
Studies show link between
meth use and HIV infections
Resurgence of STDs tied to drug’s use

Methamphetamine use continues to pose
major problems for public health officials
from large coastal cities to the nation’s rural

heartland as study after study observes high-risk sex-
ual behaviors among people who use the illicit drug.

Los Angeles investigators found that metham-
phetamine use was associated with having multiple
sex partners, not using condoms, having anonymous
sex partners, having a history of recent incarceration,
and meeting sex partners through the Internet, at
bathhouses, or on the street.1

Meth use is one of the key trends that is contribut-
ing to a resurgence of syphilis among MSM in Los
Angeles County as well as to increased HIV infection,
says Peter R. Kerndt, MD, MPH, STD program direc-
tor for the Los Angeles County Sexually Transmitted
Disease Program, which has investigated the links
between meth use, high-risk sexual behavior, and
STD infection.

“I think basically it’s these things: the bath-
houses, the Internet, the meth use,” he explains.
“It’s the highly sexually active, multiple partner
chain among MSM that’s really fueling the epi-
demic of syphilis and HIV resurgence.”

Los Angeles health officials first recognized a prob-
lem with meth use and syphilis infection in 2000, and
it has skyrocketed since then, Kerndt reports.

Syphilis cases, while still far below the 7,000
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cases a year during the late 1980s when crack
cocaine use fueled the epidemic, have climbed
from a lull of 50 cases in late 1999 to nearly 800
cases a year five years later, he points out.

And since syphilis is an ulcerative disease that
makes for an efficient transfer or acquisition of HIV
infection, it was little surprise to researchers to find
that 27% of the early syphilis cases among MSM
were HIV-positive and probably had acquired the
HIV infection within the last six months, Kerndt
says.

Another recent study has found that the use 
of meth among MSM in Los Angeles has almost
doubled from 2001 to 2004, and about 87% of
meth users say they use the drug with sex.2

The same research also found an increase of
meth use among HIV-positive MSM, from nearly
12% in 2001 to about 30% in 2004.2

Methamphetamines have become the drug of
choice among MSM in Los Angeles and elsewhere.

When Los Angeles investigators asked MSM
which drugs they used, 46% cited metham-
phetamines, a top choice, Kerndt reports.

Rural communities not immune

In Tennessee, a study has found a similar find-
ing among rural heterosexuals. Meth use in this
population is associated with high-risk sexual
and other behaviors, says Samuel MacMaster,
PhD, an assistant professor at the University of
Tennessee College of Social Work in Nashville.

Meth users are combining injection drug use
behavior with sexual risk taking, including not
using condoms and trading sex for drugs, he says.

The meth-using population studied in rural
Tennessee was predominantly Caucasian, hetero-
sexual, and female, and about 93% had a high
school education or less.3

MacMaster theorizes that the same rural popu-
lation that two generations ago would make boot-
leg liquor and one generation ago grew marijuana
plants now has meth labs in their homes.

“As late as 1997, there were only two meth labs
in the entire state that police found and closed,”
MacMaster says. “Last year, we had 1,500 meth
labs, and there will be more than 2,000 this year.”

Although MacMaster’s research did not inquire
about HIV infection, he says it may be only a mat-
ter of time before the epidemic reaches this popula-
tion because of the risk behaviors combined with
limited health care resources and nonexistent pre-
vention services.

“I expect there to be growing HIV/STD

problems,” MacMaster says. “I compare it to
sub-Saharan Africa where there is a general
sense of denial about HIV; and we’re talking
about [heterosexual and Caucasian] populations
that don’t view themselves as susceptible.”

Already there have been findings of high levels
of hepatitis C infection among Tennessee meth
users, and more than 85% of the meth users sur-
veyed were aware of high-risk sexual and drug
injecting behavior among their peers, he adds.

The drug may not be the cause

While the current assumption is that meth use
precedes seroconversion, no one knows for cer-
tain, says Rosemary Ryan, PhD, research associ-
ate professor at the University of Washington
School of Social Work in Seattle.

“The rates of meth use are much higher among
HIV-positive persons than others, but what is the
causal order here?” asks Ryan. “We don’t know
that answer: Are meth users complacent about
putting themselves and others at risk? Or are
people who are complacent, meth users? Or is
there some other variable, like sensation-seeking
that’s driving both of those things?”

While the popular media, including a recent
Newsweek cover story, have focused on metham-
phetamine use, it’s simplistic to suggest meth is a
single factor in high-risk sexual behavior among
MSM, says Perry N. Halkitis, PhD, director of
research in the Office of the Dean Steinhardt
School, an associate professor of applied psychol-
ogy, and the director of the Center for Health,
Identity, Behavior & Prevention Studies at New
York University in New York City.

“Meth-using gay and bisexual people are people
who use this drug with lots of other substances, so
to try to find the influence of one drug over others
is complicated,” he suggests.

Research shows that meth users tend to have
equal frequencies of unsafe sexual encounters
whether they’re sober or high, Halkitis notes.

“So what this is saying to us is there may be a
particular type of individual who is hypersexual
to begin with and who was drawn to this sub-
stance,” he explains. “The drug acts as a facilita-
tor to hide difficult emotions that get in the way
of having the sex he wants, so that’s one point.”

For example, Halkitis was a co-author of a
recent study that examined social, behavioral, sex-
ual, and emotional reasons for methamphetamine
use. The study found that about 15% of partici-
pants used meth because of the emotional effects

September 2005 / AIDS ALERT ® 99



of changing the participant’s mood to a happier,
more carefree state, and increasing the partici-
pant’s self-esteem.4

Some participants said they would use meth 
in situations in which they felt lonely, and others
said the drug gave them charisma.4

Most of the participants in the study, nearly
69%, said they used meth for the sexual effects,
including the drug’s ability to prolong sexual
encounters, heighten sexual feelings, and change
attitudes to sex.4

Another recent study found that the use of
party drugs, such as methamphetamine and
gamma hydroxybutyrate, was associated with
sexual risk behaviors, regardless of serostatus.5

Investigators note that party drugs often are
used in the context of sex and sex clubs or other
sexually charged settings.5

A 2003 study of methamphetamine use among
49 gay and bisexual New York City men who
reported having used meth during sex at least
once found that 61% of them reported use of the
drug for most or all of their sexual encounters.6

A continual cycle

Methamphetamine use also is reinforcing,
Halkitis notes.

“Those who end up addicted are those who
experience the highest levels of mental health
problems, such as depression, and who are using
the substance in lieu of talk or medication ther-
apy to deal with the psychological problems,” 
he explains. “The drug masks those feelings, so
when they’re using meth and then come off the
high, there are terrible feelings of depression that
are exacerbated.”

This leads some meth users into a continual
cycle of meth use, and this constant use alters
their dopamine receptors in the brain, so they
eventually have to use meth to achieve any
degree of happiness, Halkitis explains.

Interestingly, meth use among MSM in New York
City and Los Angeles may have already peaked.

“Our data are showing a slight decrease in use
from last year to the current year,” says Jeffrey T.
Parsons, PhD, an associate professor of psychol-
ogy at Hunter College in New York City.

“The attention about it has made people a little
more resistant to using it; but the people who have
been using it, we’re seeing move from recreational
use to addiction,” he adds.

While the addiction trend is serious, the
popular media’s recent focus on meth may be 

a little exaggerated with regard to HIV infec-
tion, Parsons notes.

“It’s a tremendously dangerous drug in terms
of how quickly it can lead to addiction and risky
sex,” he says. “But people are too focused on one
particular drug du jour and are losing sight of
everything else going on.”

It does a disservice to prevention work to
focus on one potential factor in high-risk behav-
ior and to ignore the ongoing threat of alcohol
use, cocaine use, and psychological problems,
Parsons says.

“I don’t think enough research or prevention
focus is being done on those underlying condi-
tions that can lead someone to both increased
drug use and risky sex,” he contends.

Also, public health authorities need to create
new prevention strategies, thinking outside the
box, Parsons says.

For example, the New York City Department 
of Health created a Hot Shots program in which
each month staff visited a different gay bar to
provide HIV/STD testing, nicotine patches,
cholesterol screening, and focus on gay men’s
health in the broader perspective, he adds.

The Los Angeles County STD Program has
developed an intense social marketing campaign
targeting the gay community, encouraging medi-
cal providers to screen all sexually active MSM
for STDS every three months, Kerndt reports.

“We work closely with bathhouses and sex
clubs,” he adds. “We’ve had a series of meetings
with them, and the health department has recom-
mended and there now are regulations requiring
bathhouses and sex clubs to provide condoms and
lubes and to inform patrons of the risk of infection.”

Bathhouses and sex clubs also are required to
have STD/HIV testing at their sites for at least 20
hours a week during peak traffic hours, Kerndt
says.
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International AIDS Society Conference Update

Male circumcision as 
a prevention method?
Study was controversial from Day One

Investigators presented evidence at the
International AIDS Society (IAS) conference in

Rio de Janeiro, Brazil, in late July that male cir-
cumcision helps to reduce the risk of HIV infec-
tion among men who have sex with women.

The study showed that circumcised men were
more than 60% less likely than uncircumcised men
to be infected with HIV when having sex with
infected female partners. Eighteen men in the cir-
cumcised intervention arm became infected, com-
pared with HIV infection among 51 men in the
uncircumcised control arm.1

However, the news was not welcomed by all
quarters. Anti-circumcision activists quickly called
on the United Nations to classify male circumci-
sion of children younger than age 18 as a human
rights crime. The group, called MGMbill.org (A
Bill to End Male Genital Mutilation in the U.S.),
compares male circumcision to female genital
mutilation.

The study enrolled more than 3,000 men, ages
18-24, in South Africa, in a region where male cir-
cumcision is chosen by about 20% of the male pop-
ulation at a median age of 17 years, reports Bertran
Auvert, MD, PhD, professor at the University of
Versailles in France.

Investigators had no trouble recruiting men in
South Africa for the study because the volunteers
wanted to be circumcised by medical doctors, he
says.

“Circumcision was not something completely
new or something we had to explain; it was
something where the context was favorable for
the trial,” Auvert says.

About halfway through the trial, an interim
analysis showed that the circumcision intervention

had a very strong effect on HIV prevention, so the
trial was stopped so that all of the male volunteers
could be offered a safe circumcision, he reports.

“In this case, you don’t have to wait until the
end of the trial because it’s unethical to continue if
you can already decide the results of your trial,”
Auvert explains.

Ironically, he was contacted before the study
began by a group of U.S physicians opposing
male circumcision who told him that no matter
what evidence his trial discovered, circumcision
would have no impact on what the group thinks
of circumcision, Auvert recalls.

“There view was not a very scientific position,”
he says.

The South Africa circumcision study was the
first of three randomized controlled trials to study
the preventive potential of male circumcision. Two
other trials are under way in Kenya and Uganda,
Auvert reports.

Also, studies of sexually active men in India
have found that while circumcised men still
become infected with HIV, they were infected at a
rate of eight times less than uncircumcised men.

“I think the study was well received in IAS in
Brazil because a rather large controlled trial has
high scientific value,” Auvert says. “It’s a very
good piece of evidence, but before using it as a
new prevention method for HIV, we need some
more evidence from other places.”

Although there has been some speculation and
observational data that male circumcision might
reduce the risk of HIV infection since the mid-
1980s, it’s taken 20 years for the first controlled
clinical trial to weigh in on the debate, partly
because researchers had always assumed that sex-
ual behavior differences accounted for the differ-
ences in HIV prevalence in Africa, he notes.

“I think nobody wanted to do a circumcision
study or had the courage to do it, despite a lot of
evidence that we had from observational studies
since 1986,” Auvert says.

For instance, HIV researchers long have known
that countries such as Zimbabwe and South Africa,
where a majority of men are uncircumcised, have
high HIV prevalence when compared with men 
in Senegal and North Africa, where circumcision 
is commonplace, he points out.

While it’s still too early to advise men in 
sub-Saharan Africa to become circumcised as 
an HIV prevention strategy, this may one day
be a possibility, Auvert notes.

“I think we’ve done a big scientific step, and
we’ve done a small typical step, and we have to
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wait for the results from at least one of the other
trials,” he says. “If we see protective effect in one
other place, plus all of the observational studies
done in India, then I think circumcision could be
added to the existing prevention tools like condom
use and reducing sexual risk behavior and so on.”

Also, it’s important to emphasize that while
male circumcision may reduce risk of HIV infec-
tion, it isn’t completely protective. If circumcised
men continue to have sex without using condoms
with HIV-infected women, they may become
infected, Auvert says.

“And the danger is the other prevention tools
would be used less because circumcision is a new
prevention tool, if it’s proven effective in other
places,” Auvert says.

In the meantime, health professionals should
make certain that safe male circumcision is made
available where it is needed and desired, not just
for HIV prevention, he notes.

“I think it’s a responsibility of the countries to
offer safe circumcision,” Auvert says. 
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International AIDS Society Conference Update

Compound targeting 
Rev protein promising
Orphaned approach still looking for home

While clinicians and HIV/AIDS patients anx-
iously watch the trend of the virus develop-

ing resistance to multiple antiretroviral therapies,
the question remains whether new drug research
will continue to save the day.

Some suggest there will need to be multiple new
classes of antiretroviral drugs developed to stretch
further the life span of longtime HIV patients.

One potential new class would target the Rev
protein, an approach that has received very little
attention from the research and pharmaceutical
communities.

“We’ve been very frustrated by the apparent
lack of interest among big pharma and the
research community in general,” says David

Rekosh, PhD, a professor of microbiology in the
department of microbiology at the University of
Virginia in Charlottesville. He also is the director
of the university’s Myles H. Thaler Center for
AIDS and Human Retroviruses Research.

Rekosh and his wife and co-investigator Marie-
Louise Hammarskjöld, MD, PhD, a professor of
microbiology at the University of Virginia and
associate director of the Thaler Center, have been
working on Rev as a potential drug target for 20
years with the help of NIH funding, he reports.

“The real importance of this work is that it
points to a drug target that has been broadly
overlooked,” Rekosh says. 

A study the pair presented at the International
AIDS Society’s Third Conference on HIV Pathogen-
esis and Treatment, held July 24-27, 2005, in Rio de
Janeiro, Brazil, demonstrates that a compound tar-
geting the Rev protein can inhibit viral replication.1

“Rev works by binding to the site on viral RNA,
and that RNA, together with Rev, gets transported
from the nucleus to cytoplasm,” Rekosh explains.

When Rev is missing, genomic RNA cannot
leave the nucleus, so the Rev protein is essential
for HIV replication. A drug that inhibits the Rev
protein would essentially stop HIV dead in its
tracks, he adds.

“So Rev really is an excellent drug target because
the interaction between Rev and RNA is completely
virus-specific in nature,” Rekosh says. “There are no
cellular proteins that are essential for that reaction
to take place.”

As such, when an agent inhibits Rev from
binding to RNA, it only interferes with functions
that are viral specific, he adds.

Since the approach is novel, there should be no
viral resistance initially, and this makes it another
weapon to add to the current arsenal, which may
one day be obsolete.

The problem is that compounds are years away
from clinical trials, partly because the researchers
who have discovered the approach are in need of
the type of resources and collaboration that only
the for-profit drug industry can provide, includ-
ing work with organic chemists, Hammarskjöld
reports.

“Right now, the compounds aren’t potent
enough to expect them to work in animals or
people, but this is the way almost any com-
pound that’s newly discovered starts off,”
Rekosh says. “In order for it to be effective 
as a drug, we are going to have to make the
compounds work better by doing chemical
modifications to them.”
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While pharmaceutical manufacturers primarily
have focused on enzyme inhibition, there is no
reason they couldn’t go after Rev inhibitors now
that there has been some success with targeting
large molecules like the entry inhibitors do, he
notes.

“There’s a little more acceptance of the notion
that this would be a good target,” Rekosh reports.

“There’s been general skepticism in the phar-
maceutical industry to being able to inhibit pro-
tein-protein and protein-RNA interactions using
small chemical molecules,” Hammarskjöld says.
“Our belief in the case of Rev is that this may be
due to the fact that efforts that have been made 
in the past by drug companies have focused on
screening methods measuring in vitro interac-
tions, and ours is an intracellular assay.”

The research demonstrates that the com-
pounds discovered by the Thaler Center research
team almost certainly target Rev and prevent the
virus from replicating within a cell culture, so it
may be possible to develop these into drugs,
Rekosh says.

Although a Rev inhibitor has the potential to
be very effective in stopping HIV replication, it
wouldn’t be a panacea, as HIV eventually would
likely develop resistance to it just as the virus has
to protease inhibitors and other antiretrovirals,
Rekosh notes.

“Just by chance there would likely be a mutated
version of Rev or the RNA sequence to which Rev
binds that can no longer interact with the com-
pound or which interacts with the compound less
well,” he explains.

The Rev inhibitor research began with a part-
nership with a biotech company that has since
gone out of business, Rekosh says.

He estimates it will cost at least several tens of
millions of dollars to take the Rev inhibitor com-
pound through the research necessary to bring a
drug to market; that’s why it will be necessary for
the investigators to find a pharmaceutical indus-
try suitor to complete the work.

“So this is the beginning of a long road,” Rekosh
says. “We really think Rev needs to be taken more
seriously by people looking for better HIV drugs,
and it is our goal to make this happen.”
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Program for couples 
improves adherence
Researchers study impact of bringing in partner

Acouples’ adherence program called SMART
for Sharing Medical Adherence Responsibili-

ties Together significantly improves medication
adherence over typical care, a recent study shows.1

SMART encourages HIV sero-discordant couples
to support each other with both HIV prevention
and the infected partner’s medication adherence.

Years of research into the dynamics of sero-
discordant couples shows that such couples do well
when encouraged to take care of each other’s health
by keeping the uninfected partner free of HIV and
keeping the infected partner as healthy as possible,
says Robert H. Remien, PhD, a research scientist at
the HIV Center for Clinical and Behavioral Studies
at New York State Psychiatric Institute in New York
City. He also is an associate professor of clinical psy-
chology in the College of Physicians and Surgeons
at Columbia University, also in New York City.

“We know there are a lot of factors related to
adherence on the part of the patient: mood and
beliefs and attitudes about treatment and under-
standing the need for high levels of adherence,”
Remien says. Other factors include medication
side effects, adherence reminders, depression,
and substance use, he adds.

“All can facilitate or be barriers to high levels
of adherence,” Remien notes. “But social support
in general and having people in your life who
care about you taking your medications and pro-
vide emotional support for your doing this is
important.”

SMART helps committed couples improve
social support and reinforce the positive feelings
that accompany an HIV-infected person who
feels healthy despite side effects and disease, 
he reports.

The SMART study, which enrolled 215 HIV
sero-discordant couples, found a significant dif-
ference in adherence change at the week 20
assessment among the proportion of doses taken
within a specified time window, but did not find
a significant difference at the week 32 assessment.
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Investigators used the Medication Event
Monitoring System cap (MEMS cap) method of
measuring adherence, which provided information
about the times the pill container was opened, with
the goal of having subjects take their pills within a
two-hour window of prescribed medication time,
Remien reports.

“We looked at three months and six months

post-intervention, and the effect wore off,” he says.
“I would argue that adherence interventions, par-
ticularly in challenging populations, are not a one-
time or short-time deal; I think it needs to be
integrated into clinical care on an ongoing basis.”

Investigators also found that 47% of the inter-
vention group demonstrated adherence greater
than 90% post-intervention, compared with 25%
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SMART Intervention Outline

Amedication adherence program called SMART for Sharing Medical Adherence Responsibilities Together
uses a cognitive-behavioral framework to foster couple communication and mutual caregiving, promote prob-

lem-solving skills, and reinforce motivation for health promotion among couples in which at least one partner is
HIV-positive. Here is a brief outline of how the program works:
Intervention description:
• Individual couple focus
— 4 sessions, delivered one week apart with two weeks between sessions three and four
— Facilitators: nurse practitioners from clinics
Activities across all sessions
— Check-in and ongoing support
— Adherence monitoring through Medication Event Monitoring System (MEMS cap) 
— Between session tasks
— Provide referrals as needed
Session 1:
• What are our goals?
— Clarify information about HIV disease and treatment, biomarkers, medical and medication regimens
— Discuss commitment/motivation for health maintenance in general and medication adherence, specifically
• Key theoretical components: knowledge of treatment regimen, general knowledge of HIV and consequences of
nonadherence, commitment/motivation to adhere
Session 2:
• How can we improve?
— Identify barriers to adherence
— Increase problem-solving skills and apply to specific barriers
— Increase skills around couple communication and support
• Key theoretical components: adherence self-efficacy, identification of adherence barriers, communication and
problem-solving skills around adherence, regimen specific support, couple-level monitoring of adherence, com-
mitment and motivation
Session 3:
• How do we work together?
— Continue with joint problem-solving
— Increase relationship coping skills
— Explore risk perception and sexual risk behaviors
— Explore what it means to care for and support each other
• Key theoretical components: adherence self-efficacy, communication and problem-solving skills around adherence,
attitudes towards combination therapy in relation to sexual behaviors, regimen specific support, self-monitoring of
adherence, commitment/motivation to adhere
Session 4:
• How well are we doing?
— Increase self-monitoring skills (adherence and sexual risk)
— Reinforce problem-solving skills
— Reinforce commitment to health and protective behaviors
— Increase self-efficacy
• Key theoretical components: adherence self-efficacy, communication and problem-solving skills around adher-
ence, regimen specific support, self-monitoring of adherence, commitment/motivation for adherence



of the control group achieving greater than 90%
adherence.

“Even with these significant effects on behav-
ioral outcomes, the effects were modest,” Remien
says. “It’s not like we got a majority of people up
above 90%, and a lot of people didn’t improve
substantially.”

Adherence studies often show some disap-
pointing results, such as having short-term but
not long-term improvements, he reports.

“I would argue that interventions should coin-
cide with regular, routine care, but at what kind
of magnitude and at what intensity, we don’t
know,” Remien says. “We do know that without
doing it, whatever effects you get aren’t going to
be maintained.”

The SMART program was designed with a
collaboration of clinicians at St. Lukes Roosevelt
Hospital Center in New York City, he says.

“We developed the intervention with nurse
practitioners and psychologists in the clinic, and
we wrote this intervention to be delivered by a
health care provider such as nurse practitioners,
as in our case,” Remien explains.

Here’s how the program worked:
1. Recruitment: Providers referred patients for

the study, and patients referred themselves from
fliers dispersed in clinic waiting rooms, Remien
says.

“They had to be on therapy for a minimum of
a few weeks or a month, but there was no maxi-
mum amount of time,” he explains. “Some of
these patients had been on therapy for many
years, and some participants were on their sec-
ond, third, or more regimens.”

So it’s likely that many of the participants had
resistant virus caused by their previous poor
adherence, Remien notes.

2. Spending time with medical provider: The
couples who participated in the intervention had
four sessions with medical providers. The process
evaluation demonstrated that they largely enjoyed
the process, Remien says.

Participants also reported that they liked learn-
ing more about their treatment, seeing the MEMS
cap feedback, and receiving help with communi-
cation within their relationships.

They also said they would have liked even more
sessions, Remien adds.

“The negative partner liked being able to come
into the clinic setting, sitting down with medical
providers and hearing all of the things about
adherence and how HIV therapy works,” Remien
explains. “Both the patient and their partner liked

spending that kind of time with the medical
provider and being able to ask a lot of questions.”

3. Discuss prevention: “Because these were
sero-discordant couples, we addressed sexual
risk behaviors,” Remien says. 

“The couples had a lot of questions about that,
including the risk of transmission with an unde-
tectable viral load and the risk of specific sex
behaviors,” Remien says. “The sample was pre-
dominantly heterosexual, but it included some
same-sex couples.”

Among the heterosexual couples, many had
questions about pregnancy concerns, and the
nurse practitioners could address and discuss
these issues.

4. Focus on support and reminders: The unin-
fected partners were encouraged to remind their
HIV-positive partners to take their medications,
Remien says.

In the second session, for instance, couples were
taught how to increase their communication skills
and mutual support. (See outline of SMART inter-
vention, p. 104.)

At later sessions, the nurse practitioner would
discuss the MEMS cap data and say to couples,
“Let’s look at where we had problems: Was it the
evening dose or on weekends?” Remien says.
“What can we do to not miss the medication on
Saturday night and that sort of thing?”

For SMART to be cost-efficient and effective, it
would need to be provided by a health educator,
who ideally is a nurse, social worker, or nurse
practitioner, he suggests.

“I think it needs to be integrated into clinical
care on an ongoing basis,” Remien says.
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Prevention counseling 
should be ongoing 
More education for docs needed

In rural Southern states such as South Carolina,
the HIV/AIDS epidemic primarily affects low-

income African American people who live miles
from an urban health care clinic and the high-tech
prevention services available in large cities.
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Also, these states are badly affected by a grow-
ing epidemic and inadequate funding for preven-
tion and treatment, says Wayne Duffus, MD,
PhD, clinical assistant professor at the University
of South Carolina School of Medicine, division of
infectious diseases in Columbia. Duffus also is
the medical director for the HIV/STD/Hepatitis
division at the South Carolina Department of
Health and Environmental Control in Columbia.

“We don’t get Title I funding from the Ryan
White Care Act because we don’t have a city
that’s impacted so badly to
be eligible for it,” he says.
“The consequences of not
having Title I funding is
we have an epidemic that’s
growing and growing and
spread out across the
state.”

One way to improve HIV prevention in rural
states is to better educate physicians and other
health care providers who serve rural areas, Duffus
suggests.

Duffus and co-investigators from Florida,
Alabama, and Georgia conducted a recent survey
into prevention services among rural and urban
providers in Florida and South Carolina, including
physicians, nurse practitioners, and physician assis-
tants, in Southern states for a comparison study.

“We asked about the number of HIV-positive
patients they took care of, and there was no sta-
tistically significant difference between urban
and rural providers,” he reports.

Survey respondents also reported having a lot
of experience treating HIV patients with more
than half saying they’ve cared for HIV patients
for more than eight years, Duffus notes.

Respondents were asked about their prevention
practices with newly diagnosed and established
patients, including these types of questions:

• What percentage of time does the provider
spend discussing condom usage?

• Does the provider discuss risk reduction
counseling?

• Does the provider discuss illicit drug use?
• Does the provider discuss HIV disclosure to

the patient’s partner?
Their responses were surprising, Duffus notes.
More than 72% of the providers said they dis-

cuss HIV risk behaviors and prevention with
newly diagnosed patients, but fewer than 27% of
providers said they discuss these issues with
established patients, he says.

“Once the patient becomes established, they

say they don’t talk about prevention anymore,”
Duffus explains. “They argue that maybe some-
one else in their practice probably does, but stud-
ies show it doesn’t seem to be as important to a
patient until a physician discusses it.”

This finding is worrisome because a patient
who is newly diagnosed may be monogamous
initially, but return to sexual risk behaviors six
months or more after the diagnosis, Duffus says.

“They might get a diagnosis and be abstinent
this month, but a year later they might not,” he

adds.
In a similar study,

Duffus also found that
infectious disease doctors
were more likely than
other physicians treating
HIV patients to limit dis-
cussions to medicines and

opportunistic infections.
“Infectious disease physicians were less likely

to talk about prevention, and noninfectious dis-
ease doctors were the opposite,” Duffus says.

These findings highlight the importance of
stressing more frequent and continual prevention
counseling among providers working with HIV
patients, he says.

“I think that providers need to put prevention
counseling on the same parity with medications,”
Duffus suggests. “We emphasize how patients
must take their medications 95% of the time, and
we talk about the side effects of medications, and
we monitor medications and treatment.”

But HIV prevention education is just as impor-
tant because it’s sexually transmitted and can be
fatal, so simply focusing on one aspect of care is
not sufficient, he explains.

“We need to learn how to talk about sex,” Duffus
says.

Since this is a common problem, it would be
helpful to give providers a set of standard ques-
tions to ask patients, along with training about
how to approach this topic, he suggests.

“It’s more important now that we have medi-
cations available that help patients live longer
because patients are sexually active and are
searching for answers,” Duffus says. “Patients
want to know what safe sex is, and we need to
address their concerns.”

For example, Duffus had one patient who told
him that he was having safe sex. When Duffus
asked him what he meant, he replied, “I don’t tell
my wife I’m messing around with men.” 

Although it sounds like a punch line to a joke,
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For example, Duffus had one patient who
told him that he was having safe sex.

When Duffus asked him what he meant,
he replied, “I don’t tell my wife I’m

messing around with men.”



the patient honestly thought that safe sex meant
that he wouldn’t tell his wife about his sexual risk
behaviors, so she wouldn’t get mad and kill him. 

“I said, ‘I think it’s unfortunate that you are
HIV-positive, but now that you are we have to
learn how to live with it, and there are certain
things you’re going to need to do or not do now
that you have HIV,’” Duffus recalls.

After the man explained his own interpretation
of “safe sex,” Duffus explained how the man’s wife
may not know he is HIV-positive, but she is at risk
of becoming infected with the virus from him.

He told the patient: “How would she feel if
she finds out that you knew you were positive,
but you never told her? If she loves you and
cares about you, she might accept you for being
honest.”

Finally, Duffus told the man how wearing con-
doms during sexual intercourse with his wife will
lower the likelihood that she becomes infected,
and if the man takes the HIV medications and
lowers his viral load, this also will reduce trans-
mission risk.

“I told him, ‘It’s similar to if you had diabetes,
and I’d tell you to watch your sugar intake or if
you had hypertension, I’d tell you to watch your
salt intake; so like any chronic illness, you have to
take care of yourself,’” Duffus adds. “Then I said,
‘So from now on, you will have to have safe
sex.’”

“The patient thought there was nothing he
could do, so I made him comfortable with the
idea of using condoms and with disclosure and
faithful monogamy,” he recalls.

Experience working in an STD clinic has con-
vinced Duffus that many sexually active people,
even some who are college-educated, do not even
know how to put on a condom.

“I see a lot of college students who don’t know
that you can’t have a condom in your car in South
Carolina heat for three to four months, and now the
girlfriend is pregnant or HIV-infected,” he reports.

Physicians need to put as much emphasis 
on risk prevention counseling as they do on
medicines, Duffus says.

“They need to learn appropriate questions to
ask and make themselves comfortable with sex-
ual practices and substance abuse,” he says.
“They will realize that by talking about it, they’ll
become more comfortable, and patients will tell
them what they’re doing.”

Patients appreciate having these kinds of dis-
cussions with their providers because they trust
their doctors and want to learn the truth about
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CE/CME questions

9. Recent research shows that methamphetamine
use is associated with which of the following
behaviors?
A. Having multiple sex partners, not using con-

doms, recent incarceration
B. Oral sex, anonymous sex dates, increased

injection heroin use
C. Having sex while infected with gonorrhea or

chlamydia
D. All of the above

10. A study presented at the International AIDS
Society conference found that circumcised men
were more than what percent less likely than
uncircumcised men to be infected with HIV
when having sex with infected female partners?
A. 70%
B. 60%
C. 50%
D. 40%

11. A study presented at the International AIDS
Society’s Third Conference on HIV Pathogenesis
and Treatment demonstrates that a compound
targeting which protein, which works by binding to
the site on viral RNA, can inhibit viral replication?
A. Rev
B. Bif
C. Bet
D. gag

12. What percentage of providers in South Carolina
and Florida reported they discuss HIV risk behav-
iors and prevention with established HIV-positive
patients?
A. 27% 
B. 72% 
C. 88% 
D. none of the above

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.



sexual risk behaviors, he adds.
Providers who would some guidance in how

to ask patients about their sexual risk behaviors
could refer to Table 4 in the “Primary Care
Guidelines for HIV,” published Sept. 1, 2004, in
Clinical Infectious Diseases.1

The questions were designed to be open-ended
and include, “Tell me about your sex life.”1

The article is available for free at www.journals.
uchicago.edu/CID/journal/issues.

“These questions give an opportunity for
patients to say things they wouldn’t ordinarily
volunteer,” Duffus says. “A lot of times, physi-
cians want to ask these questions but aren’t sure
they’re appropriate.”
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Tentative approval of 
India-made ziovudine 

The Food and Drug Administration announced
in July the tentative approval of zidovudine

tablets manufactured by Ranbaxy Laboratories
Ltd. of Guragon, India. The product contains 300
mg zidovudine in each tablet. It is a generic ver-
sion of the already-approved Retrovir brand of
the product manufactured by GlaxoSmithKline.

Tentative approval means that although exist-
ing patents and/or exclusivity prevent marketing
of this product in the United States, it meets the
quality, safety, and efficacy standards for U.S.
marketing.

Tentative approval by FDA makes this Ranbaxy
generic product eligible for purchase and use
outside the United States under the President’s
Emergency Plan for AIDS Relief.  ■
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CE/CME answers
Here are the correct answers to this month’s
CME/CE questions: 

Answers: 9. A; 10. B; 11. A; 12. A.

Kay Ball
RN, MSA, CNOR, FAAN

Perioperative
Consultant/Educator

K & D Medical
Lewis Center, OH

John G. Bartlett, MD
Chief

Division of Infectious Diseases
The Johns Hopkins University 

School of Medicine
Baltimore

Aaron Glatt, MD
Professor and Chairman
Department of Medicine

Our Lady of Mercy Medical
Center

Bronx, NY

Lawrence O. Gostin, JD
Professor of Law

Georgetown Center for Law 
and Public Policy

Georgetown University
Washington, DC

Morris Harper, MD, AAHIVS
Vice President, 

Chief Medical Officer
HIV/AIDS & Hepatitis Associates

Waynesburg, PA

Jeanne Kalinoski, RN, MA
Director of Nursing

Rivington House
New York City

Douglas Richman, MD
Professor of Pathology 

and Medicine
University of California

San Diego
La Jolla

Michael L. Tapper, MD
Director

Division of Infectious Diseases
Lenox Hill Hospital

New York City

Melanie Thompson, MD
Principal Investigator

AIDS Research 
Consortium of Atlanta

EDITORIAL ADVISORY BOARD

CE/CME objectives

After reading this issue of AIDS Alert, CE par-
ticipants 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 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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