
Special Report: The Aging AIDS Epidemic

New face of HIV/AIDS 
presents challenges 
and new comorbidities
Experts discuss the future of the epidemic

(Editor’s note: Often overlooked, older HIV patients
provide a glimpse into the future of the AIDS epidemic
in nations where antiretroviral therapy is readily avail-
able. AIDS Alert has asked HIV clinicians, researchers,
and patients to discuss how these older patients might
help us predict the future of the epidemic as the popula-
tion of HIV-infected people older than 50 increases.)

The face of AIDS is changing. It has some gray
hair around the temples, perhaps some bald-
ing on top, and more wrinkles around the

eyes.
The rising number of people older than 50 infected

with HIV/AIDS is a triumph of the widespread use
of antiretroviral therapy in affluent nations. It’s also 
a trend that creates an opportunity for researchers,
clinicians, and public health officials to learn how 
the epidemic will evolve in coming decades as peo-
ple begin to live 30, 40, and 50 years or more while
infected with the virus.

The proportion of newly diagnosed AIDS cases
among adults 45 and older increased from 1994 to
2000, although the rates of HIV diagnoses among
older adults declined or were stable, according to the
Centers for Disease Control and Prevention (CDC).1

The CDC reported these data at the 15th Inter-
national AIDS Conference, which was held July 11-
16 in Bangkok, Thailand.
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In New York City, the proportion of people
older than 50 who are living with HIV/AIDS has
increased steadily. Currently, at least one in four
people living with HIV/AIDS is 50 or older, says
Judy Sackoff, PhD, director of surveillance at the
New York Department of Health and the deputy
director of the HIV Epidemiology Program.

“This has a lot to do with long-term survivors,”
she says. “People are living longer, and we know
that; and they have less morbidity and less ill-
nesses that we associate with HIV, such as pneu-
monia, tuberculosis.”

Also, the Veterans Affairs (VA) cohort of people
in care with HIV/AIDS is aging about 1 year per
year because of plummeting mortality rates, says
Amy Justice, MD, PhD, section chief of general
medicine at the West Haven (CT) VA Healthcare
System. Justice also is an associate professor of
medicine at the Yale University School of Medicine
in New Haven, CT.

“The median age in the VA is 49 years for people
in care with HIV infection,” she says. “The CDC
data are a mixture of some states that report HIV
infection and some that report only AIDS, so it’s
more of a mixed bag for how they calculate that.”

Nonetheless, it appears that the HIV-infected
population is aging fairly rapidly because people
are living past acute conditions that previously
killed people, Justice notes.

“This means there is a lot of competing risk 
for mortality from other conditions like diabetes,
heart disease, hepatitis C, hypertension,” she
explains. “And there are going to be interesting
issues regarding whether or not these conditions
progress more rapidly in people who have
immune dysfunction.”

Challenge for clinicians

For clinicians, this change from a deadly epi-
demic to a chronic disease has been a career-long
odyssey.

“The first thing to say is that in thinking about
the early days of the AIDS epidemic, we wouldn’t
have imagined that patients would have survived
this long,” says Gerald Friedland, MD, director 
of the AIDS program at Yale New Haven Hospital
and professor of medicine and epidemiology and
public health at Yale School of Medicine. 

“It really is quite an extraordinary accomplish-
ment both for patients and, in general, for medi-
cine,” he explains. 

“I have cared for patients through the period of
no treatment to the current period of time, and so

I’ve been a witness to that,” Friedland notes.
Theoretically, HIV-positive patients who are sta-

ble on their antiretroviral treatment could live a
life span that’s comparable to people who are not
infected, says Michael Hickson, MD, senior vice
president and chief medical officer of Housing
Works in New York City.

“I know patients who are 15 years out on ther-
apy and who are still fine,” he explains. “They’re
on a different therapy than they were when they
started.”

Michael Shernoff, MSW, a psychotherapist in
New York City, is one such long-term survivor of
HIV infection. He had a confirmed exposure to
the virus in 1977 and was among the first genera-
tion of AZT and, later, combination therapy
patients. (See related story, p. 103.)

Shernoff, who has worked with HIV-infected
patients in therapy since the 1980s, says he has
been a firsthand witness to a completely new epi-
demic in the past eight years.

“I had 150 deaths in the first 15 years of the
epidemic, but have not had anyone be seriously
ill from HIV or from AIDS and no deaths in the
last 10 years,” he notes. “The most serious ill-
nesses have been a couple of long-term survivors
who got other metastatic illnesses related to their
long-term status, but they are recovering from
those cancers.”

No one disputes that the new age of chronic
HIV infection is a miraculous improvement, but
it’s not a panacea.

“I think people who have been living with this
virus and disease for a significant length of time
are really in a period of great uncertainty right
now,” says Terje Anderson, executive director of
the National Association of People Living With
AIDS in Washington, DC.

“For people who are treatment experienced and
who have been through a variety of antiretrovirals,
the question of what comes next is really crucial,”
he says.

Due to the potential of antiretroviral resistance
to whole classes of drugs, the long-term prognosis
for HIV patients is unclear, Anderson adds. “When
drugs like fusion inhibitors become available, it’s
one more lifeline, but it’s not clear how many life-
lines like that are out there,” he notes.

Comorbidities pose another barrier to a long
life for HIV patients.

An Australian study presented at the Inter-
national AIDS conference found that people older
than 50 living with HIV/AIDS had significantly
higher rates of most comorbidities, including

September 2004 / AIDS ALERT ® 99



CVD, hypertension, diabetes, arthritis, back pain,
and hepatitis A and hepatitis B infections, than
HIV-positive people younger than 50.3

“There needs to be a recognition that as treat-
ments sustain people living with HIV/AIDS
longer, the combined consequences of growing
older and living longer with HIV will present
clinical challenges concerning treatment resis-
tances and comorbidities, and service challenges
to ensure the needs of this particular group are
well served,” says Marian Pitts, professor and
director of the Australian Research Centre in Sex,
Health and Society at La Trobe University in
Melbourne, Victoria.

The Australian study also found that HIV-
infected people older than 50 were significantly
less likely to use the variety of social and health
services available to them, and they were more
likely to live on incomes below the poverty line.
Also, while 38% of HIV-infected people younger
than 50 reported being in a relationship, only 5%
of those older than 50 reported the same.3 (See
story on older HIV patients and psychosocial
problems, p. 102.)

“There is a tendency to focus on young and
recently infected people for prevention and treat-
ment messages,” Pitts explains. “This needs to
change.”

People older than 50 with HIV infection have
significantly more comorbidities than younger peo-
ple infected with HIV, according to another study
presented at the international conference. (See
story on older HIV patients and illness, p. 101.)

Investigators found that 62% of the people age
50 and older with HIV infection had been diag-
nosed with other medical conditions. This com-
pared to 54% of the people age 49 and younger.4

Clinically, older HIV patients are coping with
multiple chronic illnesses, and so an HIV physi-
cian can’t focus only on treating the infection as
might be the case with younger HIV patients,
says Kathleen N. Nokes, PhD, RN, FAAN, pro-
fessor at Hunter-Bellevue School of Nursing in
New York City.

“If someone is 35, then you can deal with just
HIV; but with an older patient, you might be deal-
ing with the HIV, diabetes, high blood pressure,
liver problems, the number of medications and
interactions — and that’s just a really big prob-
lem,” Nokes explains. “From a provider point of
view, they are great on HIV, but they may not be
so great on things like the conditions of aging.”

Another challenge for HIV clinicians will be to
decide which symptoms are due to HIV infection

or treatment and which are due to aging, says
Rita Strombeck, PhD, president of HealthCare
Education Associates in Palm Springs, CA.

“With newer drugs, people in their 30s and 40s
are living longer, and so we’re going to have a
huge population over age 50 of people who are
HIV infected in coming years,” she says. “And
the problem is going to be different because
they’re going to develop other conditions that are
part of the normal aging process; and it’s going to
be difficult to sort those out from HIV.”

Strombeck helped to create a web-based train-
ing program for health care providers who work
with older patients. The program walks clinicians
through the process of screening, diagnosing, and
treating HIV/AIDS in midlife or older adults.2

The interactive on-line program was intro-
duced through an abstract presented at the
International AIDS Conference.

Clinicians sometimes fail to screen older peo-
ple for HIV infection because of a misconception
that they are not at risk and due to the fact that
some HIV symptoms are masked by similar
aging symptoms, she adds. “Many of the symp-
toms are common to aging and HIV, including
extreme fatigue, night sweats, and a whole range
of symptoms that may not be suspected as being
related to HIV,” Strombeck says. “We’re trying to
stress the importance of taking a risk assessment
of all patients to enhance the early identification
of people who might be at risk.”

The bottom line is that more attention should
be paid to older people with HIV, Pitts says.

“I am simply calling for more attention to be
paid to this group — who are, in many ways, the
success stories, but whose needs will foreshadow
issues that we hope will become relevant to more
and more countries,” she adds.

(Editor’s note: The interactive HIV screening, diag-
nosis, and treatment program, developed by HealthCare
Education Associates of Palm Springs, CA, will be
available later this fall for continuing medical education
credit at www.vlh.com. Also, information about a pro-
gram developed by HealthCare Education Associates for
the general public about HIV risk among older Ameri-
cans —”The Forgotten Tenth”—  is available at www.
hceassoc.com.)
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More normal life spans
present next hurdle
Experts discuss longevity with HIV infection

HIV researchers and experts agree that the
biggest challenge facing HIV clinicians in

coming years will be juggling HIV treatment with
treatment for comorbidities related to long-term
HIV infection and aging.

“We have a more sober view now of the bene-
fits and limitations of treatment,” says Gerald
Friedland, MD, professor of medicine and epi-
demiology and public health at the Yale School of
Medicine in New Haven, CT. Friedland also is the
director of the AIDS program at Yale New Haven
Hospital.

“Matching patients to individual drugs and
regimens will become more precise and appropri-
ate,” he says. “The array of therapeutic options
and the simplicity of treatments will increase, and
I also think the way in which we use the drugs
will be tempered by a balance of efficacy and side
effects and toxicity.”

At the same time, clinicians will need to treat
patients for more than their HIV disease, experts
note.

“People are living longer with HIV, and they’re
getting the kinds of diseases that middle-aged
people get,” says Judy Sackoff, PhD, director 
of surveillance and the deputy director of the
HIV Epidemiology Program at the New York
Department of Health in New York City.

“So women are going through menopause and
having health conditions and health issues that
middle-aged people have,” she explains. “It’s

striking to think of the thousands of women 
over age 50 who have HIV and are becoming
menopausal, Sackoff notes. It’s a whole new 
issue in the gynecological sphere.”

As the number of older people with HIV infec-
tion increases, researchers will be able to study
how comorbidities impact or are impacted by
HIV disease.

For instance, investigators may test hypotheses
of whether non-HIV cancers progress more rapidly,
says Amy Justice, MD, PhD, section chief of gen-
eral medicine at West Haven (CT) Veterans Affairs
Healthcare System. Justice also is an associate pro-
fessor of medicine at Yale School of Medicine.

“Also, lung disease and diabetes are interact-
ing with our immune systems, so there are all
kinds of speculation on how having HIV may
modify these conditions,” she adds.

“We have a study of 6,000 veterans, half with
HIV and half matched without HIV, to under-
stand how much of what is driving the outcome
of care with the folks with HIV is their HIV and
how much is the rest of the picture for them,
whether they have diabetes, are overweight, or
have psychiatric conditions, or are addicted to
drugs,” Justice says.

This is the area where health care professionals
have the greatest opportunity to continue to
improve outcomes for HIV patients, she notes.

“People spend a lot of time looking at this drug
regimen or that one, but I think that’s not going
to be as big a deal in the long run as how we
manage these other conditions,” Justice points
out.

Long-term HIV patients often do have compli-
cations related to their antiretroviral medications,
but it’s not always clear how these health issues
will impact comorbidities, such as heart disease,
says Michael Hickson, MD, chief medical officer
and senior vice president at Housing Works in
New York City. He has many long-term HIV
patients in his clinical practice.

“I have seen lipodystrophy and lipoatrophy
and increased cholesterol and lipid profile, but we
are not sure whether that translates into increased
cardiac risk,” Hickson adds. “That’s a big debate.”

What clinicians do know is that patients expe-
riencing lipodystrophy and other complications
may need therapies tailored to helping them cope
with those disorders, including diet adjustments,
exercise, and perhaps even antidepressants, he
says.

Hickson also has seen more lymphoma cancers
among his HIV patients. “It’s probably because of

September 2004 / AIDS ALERT ® 101



the constant immune stimulation by the virus,
and maybe in the process of that constant stimu-
lation, cancer cells are not as well controlled. And
that may be why we see increased incidence.”

If his theory is on target, then it’s likely clini-
cians will see increases in other cancers and per-
haps faster progression among HIV patients, he
speculates.

“They may develop cancer at age 50 instead of
60 because they are HIV-positive,” Hickson con-
tinues. “We may see more cancers, not only lym-
phomas and Hodgkin’s and Burkitt’s, but other
types of cancers, such as lung cancer and breast
cancer.”

The medical problems facing HIV patients
have shifted away from opportunistic infections
to side effects and comorbidities, including car-
diovascular disease, diabetes, hepatitis C, and
others, Friedland says.

“So in some ways, HIV infection is — I won’t
say it’s more complicated — but it’s differently
complicated,” he explains. “We don’t deal as much
with death and dying, which was hard and com-
plicated, but the amount of skills you need to deal
with HIV disease is on the increase. It’s a full-time
job.”

HIV clinicians may see increases in dementia
among long-term and older HIV patients, although
research so far has provided no clear answers.

“I think we may see an increase in dementia,”
Hickson notes. “The neurons are cells that don’t
regenerate at all, and we know that HIV gets into
all cells and not just CD4 cells, so in time we
might see an increase in dementia among people
who have had HIV infection for a long time.”

At least one study that looked directly at this
issue found no differences in cognitive function
between younger and older HIV-infected patients.1

“We were looking at some of the main cognitive
domains that are affected by HIV in younger indi-
viduals: attention; verbal and learning memory;
information processing; speed and visual-spatial
processes; abstraction and executive functioning;
and motor processes,” explains Frances L. Wilkie,
PhD, research professor at the University of Miami
School of Medicine, department of psychiatry.

“In this particular study, we didn’t find any
differences between older and younger patients,”
she says. 

“However, we did find that in some of the
measures, such as the measure of attention where
it was performed on computer task and reaction
times, the older population of people had slower
reaction times if they had lower CD4 counts and

higher plasma HIV viral loads,” Wilkie adds.
“Looking at some research work that’s actually

using complete comprehensive neuropsychology
test battery, you do find some effects of age,” 
she notes. “They appear to be more adversely
impacted by HIV than younger people.” 

One issue that clinicians and HIV researchers
find difficult to address is whether HIV patients
will be able to live more than a few decades with
the disease.

“Most people involved in HIV care right 
now think highly active antiretroviral therapy’s
(HAART’s) effectiveness is a time-limited phe-
nomenon unless we come up with substantially
new treatment — new classes of drugs,” Justice
says. “My suspicion is those classes will be lim-
ited, too.”

Given the reality of a finite number of drug
classes and the difficulty that people have adher-
ing to HAART for long periods of time, it’s likely
that people will succumb to HIV disease eventu-
ally, she points out.

“Yes, there is an interval of time; and for some
people, it may be as long as they would have had
anyway because of other things that are going to
kill them,” Justice adds. 

“For others, they may fall off the ledge in some
window of time — whether it’s 20 years or 30
years remains to be seen.”
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Older HIV patients have
different counseling needs
Prevention messages often lacking for older people

Older people with HIV often lack or fail to
take advantage of psychosocial networks,

including support groups, housing assistance,
and treatment for mental health problems,
according to recent research.

In an Australian study presented at the 15th
International AIDS Conference, held July 11-16,
2004, in Bangkok, Thailand, HIV patients age 50+
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Long-term HIV survivor talks
about his ups and downs 
Health has been a daily issue for decades

It’s likely that in another decade or two, there will be
many HIV patients who have health histories simi-

lar to that of 53-year-old Michael Shernoff, MSW.
But for now, he is fairly unique.

Shernoff dates his own exposure to HIV back to
the 1970s. His blood was stored for a hepatitis B
study, and when the first HIV tests became avail-
able, his sample was tested retrospectively and
found positive for the virus.

“I’ve been completely asymptomatic other than
blood work,” he says. “I started on AZT when doses
were lower, after viral loads were over 1 million, and
I’ve been on combination therapies since 1996.”

Shernoff doesn’t know what to attribute to his
longevity; his eldest brother died of AIDS in 1988,
and he thinks they were genetically close. “It might
be luck,” he adds.

Drugs’ side effects have large impact

Although Shernoff has had no HIV-related ill-
nesses, side effects from the medications have had
the greatest impact on his quality of life and health.

For example, although he exercises 2-3 hours a
day and takes a yoga class each day, he has ele-
vated cholesterol, hypertension, and recently he’s
developed type 2 diabetes. He’s also experienced
facial wasting and subcutaneous fat deposits on his
extremities, Shernoff explains.

“My liver functions are all fine and perfect,” he
notes. “I stopped using recreational drugs 20 years
ago.”

Shernoff and other long-term HIV survivors are by
default engaged in the largest uncontrolled clinical
study in the world because they were the first gener-
ation to use combination antiretroviral therapy, he
says.

“How are all of the drugs we’re taking going to
impact the other drugs we’ll need to take for aging?”
Shernoff asks. “And the long-term impact on various
organ systems are all undetermined, so all of us 
are consciously living with an enormous amount of
uncertainty.”

Shernoff, who counsels HIV-positive patients,
says that all of his patients are guardedly optimistic.
While they may be healthy now, they don’t know
when their virus will mutate and their treatment will
begin to fail, he adds.

“So much of my work is helping people tolerate
this uncertainty and deal with it in their lives,” says
Shernoff. 

“The generation of men like myself who were in
major urban centers, totally integrated into vital gay
communities — San Francisco, New York, and Los
Angeles — those of us who are still alive are the last
remaining members of our friendship groups,” he
continues.

One of Shernoff’s professional, as well as per-
sonal, concerns about the long-term impact of HIV
on older people involves the stress of dealing with a
serious illness for decades.

“Clinicians assume we should be rejoicing that 
we regained our health,” he says. “But some people
wonder why they were lucky enough to be around
for treatments when their partner or friends died
before the drugs were available; and sometimes, it’s
just existential questioning.”

So clinicians should acknowledge that being HIV-
positive remains stressful and takes an enormous
amount of psychic energy and reserve, Shernoff
says.

“People have to be coached to be able to totally
live mindfully in the present and plan for a future
while not expecting it,” he says.

Also, patients need to be given an opportunity 
to define their own quality of life and to make deci-
sions that pertain to the balance between quality 
and longevity, Shernoff adds.

“People who are athletic and are too burdened by
the side effects of diarrhea to be athletic need some-
one to talk with them about their quality-of-life issues,”
he explains. “They need to be encouraged to be hon-
est with a doctor and say, ‘I need to switch to a drug
that will allow me to do athletic stuff.’”

Another serious issue is how HIV patients react to
the lipodystrophy and facial wasting, Shernoff notes.

“People have these enormous paunches and
body wasting, and they can’t afford to do surgical
things that are not covered by insurance,” he says.
“The impact on a person’s self-image is very pro-
found. People say, ‘How am I supposed to be dating
when I hate my body?’”

Lastly, clinicians cannot ignore the issue of sexu-
ality after an HIV diagnosis. For many of the long-
term survivors, they were too ill to be sexually active
before the advent of combination therapies, but now
they are healthier and are interested in pursuing sex-
ual relationships, Shernoff says.

“The whole issue of disclosure is an enormous
one,” he adds. “I really urge people to disclose their
status early on even if they think it’s just a one-night
stand, because if it’s a good one-night stand, it will
only get more complicated to tell someone after the
fourth or fifth date because the stakes keep going
up.”

Shernoff spends time in therapy helping patients
role-play and counseling them on how to develop
disclosure strategies.  ■



were significantly less likely to use services rou-
tinely accessed by younger people with HIV,
including health, housing, Internet, mental
health, alternative therapies, counseling, and
treatment services.1

The older HIV group used less of both HIV
and non-HIV related services, says Marian Pitts,
professor, and director of the Australian Research
Centre in Sex, Health and Society at La Trobe
University in Melbourne, Victoria.

“Older persons living with HIV/AIDS are liv-
ing with more complex comorbidity, both with
other physical conditions and with elevated lev-
els of mental distress,” Pitts says.

Are older AIDS patients more mellow?

Not all the research has found that psychologi-
cal problems are worse with the older cohort of
HIV patients. Another study of mostly U.S. sub-
jects, presented at the recent conference found
that HIV patients 50 and older rated their psycho-
logical condition significantly better than people
49 and younger.2

One reason for these findings could be the gen-
eral trend for people to have less angst as they get
older, says Kathleen N. Nokes, PhD, RN, FAAN,
professor at Hunter-Bellevue School of Nursing
in New York City.

Both the Australian and U.S. studies found that
older people with HIV are more likely to live
alone and have fewer social support networks
than younger people with HIV.

The Australian study found that HIV patients
younger than 50 were seven times more likely to
be in a relationship than those who were 50 and
older.1

Older HIV patients who live alone may run
into problems when they need the sort of physi-
cal support, such as transportation, home care,
carrying groceries, etc., that most people take for
granted, Nokes says.

For instance, a 65-year-old AIDS patient may
begin to have functional impairments, such as
difficulty walking one block and carrying heavy
packages, Nokes explains.

“Now they need help, and they haven’t been
forthcoming in getting themselves help; and that
kind of worries me,” she points out. “There’s not
going to be as much of a cushion for someone
like that.”

Traditional support groups may not work for
older HIV patients because it’s hard to receive
group support for HIV and comorbidity issues

when the person sitting next to you is an HIV-
infected teenager, Nokes notes.

“A lot of service providers are 25 years old,
and it’s really hard for these service providers 
to look at this person who is 55 and looks like a
grandmother and then talk to her as an authority
figure,” she says. “They have to deal with an
ageist attitude.”

Since there is no single picture of what an
older HIV-infected person might need in terms
of psychosocial support, it’s important to pro-
vide a set of services that will help people deal
with the long-term implications of HIV infection,
says Terje Anderson, executive director of the
National Association of People Living With AIDS
in Washington, DC.

“Programs need to be tailored to the starting
point of what a person is dealing with,” he says.
“If a person is low-income, on welfare, and living
in public housing, then that person’s set of needs
for living long-term with this disease may be dif-
ferent from someone who is working a job that
pays $80,000 a year.”

Additional support needed

Also, older, long-term HIV patients will need
additional adherence and booster support after
they’ve been on antiretroviral medications for a
number of years, suggests Michael Hickson, MD,
chief medical officer of Housing Works in New
York City.

“I may have a patient whose been stable for
years; and all of a sudden, there’s a boost in the
viral load, so I counsel him and refer him to a
social worker or case manager, and depending on
my counseling and what comes out of it, I might
refer him to a psychologist or support group,” he
continues.

Providing prevention services to older people
and identifying older people at risk for HIV infec-
tion also present a challenge to investigators and
clinicians.

Investigators studied HIV infection and risk
exposures among older adults living in low-
income, senior housing complexes and found
most of the people infected with HIV did not
have new infections, although some residents
continued with risk behaviors.3

Researchers theorized that the HIV infections
they did find in these housing complexes were
acquired before the people moved into the senior
housing community, says Jean J. Schensul, PhD,
a medical anthropologist and director of the
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Institute for Community Research in Hartford,
CT.

“We did find some previously undiagnosed
HIV infections, but the rates were low,” she adds.
“What we did find was there is risk exposure,
including exchanges between older male resi-
dents in the study and younger commercial sex
workers.”

The other interesting finding was that residents
who were older than 62 tended to not know
much about HIV risk and prevention, Schensul
continues.

“The older people have been out of the loop,
and there’s not much in the way of HIV preven-
tion and information that’s coming to them or
directed toward them,” she says. “So our study
brought in people to do HIV education and
stigma reduction education.”

Investigators also found that older people
who had not been diagnosed with HIV some-
times would have the infection, although its
symptoms were masked by other symptoms
related to chronic health problems associated
with aging, she explains.

“The health care system is deteriorating for

them, especially if they’re older and poorer, so
this is a huge problem,” Schensul says.

Clinicians at least could provide older patients
with a personal tool for assessing their HIV risk,
she notes.

“We have to look to the future,” Schensul
points out. “We have increasing numbers of
people who are aging with HIV, and among
those will be lower income African American
men and women and people who will live in
special housing facilities.”
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Disclosure is an issue 
with microbicides testing 
Cultural, family, other issues may pose obstacle

Microbicide products remain in the testing
stages and have not been approved by the

Food and Drugs Administration; but as some
move closer to market, investigators are looking
at how likely it is that women will use these
products for protection against HIV infection.

“We don’t know yet whether women can use
them for protection,” says Margaret Bentley,
PhD, professor of nutrition and associate dean for
global health at the School of Public Health at the
University of North Carolina in Chapel Hill.

However, assuming that at least some of these
products will prove potent against HIV infection,
the next big question is: Will women use them?

No need for women to consult partner

Microbicides evolved with the idea that women
could use them privately without the consent of 
a partner,” Bentley says. “We wanted to check 
out the acceptability; did women think it would

be possible, and what did men say?”
One such product is BufferGel, a vaginal

microbicide, that was studied by Bentley and 
co-investigators to determine acceptability of
vaginal microbicides among women and their
partners.1

The study found that 73% of the 98 low-risk,
HIV-negative women who participated in the pro-
ject approved of the microbicide. The women in
the study were from Malawi, Zimbabwe, India,
and Thailand.1

“The primary BufferGel study was for safety
and toxicity, and investigators added acceptabil-
ity research to a Phase I trial, which is a unique
strategy, Bentley adds.

“We believe having acceptability data early in
the pipeline of testing is important and will help
in Phase II/III trials as well as in the post-market-
ing phase,” she says.

The results were more ambiguous when the
question was asked whether they could use the
product without letting their partners know they
were using it, Bentley notes.

The results were mixed, she continues. “The
issue that came out more than anything — and it
reflects the low-risk population we enrolled —
was that both men and women thought women
should talk to their partners about using it.”



An earlier study of the product used by women
in Rhode Island also had mixed results as to
whether women felt they could use the product
without their partner’s knowledge, Bentley adds.

The women who participated in the interna-
tional study were all married; and within their
cultures, it is common for the men to make all of
the decisions, she says.

“So it did come out that trust would be broken
if women would use this product without their
partners knowing,” Bentley notes. “This needs to
be explored in the context of the population we’re
exploring.”

For instance, if women in some regions avoid
using a microbicide product because of the dis-
closure issue, then this could contribute to their
HIV risk.

“These are married women who could be con-
sidered low risk, but they are not because their
partners are having multiple partners, and this 
is very common in Africa, India, and Thailand,”
Bentley says. 

“In other literature, it shows that women very
much suspect this and they know they’re at risk,
but they don’t know what to do about it,” she
points out.

The women recruited for the BufferGel study
were considered low risk, and they had not had a
sexually transmitted disease within the past six
months, Bentley explains.

Marital status is a risk factor

The women who participated in the study said
they believed that if a woman felt she was at HIV
risk, she should have access to a microbicide prod-
uct and that she shouldn’t necessarily have to tell
her partner about it, Bentley adds.

“In India and many other settings, the most
important HIV risk factor for women is being
married,” she says.

When vaginal microbicides are marketed, it
would be helpful to develop a strategy that takes
into account the local culture and traditions, adds
Bentley.

For instance, it’s important to know whether a
particular region has a high condom use and to
know how empowered women are in that region,
she explains.

“All we need to do is look at this in context
and know enough about what’s going on in the
area to figure out how to market these products
to both women and their partners, if we feel that
men need to know about it,” Bentley adds.

“In a nutshell, acceptability needs a broad defini-
tion and should not be focused just on product
characteristics or use,” she concludes. “Microbicide
acceptability research needs to be embedded in the
social and cultural context and should include both
women and men.”
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HAART is no panacea for
psychosocial problems
Study disputes assumptions and expectations

It was only logical for clinicians to assume that
once highly active antiretroviral treatment

(HAART) became widely available, then HIV-
positive men and women would improve men-
tally and emotionally as well as physically.

But one new study has found that the psycho-
social health of HIV-infected women in a New
York City cohort has not improved.1

“When we first conceptualized this study about
five or six years ago, there were a lot of assump-
tions that were going unexamined — such as that
now that there’s HAART and people are living
longer and AIDS is redefined as a chronic illness,
then it’s not as distressing an experience,” says
Karolynn Siegel, PhD. 

Siegel is a professor of sociomedical sciences at
the Center for the Psychosocial Study of Health
and Illness at Columbia University in New York
City.

After studying a group of women for whom
there were data for 1994 to 1996, before HAART
was readily available, Siegel and co-investigators
found that the conventional wisdom was incor-
rect: There was no statistically significant differ-
ence in the psychosocial health of the women
pre-HAART compared with the women post-
HAART, she says.

There are a number of possibilities for these
findings, Siegel adds.

“One is that most of these women are living 
in situations where they have many significant
life stressors: violence, poverty, history of drug
abuse, and other health problems associated with
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their socioeconomic status,” she explains. “Many
don’t even consider HIV infection the most
salient or pressing problem they have to deal
with.”

So it’s possible that while an HIV-infected
woman’s health is better and her outlook is bet-
ter, the other problems are bigger issues that 
have a greater impact on her sense of well-being,
Siegel adds.

The women who participated in the 2000-2002
study included African American, white, and
Puerto Rican women in equal proportions to the
group studied from 1994 to 1996.1

Another possibility noted in the study is that
HAART has not met the high expectations of the
women studied. 

Side effects can decrease quality of life

While the medications have improved health
and longevity, they have compromised some
patients’ quality of life through side effects, and
some women may be experiencing treatment fail-
ure or treatment fatigue, Siegel notes.

“So they’re not the magic bullet that you’d
think,” she continues. “Sure, the women will live
longer; but some women will succumb to AIDS at
some point, so they still expect this to be a disease
that will take their lives.”

Uncertainty creates a great deal of stress, and
HIV-infected women continue to live with uncer-
tainty. There’s the uncertainty of whether they
will be able to tolerate side effects from the medi-
cations that are potent against HIV. 

There’s the uncertainty about whether they
will be able to continue to find new drugs to
maintain their health as the old ones begin to 
fail. And the uncertainty about whether they 
will be alive to see their children get married,
Siegel points out.

“The women who had children tried be more
hopeful about the future, although they didn’t
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CE/CME questions

For more information on the CE/CME program, 
contact customer service at (800) 688-2421. For
instructions, see directions box, below left. For
answers, see CE/CME answers box, p. 108.

9. With older and long-term HIV patients, which of
the following poses one of the biggest clinical
challenges?
A. opportunistic infections
B. increased mortality
C. comorbidities
D. all of the above

10. Recent data from the CDC show which of the
following:
A. Newly diagnosed AIDS cases rose among

people 45 years and older between 1994-
2000.

B. New HIV infections increased among people
45 years and older between 1994-2000.

C. HIV/HCV coinfection rates rose among peo-
ple 45 years and older between 1994-2000.

D. all of the above

11. Which of the following is not a cultural or psy-
chosocial issue that could impact the use of 
a vaginal microbicide among women in poor
nations once these are made available for the
prevention of HIV infection?
A. Women may struggle with whether to dis-

close the use of a microbicide to their hus-
bands or partners.

B. Married women may not feel they are at risk
for HIV infection because they are unaware
or are in denial about the common practice in
their region of married men having sex with
other women.

C. Married women might object to the use of a
microbicide because it interferes with their
fertility cycle.

D. none of the above

12. A recent study of women infected with HIV in a
time period before highly active antiretroviral
therapy (HAART) and post-HAART found that
the women in the post-HAART period were bet-
ter adjusted and happier psychologically.
A. true
B. false

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. 108. If any of your answers are
incorrect, re-read the article to verify the correct
answer. At the end of each six-month semester,
you will receive an evaluation form to complete
and return to receive your credits.



always succeed,” she says. “Many had a goal of
being around to see their child meet a milestone,
whether it’s a confirmation or graduation from
high school.”

And most of the women in the study reported
that they feel as though they have a lot of resources
available, but they say the disease still is very 
stigmatizing and contributes to their shame and
depression, Siegel explains.

“They are living a double life and are afraid 
of rejection,” she points out. “Some have been
rejected by family and other people and have a
loss of self-esteem, depression, and many become
isolated.”

To maintain an authentic relationship, a woman
cannot keep a major secret, but many of the HIV-
infected women were unwilling out of a fear of
rejection to disclose their HIV status, Siegel adds.

The take-home message for clinicians and pub-
lic health officials is that it’s not enough to assume
that once HIV-infected people are put on HAART,
all of their psychosocial problems will suddenly
disappear, she says.

“If it is the larger sociocultural context in which
these women live, that is the big problem, then we
have to chip away at issues of poverty, homeless-
ness, and drug abuse,” Siegel explains. 

She says her fear is that because of HAART,
resources once earmarked for the life conditions
of HIV-infected patients are being shifted into
other directions. 

The data from her research and similar studies
show those resources still need to be used to help
patients improve their housing and lifestyle situ-
ations, Siegel says.

“The money needs to be there for the psy-
chosocial support for women,” she adds.
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CE objectives

After reading this issue of AIDS Alert, CE
participants should be able to:

• identify the particular clinical, legal, or
scientific 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
associated with those issues, based on over-
all 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

Here are the correct answers to this month’s
CME/CE questions:

9. C 10. A 11. C 12. B


