
Special Report: AIDS and Minorities

Among men who have sex
with men, more minorities
have AIDS than whites 
Activists: Funds needed for targeted prevention 

The Atlanta-based Centers for Disease Control
and Prevention now confirms what HIV clin-
icians in large cities have known for the past

few years: There are more AIDS cases among black
and Latino men who have sex with men (MSM)
than among white MSM.

Experts on AIDS say more money should be
spent on prevention efforts targeting these groups
and that the African-American and Latino commu-
nities need to provide greater tolerance and accep-
tance for men in their ranks who have sex with men.

The rate of AIDS cases among African-American
MSM is five times higher than the AIDS rate among
white MSM, and the rate of AIDS among Latino
MSM is twice as high as among whites, according
to CDC statistics.

In 1989, men of color represented 31% of AIDS
cases among gay and bisexual men. This number
climbed to 52% in 1998. About one-third of the AIDS
cases among MSM involve African-Americans, and
18% involve Latino men.1

The CDC also reports that a significant percent-
age of black and Latino MSM who have AIDS do
not identify themselves as homosexual or bisexual,
which means traditional prevention programs that
target gay populations may not work as well
among ethnic minority men.

“This epidemic is by no means over in white
gay men, but we’re seeing reversals in the trends
among gay men of color,” says Helene Gayle,
MD, MPH, director of the National Center for HIV,
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STD, and TB Prevention at the CDC. (See Q&A,
p. 29.)

“This will surprise many across the nation,”
Gayle says. “Although consistently gay men
have represented a major category [of AIDS
cases], the tendency to equate gay with white
still persists.”

Gayle spoke at a recent CDC press teleconfer-
ence on the CDC’s report, which was published
in the Jan. 18, 2000, issue of the Morbidity and
Mortality Weekly Report. The conference also fea-
tured Phill Wilson, executive director of the
African-American AIDS Policy & Training Insti-
tute at the University of Southern California in
Los Angeles, and Rafael Campo, MD, a physi-
cian at Harvard Medical School and Beth Israel
Deaconess Medical Center in Boston.

All three speakers emphasized the importance
of focusing prevention programs on at-risk
minority groups.

“The significance of the report is not the statis-
tics, I think, because the trends have been obvi-
ous for years,” Wilson says. “The tragedy is that
this didn’t have to happen; we could have pre-
vented it.”

The CDC has long had evidence of this demo-
graphic trend because it’s been evident in large
cities, like New York City, for years, says Colin
Robinson, policy associate with the Gay Men’s
Health Crisis in New York.

“The CDC’s own report in 1997 did a special
issue of MMWR highlighting the fact that in
cities like New York, this was already the case,”
Robinson says.

Large cities have biggest problem

Cities with populations greater than 500,000
are hardest hit by AIDS, with 85% of AIDS cases
among gay and bisexual men of color located in
these areas.1

New York state’s African-American and AIDS
organizations in recent years have recognized
the need for special attention to the problem of
African-American gay and bisexual men who
are at risk for HIV. A coalition of 11 organiza-
tions that have black gay services, HIV preven-
tion services, and African-American community
services formed the New York State Black Gay
Network at the end of 1998 to seek solutions to
the problem, says Nguru Karugu, MPH, the net-
work’s coordinator.

“One thing that is very clear to us when we
read this [CDC] report is that we have known
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and screamed about this problem for many
years,” Karugu says. “Our question to the CDC
is: ‘Why do you keep saying this and not provid-
ing the resources to get the work done?’”

The problem is that federal funding, including
CDC grants, have not provided nearly enough
money for prevention programs, Karugu and
Robinson say.

“We hope the CDC and Dr. Gayle will build
political support for policy changes and funding
changes that need to happen,” Robinson says.

Gayle agrees that the CDC needs to direct
more resources toward prevention efforts. “This
report reveals we need HIV prevention now
more than ever,” she says. “Expanding our HIV
prevention is urgent not only for Latino and
African-American communities whose risk is
increased, but also renewing efforts among
white communities where the risk hasn’t gone
away by any means.”

In October, the CDC announced that it had
increased minority prevention funding by 50%
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Black churches step up 
to front lines of HIV battle
CDC boosts funding for black faith community

It was clear in 1999 that black churches were
going to take the lead in calling for greater

prevention efforts and testing and treatment
access for African-Americans at risk for HIV.

Black religious leaders across the nation
have begun to speak out about the dangers of
ignoring how the HIV epidemic plows through
black communities.

Early on in the epidemic, AIDS advocates
and the health care community recognized the
important role black churches play in influenc-
ing behavior and attitudes in their communi-
ties. For example, the Centers for Disease
Control and Prevention in Atlanta has been pro-
viding direct funding to the African-American
faith community since 1987. The funding,
which supports churches’ HIV prevention
activities, has grown from $10,000 in 1988 to
$720,000 in 1998. Last year, the CDC nearly
tripled this funding, pushing it to $2.2 million.

“This is an issue that we have been working
on for over the last decade, and we’re begin-
ning to see a real interest on the part of the faith
community in getting involved,” says Helene
Gayle, MD, MPH, director of the National
Center for HIV, STD, and TB Prevention at the
CDC.

“Their involvement still is not where we’d
like it to be, but I think this is an important
area and one that we would like to provide
support to and increase our support to,” Gayle
says. “We all recognize the role the church
plays, particularly in minority communities,

and that’s why this is an area where nationally
we are placing efforts.”

Most black churches were slow to take
leadership in stopping the epidemic, and this
is one of the many reasons AIDS has dispro-
portionately affected African-Americans, says
Pernessa C. Seele, founder and chief execu-
tive officer of The Balm In Gilead of New
York. Founded in 1989, the Balm In Gilead is
a national nonprofit organization that works
through black churches to stop the spread of
HIV and AIDS.

Teaching ministers how to fight AIDS

The Balm In Gilead held the first Black
Church HIV/AIDS Training Institute in October
1999. The program taught ministers and other
participants how to integrate HIV/AIDS educa-
tion into the church’s existing work and gave
them skills to help address the social, economic,
and psychological effects of AIDS.

Despite the growing efforts of black churches
to become involved in HIV prevention, more
work is needed, says Phill Wilson, executive
director of the African-American AIDS Policy &
Training Institute at the University of Southern
California in Los Angeles.

“It’d be very powerful if all churches tomor-
row were to take proactive roles in preventing
HIV and AIDS and celebrate all of our human-
ity,” Wilson says. “But I don’t think that we
should wait for that to happen.”

Wilson suggests health policy experts also
engage other minority organizations in HIV
prevention work. “There’s a role for fraterni-
ties and sororities to play and civic organiza-
tions to play,” he says. “And what role does
the black media play in dealing with HIV and
AIDS?”  ■



by awarding $39 million to more than 100 orga-
nizations nationwide to expand HIV prevention
efforts in African-American and Latino commu-
nities. The increased funds resulted in part from
the concerted effort by African-American com-
munity leaders and the Congressional Black
Caucus to get Congress to increase funding.

Robinson says not only is more money needed
for prevention, but also that it needs to be admin-
istered in a more efficient way. New York state,
for example, received only about 4% of a $4 mil-
lion national CDC grant, issued last year, for
direct services relating to HIV prevention. “New
York should have gotten around 10% of that
grant,” he says.

New York state has a greater number of HIV/
AIDS cases, and the state has additional chal-
lenges, such as high immigration and substance
abuse concerns, he adds.

Target teens for HIV prevention

Prevention programs will have to focus on
at-risk teenagers in the Latino and African-
American communities because the recent CDC
report shows that gay minority men who have
sex with men often are infected at younger ages
than white gay men are. CDC researchers
examined HIV infection data collected from
1996 to 1998 in 25 states that report HIV infec-
tion. They found that 16% of blacks, 13% of
Hispanics, and 9% of whites ages 13 to 24 were
diagnosed with HIV.1

These types of statistics bode ill for efforts to
stop the spread of the disease because youths
often are more likely to engage in risky activi-
ties, including unsafe sex and sharing drug
paraphernalia.2

“The unchecked spread of AIDS in our
youngest and fastest-growing segment means
that American society as a whole and our great
promise of a future may soon be terribly
blighted,” Campo says.

The CDC’s report also confirmed anecdotal
evidence collected by Audie Lemke, MSW, direc-
tor of the HIV/AIDS Project Development and
Evaluation Unit at the School of Social Work in
the University of Washington in Seattle. “I’m not
surprised by it,” she says.

“I was doing surveys in gay bars in Seattle
from 1991 to 1997, and we consistently showed
that gay African-American men had higher rates
of HIV infection and higher rates of unprotected
anal intercourse than white gay men.”

Before the nation’s health policy-makers can
hope to reverse the trend and slow the spread of
HIV among black and Latino communities, some
major societal changes need to be made, Campo
suggests.

“We must confront two key issues that erode
American civil society: homophobia and racism.
Both of these forms of intolerance have a partic-
ularly virulent effect in the Latino community,”
Campo says.

The CDC report notes that homophobia con-
tributes to some minority MSM denying that
they are homosexual or bisexual.

According to the report, about one in four
black MSM who have AIDS and one in six
Latino MSM who have AIDS still identify as
heterosexual.1

“Clearly we know that homosexuality is stig-
matized across all cultures, but it may even be
greater in Latino and African-American commu-
nities,” Gayle says.

“Fear continues to drive far too many young
black and Latino men to die alone rather than to
face the risk of being shunned by family and
friends,” Gayle adds. “Fear is what drives fami-
lies to silently hope their son is a drug addict
when they find out he has AIDS, as opposed to
his being homosexual, and fear drives young men
away from the people and prevention services
that might help protect them from infection.”

Gayle says the CDC hopes to break some of
the silence around homosexuality in communi-
ties of color by highlighting this report’s findings.

Fear leaves gay blacks, Latinos isolated

Black gay and bisexual men face the stigma
present in the greater white society and the more
personal stigma within their African-American
communities, and both affect how they identify
themselves sexually, Wilson explains.

“I reject the notion that African-American
communities are more biased against gay and
bisexual men than are other communities,”
Wilson says. “But I do know from my experience
that when that bias happens, it can impact us in a
more dramatic way because often in core com-
munities we depend on the sanctuary of our
racial communities, and when you lose that sanc-
tuary, the impact of homophobia and the impact
of anti-homosexual bias can be overwhelming.”

Latino homosexuals also have to cope with
rejection from their church because most Latinos
are Catholic, Campo says. The Catholic Church
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also hinders AIDS prevention efforts with its
condemnation of the use of condoms, he states.

“I think because Latinos are so overwhelm-
ingly Catholic, the church is a place where folks
often get information that actually puts them at
higher risk for HIV and AIDS,” he says.

“I think the church has to do more and could
learn a little bit from some of the initiatives that
black churches have begun to undertake and
discuss these issues around sexuality much more
frankly,” Campo adds. (See story on black
church initiatives, p. 27.)
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Director says risky 
behavior is increasing

Despite more than 15 years of HIV and AIDS
prevention messages, young people —

especially those in the African-American and
Latino communities — continue to contract HIV
at alarming rates.

The Centers for Disease Control and Preven-
tion in Atlanta has a variety of prevention pro-
grams, many aimed at minority communities,
but critics claim these have not been well-funded
and more money and effort are needed.

AIDS Alert asked Helene Gayle, MD, MPH,
director of the National Center for HIV, STD,
and TB Prevention at the CDC, to explain what
the CDC is doing, what clinicians could do to
help, and how well these prevention efforts are
working:

Q: How have you personally been involved in
collecting the data for this report and analyzing
it, and what prompted you to take a look at the
statistics relating to black and Latino gay men?

A: The CDC is responsible for disease surveil-
lance in the United States, and our Center rou-
tinely collects information on HIV/AIDS and the
individuals affected by this epidemic. We chose

to publish this analysis on the increasing propor-
tion of AIDS cases reported among black and
Latino gay and bisexual men because they now
represent more than half of the epidemic among
gay men. Further, despite the severe and ongoing
toll among gay men of color, the epidemic among
gay and bisexual men has not been widely recog-
nized or addressed in African-American and
Latino communities. HIV prevention needs for
these and other communities at risk are greater
today than ever before.

Q: AIDS advocates have been saying for
years that the federal money directed toward
prevention efforts is far lower than what is
needed. However, the CDC recently has funded
a number of grants aimed at prevention efforts
in minority communities. Should more federal
money be shifted into the direction of preven-
tion, and what else needs to be done to increase
prevention efforts?

A: Yes, there are more prevention needs today
than ever before. The communities in need of
HIV prevention efforts are increasingly diverse,
including a growing population of individuals
already infected with the virus, racial and ethnic
minorities with unique prevention needs, gay
and bisexual men of all races, and a new genera-
tion of young people who are coming of age. In
addition, we also must sustain HIV prevention
efforts for all communities at risk and combat a
new complacency about the need for HIV pre-
vention. In an era of new HIV treatments, we
have seen evidence that many individuals at
high risk are less concerned about becoming
infected and are engaging in increased risk
behaviors. We must educate people about the
limitations of treatment and convey that HIV
remains a serious, lifelong disease that can and
must be prevented.

Q: Would you give us an example of a CDC-
funded prevention program aimed at a minority
community that appears to be working, and
explain whether this could be easily duplicated
elsewhere?

A: One program that comes to mind is an
annual event called the “B-Boy Blues Festival,”
which is funded through CDC’s community
planning efforts. This festival, held in St. Louis,
does not advertise or identify as an HIV/AIDS
event and includes entertainment and cultural
programs alongside HIV prevention workshops
and HIV counseling and testing. The purpose is
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to create a setting where African-American men
who may have sex with other men, but who do
not self-identify as gay or bisexual, can feel com-
fortable while gathering information about HIV
prevention. It has been an effective way to serve
these usually hard-to-reach men.

Programs like this can be duplicated in other
cities, the key being the involvement of the com-
munity itself and using innovative approaches
to reach people where they are. Stopping the
spread of HIV in any community isn’t easy. But
gay and bisexual men of all races must recognize
that they are at risk for HIV infection, and com-
munities of color must create an environment
where all men can access the HIV testing, treat-
ment, and prevention services they need without
the fear of estrangement. 

Q: What can physicians and other clinicians
do to reach and educate the youthful black and
Latino men who are at risk for HIV?

A: I think they can start by simply raising the
issue. Several studies have found that physi-
cians are not talking with patients about HIV
and STD prevention. Physicians can make an
enormous difference in the lives of young men
by just broaching the subject of HIV and other
sexually transmitted diseases and openly dis-
cussing the risks of infection. It will also be
important for physicians to create a nonjudg-
mental environment. Young gay and bisexual
men must feel comfortable enough to discuss
their risk behaviors. 

Q: In the past year, black church organizations
and other groups have become more actively
involved in educating their communities about
HIV and AIDS. Do you expect that these efforts
will have a significant impact on HIV infection
statistics among African-Americans over the
next five years, and do you see any similar par-
ticipation among churches and organizations
that serve Latinos?

A: Faith-based organizations definitely have an
important role to play in HIV prevention in com-
munities of color, as they are such a central part of
the culture of both African-American and Latino
communities. Faith-based HIV prevention efforts
have been increasing in both communities. How-
ever, we have to recognize that churches cannot
do it alone. It will take the combined efforts of
public health agencies, community organizations,
churches, schools, leaders, neighbors, and friends
to stop the spread of HIV.  ■

Don’t count on HIV+ youths
to stop their risky behavior
Youths take more chances than do adults

HIV-infected youths are twice as likely to
engage in risky behaviors, including unsafe

sex and sharing needles, as HIV-infected adults,
a new study shows.1

The study offers sobering evidence that young
people who know they have HIV often put their
sexual partners at risk of infection because they
fail to use condoms or avoid high-risk behaviors.
Researchers did not address whether the higher
risky behavior rate was due to a lack of educa-
tion, apathy, or other factors.

“In the study, you could infer that some of the
risky behavior might be related to drug use, for
instance, or psychiatric disorders, or so forth,”
says Catherine Diamond, MD, MPH, assistant
clinical professor at the University of California
Irvine Medical Center in Orange. Diamond was
a co-author of the study.

The study also challenges and deflates a main-
stream assumption that people who have HIV
are cautious about how and with whom they
have sex.

Published in the American Journal of Public
Health in January, the study defined youths as
people who were 21 or younger when first diag-
nosed with HIV and 24 or younger when the pro-
ject began. Adults were those who were infected
at 22 years or older or who were 25 years or older
at study entry. Researchers analyzed data col-
lected between January 1990 and February 1998
by the Seattle-King County Adult/Adolescent
Spectrum of HIV-Related Diseases Study.

Researchers defined risky behaviors as docu-
mented behaviors that occurred after the first
HIV diagnosis, including unprotected anal,
genital, or oral sex; exchange of sex for drugs
or money; needle-sharing without bleach; new
onset of sexually transmitted diseases (STDs);
and new pregnancy in women, says Susan
Buskin, PhD, MPH, an epidemiologist with
Public Health - Seattle & King County in
Seattle. Buskin also was a co-author of the
study.

“We’ve been looking at this issue for quite a
while,” Buskin says. “We see STDs occurring
among people with HIV, and we’re concerned
that people at risk for acquiring HIV and those
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with HIV need to be addressed through preven-
tion messages.”

Buskin’s and Diamond’s study reinforces how
important it is that prevention efforts focus on
people who are HIV-positive, says Rosemary
Ryan, PhD, principal investigator of Project
SHAPE and a research associate professor at the
University of Washington School of Social Work
in Seattle.

“One of the major headlines in all this [research]
is that for a number of years we have done pre-
vention and care services separately, and there has
been an assumption that if people are positive,
they’re not sexually active anymore, and so
they’re safe — and that’s not true,” Ryan says.

HIV-positive men aren’t discussing sexuality

“Project SHAPE is specifically targeted to
HIV-positive men, and one of the things we
found in the pilot work is that HIV-positive men
didn’t talk about their sexuality with anybody,
including their health care providers,” Ryan
says. “The bottom line is, we’re not doing a good
job with HIV-positive individuals.”

Prevention programs typically are targeted
toward HIV-negative people. Once a person
becomes HIV-positive, the prevention efforts
stop and HIV health care begins, she adds. (See
story on Project SHAPE, p. 32.)

The fact that young people are becoming
infected and then engaging in risky behaviors is
not new, says Audie Lemke, MSW, director of
the HIV/AIDS Project Development and Evalua-
tion Unit of the School of Social Work at the
University of Washington in Seattle. Lemke
heads the Positive Power project, which targets
HIV-infected gay and bisexual men in an effort
to reduce the risk of further transmission.

“It’s always been the young people who’ve
been infected and have higher rates of gonor-
rhea and STDs because they are more sexually
active,” Lemke says. “We do find that younger
men are more likely not to use condoms for
anal sex.”

Lemke conducted a survey that asked HIV-
positive gay and bisexual men whether they
have had unprotected anal sex within the past
two months and why they did it. The survey
gave them 25 choices that included such answers
as “I wanted to die,” “I wanted to infect my part-
ner,” and “I was too drunk.”

“‘I was too drunk’ was the most common
answer given,” Lemke says.

The study found that 28% of young men
engaged in risky behavior, compared with 16%
of adult men. About two-thirds of both the
young and adult men had become infected
through having sex with men. Among young
women, 66% engaged in risky behavior, com-
pared with 46% of adult women. Part of the dif-
ference in data between men and women was
because pregnancy was a risk factor for women,
Buskin says.

“That might have overestimated risky behav-
iors,” she says.

Among young HIV-infected women, 36% had
become pregnant; among adult HIV-positive
women, 19% had become pregnant.

Another factor contributing to the higher risky
behavior rate among women is that women often
have regular pelvic exams and their STDs are
diagnosed more readily than are men’s STDs,
Diamond says. “This gives them an increased
amount of evidence of risk.”

Also, the study showed that unsafe homosex-
ual sex among the young men and unsafe het-
erosexual sex among the young women were
the biggest risk behaviors exhibited by the two
groups.

Some of the study’s other findings were:
• Among youths, the median age for HIV

diagnosis was 20 years.
• Among adults, the median age for HIV

diagnosis was 32 years.
• CD4 cell counts at study entry were higher

among youths than adults.
• Youths visited outpatient centers less fre-

quently than adults did.
• About 48% of the youths had a psychiatric

disorder of anxiety, depression, or psychosis;
56% of the adults had a psychiatric disorder.

• Youths were more likely to use illegal drugs.
Naturally, there should be more of an empha-

sis put on prevention programs that target
youths, as well as those targeting all gay and
bisexual men, Lemke says. 

Full funding vs. spreading money around

Federal, state, and local governments should
focus on fully funding a few proven prevention
programs rather than spreading a little money
around to a lot of different prevention approaches,
Lemke suggests.

“When I submit a proposal for $380,000 and
it has all these different components in it and
then I end up with half of that amount, the
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[government] is not really getting the program
that I wrote because I have to go back and cut
and whack items,” he explains. “So you end up
with something that isn’t what they thought
they were getting.”

Prevention programs take a variety of differ-
ent forms. For instance, the Positive Power pro-
ject targets at-risk and HIV-infected men who
have sex with men through a holistic approach.

“It’s focused on where are you today and
where do you want to be tomorrow in relation-
ships with others, in sexual relationships, with
risk and non-risk behavior,” Lemke says. “What
kind of behavior are you engaging in, and do
you want to change it, and if not, what will
reduce the likelihood that you’ll infect someone
else?”

Prevention program targets gay media

With a small marketing budget, the project
puts advertisements in gay and non-mainstream
publications and produces a Web site (www.
positivepower.org). The project also sends
posters to physicians and other health care
providers in King County.

Other prevention efforts in the Seattle area
include the following:

• The Young Men’s Survey, conducted by
Public Health - Seattle and King County along
with the Centers for Disease Control and
Prevention in Atlanta, is a multisite HIV preva-
lence and risk behavior survey of young gay and
bisexual men. The project conducts a compre-
hensive survey of young men’s sexual and drug
behaviors and provides them with counseling
and referrals to social and health services.

• YouthCare, an organization for youths who
are infected with HIV or at risk for HIV, focuses
on serving runaway, homeless, gay, and other
youths. The organization provides HIV testing,
prevention services, and peer involvement.

• Project Action has established vending
machines with condoms at youth-oriented sites,
including community centers. The machines are
placed in restrooms, and the condoms cost 25
cents. Project Action also has sponsored a media
campaign that promotes condom use.

Unfortunately, Diamond says, not enough
prevention efforts are targeted to women who
have HIV.

“Women need more individualized counsel-
ing,” Diamond says. “And I think it’s important
to address other issues like substance abuse or

mental illness that might cause women to
engage in risky behaviors.”

Physicians could address these issues and
educate the women, or they could refer women
to a prevention counseling service that does so,
she suggests. “We need to address this more as
a public health issue and say we’re going to
make this a part of routine care. Just like the
HIV-infected person sees a nutritionist or sees 
a physician, they’ll also see someone who will
counsel them on their risky behaviors.”
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Intervention program seeks
to change sexual behaviors
Message should be aimed at HIV-positive people

Health care professionals sometimes assume
that once they tell a patient he or she has

HIV, the patient will practice celibacy or switch
to safe-sex behaviors. But surveys show this
often isn’t the case.

Particularly when these patients are young,
clinicians should expect that they’ll continue to
have sex with multiple partners and possibly do
so without using condoms or checking their
partner’s serostatus.

“If you’re younger, you’re more likely to be
sexually active, and if you’re younger and HIV-
positive, you’re still going to be sexually active,”
says Rosemary Ryan, PhD, principal investiga-
tor of Project SHAPE, which targets gay and
bisexual HIV-positive men for prevention inter-
ventions. Ryan also is a research associate pro-
fessor at the University of Washington School of
Social Work in Seattle.

Research shows that HIV-positive gay and
bisexual men have even more unprotected anal
sex than HIV-negative men have, Ryan says.
“And more recently, with the advent of highly
active antiretroviral therapies and AIDS compla-
cency, it looks like risk reduction gains are being
reversed somewhat, so I would say that nowa-
days HIV-positive men are engaging in more
risk behavior than they were previously.”
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Prevention messages need to be directed
toward HIV-positive people, and they should
address these individuals’ common attitudes
and assumptions about the risk of their infecting
someone else.

Although HIV-positive men might say they
had unprotected sex with a stranger or unin-
fected person as a result of a spur-of-the-
moment decision, Ryan’s research suggests
that’s not true.

Eschewing safe sex is conscious decision

“The work we’ve been doing suggests that
positive men who have high-risk sex have made
a decision to not use protection, and it’s very
much less of a heat-of-the-moment thing and
very much more of a conscious decision,” Ryan
says.

Project SHAPE focuses on finding out why
HIV-positive men engage in unprotected sex.
One answer is that these men often make an
assumption that their potential sex partners are
HIV-positive. Why else would they be visiting a
public sex environment or having a one-night
stand?

“They think it’s not their responsibility to 
be worrying about other people,” Ryan says.
“We find that once those assumptions are chal-
lenged and people confront the possibility that
they may be infecting someone who is nega-
tive, that’s a whole different ball game because
people are not callous, and they don’t want to
infect others.”

A Project SHAPE prevention intervention
begins with an interviewer either meeting with
an HIV-positive man or talking to him over 
the telephone. They spend between 60 and 90
minutes discussing the man’s sexual behaviors,
including detailed descriptions of his sexual
behavior with up to four anal or vaginal inter-
course partners within the past four months.
The man also answers a variety of questions
regarding his attitudes about HIV prevention
and safe sex activities. The men, all of whom
have had anal intercourse with men at least
once within the past four months, mostly are
referred to the project from AIDS services
providers.

The interviewer and other people involved
with the project analyze the questionnaire and
interview and design an individualized inter-
vention for that man. Then the interviewer
meets with the man in about a week, again for

60 to 90 minutes, and discusses the man’s atti-
tudes and beliefs. 

For example, one question asks the man to
agree or disagree with this statement: “If a sex
partner doesn’t ask you to use a condom, it
probably means he’s HIV-positive.” If a man
agrees with that statement, then the inter-
viewer will point out to him that research
shows that if you ask that same question of a
person who is HIV-negative, the HIV-negative
person will say they assume that if someone
doesn’t ask you to use a condom, it’s because
they are HIV-negative, Ryan explains. So the
interviewer challenges the man’s assumption
that anyone who would have sex with him
without asking his HIV status is probably HIV-
positive.

Another question asks, “How responsible do
you feel about protecting your partners from
HIV and STDs?” Typically, the man with HIV
responds that he is not very responsible. Then
he’s asked how serious it would be if he got a
new strain of HIV or a new sexually transmit-
ted disease, and most men will say that is very
serious.

“So we ask them to reconcile that attitude of
not being responsible with their saying that it is
very serious to become re-infected,” Ryan says.
“We hand them this conflict and say, ‘What do
you make of that?’”

The theory behind the personal interviews,
both the baseline initial interview and the base-
line follow-up interview, is that men will exam-
ine their own assumptions and attitudes and
change some of them. Along with changing their
attitudes, they’ll change their behaviors.

So far, the six-month follow-up interview data
have shown that to be the case. The project is
ongoing and the data now are being prepared
for publication, but the preliminary results are
positive, Ryan says.

After intervention, more men have safe sex

The baseline interviews involved 257 men,
and so far there are 114 men included in the six-
month follow-up interviews. Of the initial 257
men, 44% reported unprotected anal sex with a
partner who had an unknown or negative HIV
status. That compares with 26% of the 114 men
at six-month follow-up.

The initial analysis also has found that the
average number of one-time partners has
decreased. Among the initial group, there was
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an average of 1.04 one-time partners per person.
Among the follow-up group, there was an aver-
age of 0.59 one-time partners.

“The likelihood of HIV disclosure is lower
with one-time partners than with repeat part-
ners,” Ryan says. “Often, they will not discuss
what their HIV status is, and this is a prime situ-
ation for making those assumptions that if this
guy’s out here he must be positive.”

A 12-month follow-up is in the works, although
the program’s funding only covered baseline and
six-month interviews, Ryan says. “An interesting
question is whether what appears to be a change
can be sustained over time, and if it’s not, is it
worthwhile to do this kind of intervention on an
intermittent basis?”

Another step might be to take the current pro-
gram, which is expensive and time-intensive, and
streamline the intervention to create a model that
could be used within a clinic setting as a normal
part of the client visit, she adds.  ■

Drug companies make
simpler dosing a priority
Once-a-day regimes already may be in the pipeline

Clinicians are asking for it, patients are cry-
ing for it, and pharmaceutical companies

are racing to deliver it: simpler dosing for HIV
medications.

The growth in drug-resistant HIV in recent
years indicates that patients are having diffi-
culty maintaining their drug regimens, and
many experts attribute this to the complicated
dosing requirements of many antiretroviral
medications.

“The antiretroviral failures are, in general,
problems with medications where people have
difficulty adhering to their medications,” says
Daniel Kuritzkes, MD, an associate professor of
medicine and microbiology in the division of
infectious disease at the University of Colorado
Health Sciences Center in Denver.

Clinical trials are showing stunning success
rates in giving patients some of the newer one-
and two-dose daily drug regimens, Kuritzkes
adds. Last fall’s 39th Interscience Conference
on Antimicrobial Agents and Chemotherapy

(ICAAC), held in San Francisco, featured posi-
tive results from one-daily dosing of these
drug regimens:

• the protease inhibitor indinavir (Crixivan)
plus ritonavir (Norvir);

• the protease inhibitor saquinavir (Fortovase)
plus ritonavir;

• nevirapine (Viramune) plus didanosine
(Videx) plus stavudine (Zerit).

ICAAC also had a presentation on a twice-
daily ABT-378 and ritonavir combination that
had excellent anti-HIV effects in drug-naive and
drug-experienced HIV patients. (See story about
ABT-378 in AIDS Alert, December 1999, p. 136.)

Simple therapies are most successful

“If we’re going to have to treat people for
decades, we’re going to have to make things
pretty simple,” says Joseph Eron, MD, co-director
of the AIDS Clinical Research at the University of
North Carolina at Chapel Hill. Eron is involved
with ABT-378 research.

“Look at the high blood pressure literature
and stuff like that,” Eron adds. “It’s really the
simple therapies that are the most successful.”

Some AIDS advocacy groups are touting the
benefits of drug therapies that rely on simpler dos-
ing. For example, the National Association of
People with AIDS in Washington, DC, issued a
press release touting the benefits of simpler dosing
after the U.S. Food and Drug Administration
(FDA) approved in September 1999 stavudine
(Zerit) and didanosine (Videx) for use as a first-
line combination therapy. The organization asked
the FDA to rapidly review a labeling change that
would allow Bristol-Myers Squibb Pharmaceutical
Research in Wallingford, CT, to offer the combina-
tion in a simpler dosing format.

Bristol-Myers had found in clinical trials that
the combination was just as effective in once-
daily dosing as it was in twice-daily dosing. The
studies also indicated patients were able to toler-
ate the once-daily dosing better.

“The data are clear that people adhere to
drugs that are tolerable and that are easy to
take,” says Craig Nelson, associate director for
health education at the National Association of
People with AIDS.

“So when you have a drug that has efficacy at
lower doses, then it’s good news for patients
because we don’t have to take as many drugs,
and we can minimize the side effects in our bod-
ies,” he adds.
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The major toxicity of didanosine is pancreati-
tis, which has been fatal. Other adverse effects
are retinal changes and optic neuritis. The com-
bination of didanosine and stavudine has been
associated with increased risk for peripheral
neuropathy and liver function abnormalities.

One pill daily may be on horizon

Will there ever be a single HIV pill that
patients could take once a day?

It’s possible, and drug companies already are
working toward that goal, Eron says. “There was
talk at ICAAC about people trying to develop
regimens that are entirely once a day.”

For instance, Glaxo Wellcome Inc. of Research
Triangle Park, NC, has made simpler antiretrovi-
ral dosing a priority, says Stephen LaFon, MS,
international product development leader for
Ziagen.

“While HIV therapy has become, in a lot of
people’s perspective, very successful, and we
now have tools to suppress the virus down to
levels of being undetectable, and we can prolong
lives for a long period of time, the medications
come with fairly complex treatment regimens,”
LaFon says.

It isn’t uncommon for patients to take 30 or
more pills a day, including prophylaxis drugs.
“Pill burdening is a real challenge, and these can
be large pills,” LaFon adds. “And often these
pills can’t be taken with food or must be taken
with food, or they can’t be taken with other
meds because of drug interactions, and so peo-
ple end up living their lives around their medi-
cation schedule.”

But if a patient misses some of his or her
doses, it can create long-term problems because
of drug resistance.

That’s where a simpler, twice-daily drug like
abacavir (Ziagen) can help improve patient com-
pliance, LaFon says.

Meanwhile, simpler combinations

But because antiretroviral therapy requires
several drugs to keep the virus in check, phar-
maceutical companies also are trying to develop
drug combination pills that make things even
simpler for patients.

Two years ago, Glaxo Wellcome introduced
Combivir, which is a combination of lamivudine
(Epivir) and AZT (Retrovir). The company’s
research showed better patient compliance with

Combivir than with the tablets given individually.
“So instead of taking two pills twice a day, it’s

one pill twice a day,” LaFon says. “And we’re in
the process of carrying that one step further by
combining Ziagen and Combivir into one pill.”

This way, patients can take a triple-drug ther-
apy in the form of one pill twice a day. The pill
will be called Trizivir, LaFon says. “This basi-
cally is revolutionary; it’s a switch from 20 or
more caplets a day to two.”

Before Trizivir becomes available, it must be
approved by regulatory agencies, a process that
has begun, he adds.

One drawback to dual and triple combination
pills is that if patients have an adverse reaction
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to one of the medications, they must stop taking
the entire pill and switch to another therapy reg-
imen. With abacavir, this could be a problem
because the drug has adverse effects including
headache, nausea, vomiting, malaise, diarrhea,
lactic acidosis, and severe hepatomegaly with
steatosis, including fatal cases.

But this merely means a patient would have to
return to the more complex dosing requirements
of a triple therapy featuring individual pills.

“That’s a physician judgment issue,” LaFon
says. “Some physicians may choose to start with
the individual units first and then switch to
Trizivir.”

Lastly, Glaxo Wellcome is moving toward
evaluating its products as once-a-day pills.
Lamivudine and abacavir, for example, could
become once-per-day pills.

Already, efavirenz (Sustiva) is a one-dose-per-
day pill, and as the ICAAC conference demon-
strated, other one-per-day pills are being studied.

“The best of all worlds would be to evolve to
a once-a-day treatment regimen,” LaFon says.
“There’s a lot of interest among clinicians to find
a suitable once-a-day regimen that is as good as
a twice or three-times-a-day regimens.”  ■
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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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OSHA budget cuts could spell doom 
for controversial new TB standard
Funding approved for NAS study, taken from OSHA compli-
ance 

After six agonizing delays, the House Appropriations
Subcommittee on Labor, Education, and Human Services
has finally let the other shoe drop — and with a resound-

ing thump. Not only has the subcommittee approved money for a
study of whether a new TB standard is necessary, it also handed
the U.S. Occupational Safety and Health Administration (OSHA)
a budget trimmed 5% below last year.

While opponents of the new TB standard welcome news of
the study, which is viewed as a way to stall any OSHA maneu-

vers, they say the real shocker
is the cut to the federal
agency’s budget. The $17 mil-
lion chunk the subcommittee
cut amounts to a 5% reduction
in OSHA’s 1999 budget and a
13% reduction from what had
been requested for next year.
Plus, the deepest cuts take

direct aim at the agency’s enforcement capabilities — a fact that,
by itself, could spell doom for the proposed TB standard. “After
all, without people to monitor compliance, it wouldn’t make
much sense for them to promulgate the new standard, would it?”
says Jennifer Thomas, director of government and public
affairs for the Washington, DC-based Association of
Professionals in Infection Control (APIC), a professional organiza-
tion vociferously opposed to the new 
TB standard. 

U.S. Secretary of Labor Alexis Herman has blasted the bill,
charging that the cuts to OSHA’s ability to monitor compliance
will result in “substantial reductions in workplace inspections
and cutbacks to compliance assistance.” OSHA officials, in keep-
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