomic system was. We could answer the
question of whether introverted individuals had
higher autonomic nervous system activity.” 

The result provided the first clinical evidence
that such neural activity shows a relationship
between psychological risk factors and infectious
disease progression.2 Essentially, the people who
measured on the psychological test as being intro-
verted or shy were significantly more likely to have
high levels of autonomic nervous system activity
than were those who measured extroverted. The
introverted individuals’ autonomic nervous sys-
tems were more active when they were stressed,
such as trying to answer math questions rapidly on
a test designed to make them feel as though they
didn’t do well, Cole says.

“I think that the underlying biology of stress is
applicable to everybody,” he notes. “The reason 
it shows so much in introverts is because they are
by temperament more stress responsive than other
people.” As such, their viral loads were higher.
“People with high autonomic nervous system
activity had high viral set point — free-running
virus in blood. We had a subset who went on to
combination therapy during a follow-up period 
of 12-18 months, and so we were able to look and
see how well antiretroviral therapy worked in sup-
pressing their viral load. What we saw was a strik-
ing correlation between response to therapy being
good and having low levels of autonomic nervous
system activity,” Cole points out.

Those individuals with the lowest levels of auto-
nomic nervous system activity had eight times bet-
ter responses to antiretroviral therapy than those
with the highest levels of autonomic activity, he
explains. “One of the things these studies have
reinforced is the notion that autonomic nervous
system activity and the effect of norepinephrine on
viral replication is clinically important. So we got a
grant to try beta-blockers.”

The theory is: Beta-blockers, which interfere
with norepinephrine, will counteract a patient’s
stress, he says. “No one thought about using these
drugs for an infectious disease because it wasn’t

clear that the autonomic nervous system was play-
ing a role in infectious disease, but these data sug-
gest they are.” The goal of the new research will be
to see if beta-blockers help patients increase their
suppression of HIV, so the beta-blockers would be
administered to patients who are on antiretroviral
therapy regimens, but who are not achieving opti-
mal responses, he explains.

While holistic medical approaches to reducing
stress have not shown consistent positive results,
this probably is because activities, such as acu-
puncture and mediation, are short-term answers 
to stress, Cole speculates. 

“Those holistic, nondrug therapies can play an
important role in getting people in an unstressed
state for a short period of time.” 

Because HIV patients will have to deal with
stress throughout their days, it would take a much
more dramatic approach to holistic stress reduc-
tion to make an impact. Those who make major
changes to their lifestyle, such as quitting high-
stress jobs, spending more time with the people
they love, and revamping their lives have been
shown to have some success in reducing cardio-
vascular disease; and the same could be true for
HIV patients, he says.

“We’re trying a drug strategy to treat stress,
and if a patient tries a psychological strategy,
then that may be successful, as well,” Cole adds.
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Depression high among
HIV-positive patients
Rates are more than five times greater

Researchers studying the prevalence of psychi-
atric disorders among HIV-positive patients

have found a 57.3% prevalence of depression
among HIV-infected patients and a 69.8% preva-
lence of depression among people coinfected
with HIV and hepatitis C.

The psychiatric disorders that were studied
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included depression, general anxiety disorder,
panic disorder, and substance abuse, says Dina
Hooshyar, MD, infectious disease fellow at the
University of North Carolina, Chapel Hill, where
the research was conducted.

In a general adult population of primary care
patients, the prevalence of depression is esti-
mated to range from 5% to 10%, she notes. The
study looked at patients receiving HIV primary
care from the university’s clinic, which serves a
rural population, Hooshyar says.

In all, 726 HIV-infected patients and 215 co-
infected patients were included in the study. All
were adults who consented to having their data
included, she adds.

Investigators also found that patients who
were coinfected with HIV and HCV were 1.99
times more likely to have problems with psychi-
atric disorders than were the patients who were
infected with HIV only, Hooshyar points out.

Substance abuse also was higher among the
HIV patients than among the general population.
An estimated 8.3% of the U.S. population, age 12
and up, has a problem with substance abuse,
according to recent statistics, she says.

By contrast, researchers found that 28.8% of
HIV-infected patients had a problem with sub-
stance abuse, and 47.9% of HIV/HCV coinfected
patients had a problem with substance abuse,
Hooshyar notes.

The results showed that coinfected patients are
2.55 times more likely to have problems with sub-
stance abuse than patients infected with only
HIV, she adds. “The other interesting thing we
found was concurrent psychiatric and substance
abuse problems in 36% of the coinfected patients
vs. 20% of those mono-HIV-infected.”

“These are very striking results and have
great and important ramifications,” explains
Hooshyar. “One obvious one is that half of our
patients with HIV or HIV/HCV coinfection
have a life confounded by psychiatric disorders,
while 30% to 50% have trouble with substance-
abuse disorders.”

These results show the importance of placing
more funding in areas of substance abuse therapy
and mental illness treatment, she says.

Another issue is that interferon use in treatment
for hepatitis C is associated with new depression
in patients, so clinicians may need to consider
identifying and treating, when appropriate, their
patients who have HCV prior to their initiation of
interferon therapy, Hooshyar suggests.

Clinicians and their assistants should screen
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CE/CME questions
9. Which of the following is a major criticism that

HIV experts have about the CDC’s new push for
increased testing and prevention for positives?
A. Prevention and treatment funding have not

been increased to handle the new program.
B. There are too few scientifically proven pro-

grams regarding prevention for positives.
C. The new CDC grant announcement will

require community-based organizations to
maintain a considerable amount of docu-
mentation, probably resulting in the need to
hire additional staff.

D. all of the above

10. Which of the following are the antiretroviral drugs
that may cause peripheral neuropathy in HIV
patients?
A. indinavir, ritonavir, and saquinavir
B. didanosine (ddI), stavudine (d4T), and 

zalcitabine (ddC)
C. nevirapine, delavirdine, efavirenz
D. nelfinavir, zidovudine, lamivudine

11. A recent study has shown a relationship between
a person’s personality type and HIV disease pro-
gression. Which of the following represents this
relationship?
A. Clinical evidence suggests a relationship

between a person having an introverted or
shy personality and having faster HIV dis-
ease progression.

B. Clinical evidence suggests a relationship
between a person having a Type A personality
and having faster HIV disease progression.

C. Clinical evidence suggests a relationship
between a person having an extroverted 
personality and having faster HIV disease
progression.

D. none of the above

12. A recent study has found that clinical depres-
sion is highest among which group of people?
A. those with HIV infection
B. those with coinfection with HIV and hepatitis C
C. those with only hepatitis C infection
D. those in the general population

CE/CME directions
To complete the post-test for AIDS Alert, study the
questions and determine the appropriate answers.
After you have completed the exam, check the
answers on p. 36. If any of your answers are incor-
rect, reread the article to verify the correct answer.
At the end of the semester, you will receive an eval-
uation form to complete and return to receive your
credits.



HIV patients for mental disorders and substance
abuse and refer patients to counseling and care
when it’s needed, she says.

Clinicians should keep in mind that if they
don’t bother to ask their patients about these
issues they might not learn the truth because
patients often won’t volunteer the information,
Hooshyar says.

One of the reasons depression is so common
among HIV patients may be the way HIV infec-
tion continues to be stigmatized in our society,
she asserts.

Patients already may feel depressed about hav-
ing a chronic illness, and then they are told they’ll
need to take medication for the rest of their lives,
Hooshyar explains. 

“If you were asked to take five pills a day for the
rest of your life and you were feeling depressed,
then your adherence and general welfare would
begin to go down,” she adds.  ■
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CE objectives

After reading this issue of AIDS Alert, CE partic-
ipants should be able to:

• identify the particular clinical, legal, or scien-
tific issues related to AIDS patient care;

• describe how those issues affect nurses,
physicians, hospitals, clinics, or the health care
industry in general;

• cite practical solutions to the problems associ-
ated with those issues, based on overall expert
guidelines from the Centers for Disease Control
and Prevention or other authorities and/or based
on independent recommendations from specific
clinicians at individual institutions. ■
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CE/CME answers
9. D 10. B 11. A 12. B

The CDC predicts that SARS is, and will continue to be, a factor that
health care facilities will have to contend with. SARS: Protecting
Health Care Workers from an Emerging Infection offers in-depth
coverage of important infection control practices that should be in
place at your facility, and provides practical and useful guidance on:

Order today, and take advantage of our 30-day risk-free guarantee!

SSAARRSS::

•  Infection control triage protocols, diagnosis, epidemiology, the 
relationship between SARS and the flu season, and hand hygiene

•  Occupational health issues including staffing, quarantine and
home care information, how to prevent transmission in health care    
facilities, N95s and respirator guidelines, and lessons from the
Toronto outbreak

•  SARS across the health care continuum: what risk managers 
need to know, SARS and the proper legal response, balancing 
public policy and individual freedom, and SARS and EMTALA

•  Also included are CDC resources and a PowerPoint presentation
from the audio conference SARS: What U.S. Hospitals Must Learn
from the Canadian Outbreak

Plus, you will have the opportunity to earn free continuing 
education simply by reading this reference and answering 
a self-graded test.  

Order today for the incredible price of just $99!
Call 1-800-688-2421 and receive your no-risk copy now.

Review your copy for 30 days and if you aren't completely
satisfied, simply return this critical reference in resalable
condition for a 100% refund. Promotion Code: 51262

SSAARRSS::
Protecting Health Care 

Workers from an Emerging Infection
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