
Routine HIV screening could be key 
to finding the unknown infected
Counseling, separate informed consent no longer needed

To Americans who donate blood or buy life insurance, the routine
HIV test long has been a part of the process. For pregnant
women, it’s increasingly a part of their prenatal care. But to the

millions of Americans who visit an emergency room or sexually-trans-
mitted disease (STD) clinic each year, HIV screening has been offered as
a slightly inconvenient add-on health feature.

And it’s the latter group of Americans that public health officials at
the CDC of Atlanta, GA, want to test for HIV, particularly in urban
areas with above average HIV prevalence.

“We’ve come close to protecting children, but we’re not there yet in
terms of the rest of the population,” says CDC Director Julie
Gerberding, MD, MPH. “Nearly 40 percent of individuals diagnosed
with HIV are diagnosed late, usually 10 years after they became infect-
ed and, often, this puts them in a situation where they can’t benefit
from this treatment.”

The CDC launched in late September recommendations and a com-
prehensive plan for bridging that gap and finding those Americans
who are infected but won’t know it until they become very ill.

Several years of pilot studies and other data confirm that routine
HIV screening in health care settings is feasible and acceptable, provid-
ed more flexibility is put into the requirements for counseling, CDC
officials say.

“It’s simply not acceptable for HIV-infected individuals to visit a
health care facility without having the opportunity to learn they have a
life-threatening illness,” says Kevin Fenton, MD, PhD, director for the
National Center of HIV, STD, and TB Prevention at the CDC.

CDC officials have been working several years at increasing HIV test-
ing nationwide, but they still estimate that one-fourth of the one million
Americans who are believed to be HIV infected do not know their status.

The CDC’s new recommendations for HIV testing in health-care set-
tings were created partly to make it easier to find those 250,000 Americans.

“We are making a recommendation that HIV screening be routine for all
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people between the ages 13 and 64, and we’ve
added additional steps to enhance voluntary
screening of pregnant women,” Gerberding says.

“This is a great bold move by the CDC,” says
Rochelle Walensky, MD, MPH, an infectious dis-
ease physician at Massachusetts General Hospital
and Brigham & Women’s Hospital in Boston.
Walensky also is an assistant professor of medi-
cine at the Harvard Medical School.

“What this is drawing attention to is that the

guidelines have been out there recommending
HIV testing since 1993; they simply have not been
adhered to for the past 13 years,” Walensky says.

For several years, the CDC has actively
pushed to routinize HIV testing, partly because
of recent research showing feasibility and cost-
effectiveness of such programs, Walensky adds.

Also, the OraQuick rapid HIV test, approved
by the FDA in 2004, makes it easier for health
care sites to test for HIV, Walensky says.

The CDC’s updated guidelines, published in
the Sept. 22, 2006, MMWR, include these revisions:

• Patients in all health care settings are recom-
mended to be screened for HIV after they’re noti-
fied that testing will be performed unless they
decline.1

• Annual screenings are recommended for
people at high risk for HIV infection.1

• General consent for medical care should be
adequate, and separate consent for HIV testing
should not be required.1

• Prevention counseling should not be
required with HIV diagnostic testing or screening
in health-care settings.1

• Pregnant women should be screened again
in the third trimester in certain areas with elevat-
ed rates of HIV infection.1

Michigan was one of the first states to intro-
duce community HIV testing and one of the first
to adopt rapid testing as well, and now the state
can lead the way with its own successful, full-
scale HIV testing program for an emergency
department in a high prevalence area.

State health officials studied the impact of HIV
testing in an emergency room setting where
trained testers approached patients about having
a routine HIV test, says Liisa M. Randall, PhD,
manager of the community partnerships unit of
the HIV/AIDS Prevention and Intervention
Section, Division of Health, Wellness and Disease
Control at the Michigan Department of
Community Health in Lansing, MI.

When compared to the state’s targeted com-
munity-based HIV testing in 2005, the emergency
department, routine testing resulted in a higher
HIV infection rate, Randall says. (See story on
how Michigan made HIV testing routine in
medical settings, p. 123.)

“We spent a fair amount of time talking about
how and why we wanted to do this, and every-
one was in agreement that HIV testing would be
good for the community,” Randall recalls.

“Recent survey data suggest that two-thirds of
Americans agree that separate procedures for
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HIV testing are unnecessary,” says Timothy
Mastro, MD, acting director of the Division of
HIV/AIDS Prevention of the CDC.

“We have learned from the experience of pre-
natal testing that patients are more comfortable
when HIV testing is treated like other diagnos-
tics,” Mastro says. “They report less anxiety and
do not feel like they are being singled out for
having high-risk behavior.”

The opt-out testing method has proven highly
successful with pregnant women, and helped to
result in a decline of HIV transmission to infants
of 1,650 cases in 1991 to 240 annually now,
Mastro says.

CDC officials believe the new recommenda-
tions will reinforce and reduce mother-to-child
transmission even further, as well as screen more
Americans for HIV infection.

The way HIV testing currently is treated in
emergency rooms and STD clinics leaves much to
be desired, CDC officials say.

“For example, one recent study found that
even for patients infected with other sexually-
transmitted diseases, HIV testing is rarely pro-
vided,” Mastro says. “In that study, 76 percent of
emergency department professionals said they
never or rarely encouraged HIV testing for these
patients.”

The main reasons clinicians said they didn’t
offer the test was because of concerns about the
time-consuming process and the lack of certifica-
tion they perceived necessary for counseling,
Mastro explains.

“So there continues to be major missed oppor-
tunities for diagnosis in health care settings, and
it is simply not acceptable for HIV-infected indi-
viduals to visit a health care facility without hav-
ing the opportunity to learn that they have a life
threatening illness,” Mastro adds.

Walensky, who says that it’s her passion to get
more HIV testing done, says the opt-out screen-
ing for HIV is an intuitive idea.

“It’s hard to find a disease that we screen for
in medicine that more closely meets the criteria
for which we should screen than does HIV,”
Walensky says. “It’s a quick, easy test; it’s very
inexpensive; it’s a treatable disease; and it’s a
public health threat.”

Investigators provided routine HIV testing of
more than 2,500 people in several urgent care
clinics in Massachusetts where the HIV preva-
lence was the highest statewide, Walensky says.

“Maybe the first time people were asked they
said, ‘No thanks,’ but acceptance rates increased

over time,” Walensky says. “If people felt stigma-
tized or targeted when they walked in the door,
they were reluctant to be tested.”

But once they realized that every time they
walked in they would be asked, it was much
more routine and gained acceptance from 33 per-
cent to more than 50 percent within a year,
Walensky adds.

The program found an HIV prevalence of
about 2 percent, higher than the state’s 1.4 per-
cent prevalence from targeted HIV testing, she
notes.

The Massachusetts study used community
counselors to provide the HIV test, and the tests
were conducted before the rapid HIV test was
available, Walensky recalls.

“We had the counselor for pre-test counseling,
doing the test, and then making sure that every-
one who had the test returned for their results,”
she says. “Once they received a positive result,
we had a linkage program with a social worker
from a treatment site who would meet them in
the urgent care clinic and take them over to the
HIV clinic.”   ■

Reference:
1. Branson BM, et al. Revised recommendations for HIV

testing of adults, adolescents, and pregnant women in
health-care settings. MMWR. 2006;55(RR-14):

Michigan devises plan 
for routine testing in ERs
Program finds 50 percent more new HIV cases

When Michigan public health officials
reviewed HIV counseling and testing
programs, they concluded they had

penetrated as deeply as possible into the commu-
nities they served, with about 400 test sites
statewide, and yet it seemed the program’s effec-
tiveness had reached a plateau.

“We had a five-year period where our vol-
ume of tests done in sites was stagnant,” says
Liisa M. Randall, PhD, manager of the commu-
nity partnerships unit of the HIV/AIDS
Prevention and Intervention Section, Division
of Health, Wellness and Disease Control at the
Michigan Department of Community Health in
Lansing, MI.

Testing targeted at-risk individuals and was
conducted at a variety of sites, including commu-



nity-based organizations, health agencies, college
clinics, community health clinics, etc.

“We also were identifying the same number of
positives each year, so we’d reached a maximum
effectiveness threshold through all of these other
efforts,” Randall says.

This might have been acceptable, but there
were indications that the testing programs were
not capturing all of the people who were HIV
infected, she says.

“Our surveillance section had worked as part
of a CDC project on late HIV diagnoses,” Randall
says. “We had data on individuals diagnosed late
in their infection, and those cases were concen-
trated primarily in the Detroit area.”

Since the community-based and targeted test-
ing programs weren’t capturing those individu-
als, public health officials decided to screen for
HIV in nontraditional settings, such as the
Detroit Receiving Hospital, which serves a great
number of HIV infected people, Randall
explains.

“The hospital’s in the highest HIV ZIP code in
the state,” she says. “And it has the largest indi-
gent population of uninsured people, so we
knew they weren’t routinely tested.”

The project had to be done in a way that
would not interfere with the hospital’s emer-
gency room patient flow, and there were refine-
ments made after it first was implemented,
Randall notes.

“In the first year of that project, there was a lit-
tle bit under 10,000 tests done in the emergency
department, but it’s not a screening project by
any means,” Randall says. “We used a rapid,
point-of-care test.”

Of the 9,880 HIV tests conducted at the hospi-
tal in 2005, 96 were HIV positive, for a HIV rate
of 0.96 percent, which is similar to the area’s
background HIV infection rate, Randall says.

By contrast, the number of tests performed
through targeted community testing that year
numbered 9,418, and the HIV positive cases
numbered 84, for a 0.89 percent HIV infection
rate, she says.

Since routine testing was implemented in the
emergency department (ED), about 20,000 HIV
tests have been conducted, with a 0.98 percent
seroprevalence rate.1

Moreover, about one-third to 40 percent of the
people who go through the hospital’s ED have
never had an HIV test before, Randall says.

“That’s pretty significant, particularly when
you’re talking about an inner city hospital located

in a high prevalence jurisdiction,” Randall says.
The program uses dedicated testers who pro-

vide informed consent specific to the HIV test
and who provide counseling, in accordance with
Michigan regulations.

“There’s still this myth that pre-test counseling
has to be provided, but that’s not what our state
statute says, and we can educate clinicians that
there are models that will work with consent as it
is,” Randall says.

“The biggest reason for using HIV testers
instead of physicians is because we wanted to
use rapid testing as a point-of-care service, and
we wanted to get the results back to the individ-
uals while they were physically in there during
the visit,” Randall says. “Clinicians and nurses
didn’t have enough time for this, so we needed
someone who could take responsibility for doing
it in a quality-assured manner.”

When a patient tests positive for HIV, an HIV
prevention counselor gives the results, explains how
a confirmatory test will be done, and helps them
determine their immediate needs, Randall says.

Detroit Receiving Hospital has an HIV pro-
gram near the ED, so this makes it convenient to
escort patients there during the HIV clinic’s oper-
ating hours, or to make an appointment for the
patient for the next weekday, Randall says.

The state provides funds to the hospital for the
additional salaries, testing devices, and training,
she notes.

The staffing costs are about $200,000 per year,
so it’s not a cheap program, Randall says.

It’s too early to tell if the program has caused a
drop in late HIV diagnoses, she says.

Michigan’s other model program involves opt-
out HIV testing at the Detroit Health
Department’s STD clinic.

“In that clinic, we also use the rapid test as a
point-of-care test, and every client who comes
through the STD clinic is offered and recom-
mended the HIV test,” Randall says. “Their
blood is drawn for syphilis and the HIV test, and
their consent is provided by the nurse.”

Patients are given the results before they leave
the clinic.

With the opt-out system, the number of HIV
tests performed at the STD clinic doubled within
a year, Randall says.

“Everyone who walks through the door is
offered the test, and less than 5 percent of clients
declined testing,” she says. “The clinic and the
local health department have a lot of credibility
within the community.”
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Together, the HIV testing programs in the hos-
pital ED and the STD clinic account for 20 to 25
percent of all new HIV positives identified
through state-funded programs, Randall says.

Also, the ED and STD clinic HIV testing have
contributed to a 23 percent increase in annual
volume of tests and a 50 percent increase in the
number of new infections identified through
publicly-supported programs. In addition, 30 to
80 percent of patients successfully entered care
after receiving their HIV infection status.1

“We’d like to see this expand in some way,”
Randall says.

But this could prove difficult since HIV pre-
vention funding is drying up, and there are com-
peting pressures and priorities, Randall says.

“So we have to make public dollars stretch
even further,” she adds.   ■
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1. Randall L, Berk W. Effective HIV case identification

through routine HIV testing in clinical settings in Michigan.
Abstract presented at the XVI International AIDS Society
Conference, held Aug. 13-18, 2006, in Toronto, Canada.

Investigators find genetics
help explain HIV dementia
Finding is a clue, but not entire answer

Adefinite marker that explains HIV demen-
tia remains elusive, but investigators
recently found a possible explanation

within viral genetic differences.
“We’re trying to establish the marker, but we’re

not there yet,” says Satish K. Pillai, PhD, a post-
doctoral fellow at the University of California, San
Francisco, and a staff research associate at the San
Francisco Veterans Administration Medical Center.

“The intriguing thing underlying this whole
research effort is if you look at 100 untreated HIV
people, between 30 and 50 percent will develop
dementia,” Pillai says. “So why do some develop
dementia and others do not?”

There are no obvious correlates: “It’s not just a
matter of high viral loads in the central nervous
system,” Pillai says. “It’s not that simple.”

Other possibilities include the following,
Pillai says:

• There are certain genetic strains of the virus
that are more virulent than others;

• It may be a host’s genetics which cause cer-

tain individuals to tend to be more susceptible to
central nervous system disorders;

• It is related to environmental differences,
including the use of methamphetamines.

“The point is that the reason why you can see
variations in dementia across individuals has
some due to differences in the virus, some due to
the host’s genetics, and some due to environmen-
tal differences,” Pillai says.

For example, methamphetamine use is very
common in certain HIV communities, and so it
might be interplay between the virus and meth
use, he adds.

Investigators wanted to see if there were cer-
tain genetic factors contributing to the problem,
and they looked for consistent differences when
comparing the brain and the blood of chronically-
infected individuals, he explains.

“Do we see the same genetic mutations over
and over again?” Pillai says. “Are there certain
strains of HIV that are more adapted to making a
living in the central nervous system or are there
certain strains more damaging to the central
nervous system than other strains?”

To learn more about this, researchers generat-
ed a number of HIV sequences from the plasma
and cerebral spinal fluid, Pillai says.

“We used cerebral spinal fluid as an indicator
of what’s colonizing the brain,” he explains. “We
looked at 18 chronically-infected individuals and
took paired samples of cerebral spinal fluid and
blood plasma, extracted the virus and generated
clonal sequences of HIV RNA.”

Investigators focused on an envelop gene of HIV
because there were earlier reports that this gene
might be responsible for neurotoxicity, Pillai notes.

“Our colleagues at the HIV Neurobehavioral
Research Center in San Diego subjected all 18
individuals to a comprehensive neuropsychiatric
exam,” Pillai says.

A Global Deficit Score was determined for each
person, and this is widely-recognized as measur-
ing how cognitively impaired a person is, he adds.

Using all of this data, investigators found a
difference in the envelop gene called the V3loop,
Pillai says.

“It’s the part of the envelop gene that dictates
which receptor the virus uses to enter the cell,” he
says. “There’s one mutation in there where a cer-
tain amino acid was only observed in individuals
who had severe cognitive impairment, and it was
totally absent in individuals who were not
impaired.”

As promising as the findings were, they only



represent an exploratory cohort of 18 people,
Pillai notes.

For the next step, investigators have a cohort
of 100 people, and they are generating clonal
sequences from blood plasma in all of those
patients, he says.

“The mutation we observed in the initial
exploratory cohort had an association that was
highly statistically significant, but there is a possi-
bility it was a sampling artifact,” Pillai says. “So
we want to see if this one amino acid is only pres-
ent in strains of virus associated with demented
individuals.”

The project’s main questions are:
• Are there viral characteristics associated

with dementia?
• Are there viral characteristics associated

with the virus in the CNS versus blood plasma?
“The idea there is that those mutations proba-

bly confer a higher fitness for the virus in the
CNS,” Pillai says. “Making a living in CNS is
probably pretty different for a virus than making
a living in peripheral tissue.”

Whereas HIV typically affects CD4 cells, in the
brain, HIV infects microglia cells, which are the
principle target cells for the virus in the CNS,
he says.

Another issue related to dementia is that a lot
of antiretroviral drugs manage HIV infection but
do not effectively cross the blood-brain barrier,
Pillai says.

“So the lack of immune surveillance and
reduced pressure from antiretroviral therapy
allows the virus to grow in CNS,” he says. “It
seems the virus makes its way to CNS immedi-
ately, within the first week or two, but the rate
at which the virus replicates and grows out of
CNS is totally different from one individual to
the next.”

The clinical goal of this research is to identify a
viral genetic marker of either dementia or some-
thing that predicts a person is likely to develop
dementia, Pillai says.

If such a marker is found, then HIV clinicians
could test for this marker and prescribe specific
drugs that are better at crossing the blood-brain
barrier to patients who have the marker, Pillai
explains.

“But what I would say, because I’m a little bit
pessimistic, is in the best case scenario, we’ll find
one or two mutations that are correlated with
dementia, but it will never be the complete answer,”
Pillai adds. “There has to be a host genetic element
and a drug element.”   ■

Hospital program reduces
ART errors by 50 percent
Adherence improves as a result

Even with computerized patient records, a
hospital located in an ethnically diverse
area of the country had medication errors

among HIV patients.
“One of the reasons why errors could still

occur is because while everything was computer-
ized, you still needed a human component to
make sure everything is accurate,” says Andrea
Odwin-Clarke, NP, an HIV nurse practitioner at
Elmhurst Hospital Center in Elmhurst, NY.

The hospital’s solution to reducing medication
errors, which in turn would improve antiretrovi-
ral therapy adherence, was to assign staff to
review prescriptions and patient records.

The program resulted in a 50 percent reduc-
tion in antiretroviral prescription errors, accord-
ing to a study that looked at 291 HIV-infected
inpatient charts in 2004.1

Odwin-Clarke was hired in 2004 on a research
grant, and her specific main function was to
improve the statistics with antiretroviral and hos-
pital inpatient adherence, she says.

Her first task was to assess the current situation,
which included 1,000 HIV patients in the clinic.

Among the clinic’s patients are people who
have become noncompliant or who have had
HIV for a significantly long time and have
advanced AIDS or a secondary diagnosis,
Odwin-Clarke notes.

“So what I did was look at the current order-
ing system,” Odwin-Clarke explains.

Since the system is completely computerized
in the clinic, she could see which patients were
clinic patients, what medications they were on,
and view their medical record, including aller-
gies and other important information that could
impact adherence, she says.

“What would happen is that once a patient
was hospitalized, the pharmacy would call me
and I would review the patient’s record,”
Odwin-Clarke says. “I would verify whether the
patient was on antiretrovirals or not.”
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The project had the full support of the hospital’s
chief of medicine, who also is an infectious diseases
physician and the director of the infectious diseases
department, Odwin-Clarke notes.

“So it was easy to get things expedited with
their full cooperation,” she says.

“Pharmacy will call me, find out what antiretro-
virals the patient is on —- either by communicating
directly or going to the hard copy chart, since it’s
not computerized,” Odwin-Clarke explains. “I will
make a decision about what the patient is on and
whether it’s appropriate, basing this on the current
clinical situation.”

For instance, if the patient was having an aller-
gic reaction, hypersensitivity, or lactic acidosis,
then the patient wouldn’t be blindly put back on
antiretrovirals, Odwin-Clarke says.

“If the patient was compliant with antiretroviral
therapy [ART], based on the medical record and
verbal communication with the attending physi-
cian, then the patient would be put back on ART,”
she adds.

The new process helped significantly in reduc-
ing the type of errors occurring when dosages
were not within the recommended guidelines,
Odwin-Clarke says.

“For example, a drug might be prescribed for
three times a day when the standard dose was
once a day,” she says.

When residents see an HIV patient admission,
they’ll prescribe medication, which is put into
the computer and picked up by the pharmacy
department, Odwin-Clarke explains.

“Then the pharmacy department will call me
and ask if it’s appropriate, and I’ll review the chart
and give them an answer,” she says.

Residents generally are there for general sur-
gery or a specialty that does not include familiar-
ity with antiretroviral medications, she says.

“So we rely on an infectious disease specialist to
give the approval for the medications, and if I’m not
there, then the infectious disease fellow or attending
will give the approval,” Odwin-Clarke adds.

The system has worked well since implemented,
she notes.

“What we found when we did the study, which
consisted of reviewing 18 to 23 charts, is we were
able to intervene early if there was something incor-
rect with the prescription,” Odwin-Clarke says.
“We’ve found errors in dosing, frequency, drugs,
and misspellings.”

This double-check system ensures that there is
excellent patient care for all HIV patients, and it
ensures they have good adherence with the correct
medications, she says.

“In addition to checking with the pharmacy, I
also make visits to the floor, and I check with the
patient to make sure they have, in fact, been get-
ting their medication,” Odwin-Clarke says.

The floor visits are where Odwin-Clarke inquires
about a patient’s experience with side effects and
adherence.

“We also have an adherence team down in our
tour clinic so that if the patient has literacy or lan-
guage problems, our adherence team can be helpful
in addressing those with pre-pouring medications
and pill boxes, and those sorts of things,” Odwin-
Clarke says.

“And of course it really helps to have face-to-
face contact with the person,” she notes. “It helps
with compliance, appointments, and the doc-
tor/nurse/counselor-patient relationship.”

The program also includes education for nurs-
es and residents about what types of antiretrovi-
rals can be used in combinations.

“I do inservices for new nurses once a month
and inservices for residents twice a year,”
Odwin-Clarke says.

“We try to make this an environment where it’s
collaborative and provides support, so residents
can call me about any questions they have about a
newly-diagnosed HIV-positive person and AIDS
testing,” Odwin-Clarke says. “We find this is con-
ducive to error reduction.”

Odwin-Clarke’s beeper number is given out by
the chief of medicine as a resource to residents, so if
they have an HIV-positive patient they can call her
with any questions.

Another change resulting from the program
was the way computer prompts work.

“What we found is when doctors were ordering
medications they had to type in the medications,
each letter for medications for that order,” Odwin-
Clarke says. “And we found that if you put in the
recommended dosages for medications [on the
computer prompt] then it’s much easier for them
to order because the prompt would come up.”

The dosages were decided in collaboration with
the director of medicine and infectious diseases
doctor, and they’re based on weight and creatine
clearance. Physicians are given choices on the
prompt, and they have to select from those choices,
she adds.   ■
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ADAP problems continue
as waiting lists top 300
Many people who need drugs are off the radar

Budgetary problems in funding antiretroviral
drugs, which have been growing over the
past five years, have led to a situation in

which perhaps tens of thousands of HIV/AIDS
patients know their status but are not in treat-
ment because they have given up on the system,
experts say.

More than 200,000 people who know their HIV
status are not in treatment, says Bill Arnold, direc-
tor of the ADAP (AIDS Drug Assistance Program)
Working Group and of the Title II Community
AIDS National Network in Washington, DC.

One CDC study estimates that only 55 percent of
people living with HIV/AIDS who are eligible for
antiretroviral treatment are receiving treatment.1

“We take this seriously, and what it says is we
have got pockets of HIV positive people who
know they are positive and, for some reason or
another, they are not on treatment,” Arnold says.

“We are positive that the street scuttlebutt is
that ADAP doesn’t have any drugs,” Arnold
adds. “We can’t prove it, and it would cost a for-
tune to get the data pinned down, but I’ve been
doing this for 21 years, and part of the problem
has to be that the word is out that ADAP doesn’t
have any money.”

Part of the equation includes people giving up
on treatment, but a bigger driver is the fact that
many people are infected and don’t know their
status, or they have dropped out of medical care
after receiving their diagnosis because they are
generally not within the health care system, says
Murray Penner, deputy executive director for the
National Alliance of State and Territorial AIDS
Directors (NASTAD) of Washington, DC.

State ADAPs now have a waiting list including
302 names, with South Carolina accounting for
209 on a waiting list, Arnold says.

“It seems unconscionable that we have waiting
lists for treatment when we have money available
in this country to provide medical care to every-
one who is HIV infected,” Penner says.

North Carolina, which has been one of the
states with long-standing waiting lists, con-
tributed enough state money this year to put
everyone in need on treatment. Also, North
Carolina legislators changed state law so that
the ADAP improved its low eligibility from 125

percent of the federal poverty level to 200 per-
cent of the poverty level, Arnold says.

Other states with waiting lists include
Alabama, Alaska, Indiana, Montana, and West
Virginia, he says.

“Three other states have thrown in cost con-
tainment stuff, such as Mississippi, and reduced
the medical eligibility for ADAP, which means
less people are eligible,” Arnold says.
“Sometimes states take drugs off the formulary
and sometimes they limit prescriptions but, for
years, it’s varied.”

A number of other states have announced they
will have financial difficulty with funding ADAP
later this fiscal year, and these include Kentucky,
Louisiana, Mississippi, Michigan, and Rhode
Island, Arnold says.

“All of these states have said, ‘We have to do
something because we’re going to run out of
money,’” he adds.

Southeastern states have a growing burden in
the HIV epidemic, and this fact coupled with flat
funding in the Ryan White CARE Act, has con-
tributed to the waiting lists and other problems,
Penner says.

“The other piece is the state’s contribution to
ADAP and the state’s contribution to medical
care, in general, for indigent populations, partic-
ularly Medicaid programs,” Penner says. “Look
at all those factors and look at the poor system of
funding, in general, and we don’t see any [fund-
ing] increases coming their way.”

South Carolina’s waiting list this year might
have several causes, including increased num-
bers of identified HIV cases and, perhaps, an
acknowledgement of a long-standing, but hidden
problem with funding treatment and care,
Arnold suggests.

“And there’s no question that South Carolina
has the typical emerging HIV problem among
rural African Americans,” he says. “I suspect some
outreach [HIV testing] programs and black church
[testing] programs have turned up more folks than
would have been expected in the past.”

No congressional or presidential proposals
have suggested adding more funding to ADAP
for the next fiscal year, and the current fiscal year
was effectively flat-funded, Penner notes.

“We keep pushing for higher priorities of not
only funding ADAP, but policies, in general, that
help the Ryan White CARE Act and access to
care,” Penner says. “We’re optimistic that one of
these days we’ll see some priorities changed that
will help improve access to care.”
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So far, the only bright spot in proposed fund-
ing is the House Appropriations Committee’s
proposed $70 million increase for Title II of the
CARE Act for fiscal year 2007, but there is no
proposed increase for ADAPs specifically,
Penner notes.

NASTAD estimates that $197 million more is
needed than what was funded in fiscal year 2006.

“For the last few years, the Congress and pres-
ident have not paid any attention to ADAP’s
needs,” Arnold says. “That’s one reason why
ADAP is in the poor shape it’s in now.”

What worries Arnold and Penner is the poten-
tial increase in ADAP needs, should the CDC
succeed in its goal of getting everyone who is
HIV infected tested.

“One of our concerns is the increased push for
testing,” Penner says. “If the results that are
expected are achieved, then, certainly, there will
be a lot more people coming into HIV treatment,
which will place more burden on the Ryan White
CARE system, in general.”

Universal testing already is prevalent in some
areas, including the Washington, DC, area, where
emergency rooms and prisons routinely test peo-
ple for the virus, Arnold notes.

“The ethics and morality of doing the testing
when all you can do is pretend that when they
test positive that they’ll get access to care is
another matter,” Arnold says.

While increased testing is a popular idea, it’s
naïve to think that the current underfunded
ADAP and Ryan White CARE Act system could
handle an additional 100,000 HIV patients,
Arnold says.   ■

Reference
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persons eligible for and receiving HIV antiretroviral treat-
ment, 2003 — United States. Presented at the 2005
Conference on Retroviruses and Opportunistic Infections,
held Feb. 22-25, 2005, in Boston. Abstract: 167.

Palliative care model lost
in today’s HIV/AIDS care
Comfort care and pain control still necessary

HIV treatment and care have been so suc-
cessful in resource wealthy nations that
one unintended byproduct has been that

clinicians are less focused on patients’ comfort

and quality of life than they were when so many
of their patients were dying.

A workgroup on palliative and end-of-life care in
HIV/AIDS tackled the job of creating new recom-
mendations for the field as part of the Robert Wood
Johnson Foundation’s Promoting Excellence in End-
of-Life Care program, and the results of that effort
continue to educate HIV providers and others.

“With improvements in HIV care, there is a
whole different feeling in the field of HIV/AIDS
about end-of-life care,” says Anthony Back, MD,
a professor in the department of medicine for the
University of Washington and Fred Hutchinson
Cancer Research Center in Seattle, WA. Back was
a co-chair of the HIV/AIDS workgroup.

“The field is in a much more difficult place for
end-of-life care now,” Back notes. “In the early
days, HIV clinicians thought of themselves as being
in end-of-life care; now there’s a whole generation
of clinicians who have never seen an HIV patient
die.”

The new focus is on controlling a chronic ill-
ness and dealing with the complications of anti-
retroviral therapy, Back says.

“That’s where a lot of the physician interest in
the field has gone, and the people drawn into the
field are interested in that and less interested in
palliative care,” Back says.

The HIV/AIDS workgroup met in 2002 and 2003
and wrote recommendations to the field, address-
ing the unmet needs for palliative care. (See story
about workgroup’s recommendations, p. 131.)

“We were able to create a new kind of cultural
awareness of what palliative care should be now,”
Back notes. “It was an important impetus in the
field to change how people were thinking about
care.”

The workgroup’s efforts also resulted in a
book, titled, Clinical Guide on Supportive and
Palliative Care for People with HIV/AIDS. The
book is available for free through the HRSA
Information Center at (888) 225-4772 or on the
Web site: www.promotingexcellence.org.

As more HIV patients begin to falter while
receiving the potent drug therapies, there’s a
growing recognition that not all patients will
respond to HAART, and this reality opens the
door to palliative care, Back says.

“The other hook for palliative care is that
patients with HIV are very oriented toward com-
fort, and those are the kinds of issues they drive to
some degree,” he says. “It’s related to the side
effects of antiretroviral therapy.”

The HIV field has paid a great deal of atten-



tion to symptom control but, in recent years, it’s
less attuned to the issue of patients having a
lifespan that could be limited, Back notes.

“There is tremendous uncertainty and devel-
opments nobody predicted,” Back says.

HIV clinicians who would like to improve
their care by adding a palliative touch could fol-
low these three strategies, Back suggests:

1. Provide systematic symptom management.
The third chapter in the book, Clinical Guide on

Supportive and Palliative Care for People with
HIV/AIDS, is titled, “Assessment of Physical
Symptoms,” and it asserts that the key to symptom
assessment is a comprehensive approach that
includes having the provider develop an under-
standing of the patient’s current and past illness, as
well as to elicit the details of the distress each symp-
tom causes the patient.1

“This picks up many more issues that otherwise
seem to get missed, Back says. “The things I’m
concerned about are really making sure people
have adequate treatment for pain, and treatment
for pain that takes into account how they want to

manage their pain medications.”
For example, there is a trade-off between seda-

tion and other symptoms, and it’s complex
because patients don’t want to be totally
unaware of their surroundings, Back says.

“So you need to use adjunct pain medications to
make sure they get an adequate amount of pain
control,” he says. “This isn’t an issue with the early
phase of HIV disease, but for people who have a
dropping CD4 cell count and are at the point where
they’re switching regimens and are on their fourth
or fifth antiretroviral therapy, pain is a big issue.”

The fourth chapter of the Clinical Guide focus-
es on pain, citing studies showing that pain
among HIV patients is highly prevalent, diverse,
associated with significant psychological and
functional morbidity, and undertreated.1

Neuropathic pain, particularly from the HIV
therapies, including didanosine, stavudine, and
zalcitabine, is a major problem for HIV patients,
Back notes.

This type of pain occurs in as many as 40 per-
cent of AIDS patients, and its causes might also
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The Promoting Excellence in End-of-Life Care Peer
Workgroup on Palliative and End-of-Life Care in
HIV/AIDS outlined its recommendations for the

field in a 40-page report titled,“Recommendations to the
Field — HIV CAre:An Agenda for Change” that is avail-
able at the Web site: www.promotingexcellence.org.

The workgroup’s basic recommendations are as follows:
• Recognize the importance of concurrent palliative

care with disease-specific treatment in the manage-
ment of HIV/AIDS:

- Paying particular attention to difficult decision making;
and

- Acknowledging the stress this care delivery places
on the patient, family, and staff alike.

• Integrate methods of care that effectively serve a
diverse population of complex patients while receiving
HAART therapy, including:

- Children, adolescents, and people of varied ethnici-
ties; as well as

- Patients who have psychiatric illness, comorbid con-
ditions and/or challenging social and life circumstances.

• Incorporate adaptations of care delivery that reflect
and respond to the specific needs of people in their
own communities.

• Establish and promulgate comprehensive palliative
care guidelines for HIV clinicians to be integrated with the
treatment guidelines put forth annually by the U.S.
Department of Health and Human Services (DHHS).
These guidelines will address symptom control, comfort,
and quality of life.

• Define and create palliative care curricula relevant
to the particular needs of patients with HIV/AIDS.

• Identify through research:
- Methods of symptom management throughout the

continuum of illness; and
- Sentinel events in the trajectory of dying for patients

when HAART fails, or for whom other illnesses such as
liver or renal failure supervene.

• Initiate policies that support the integration of pallia-
tive care into HIV disease management.These policies will:

- Include adequate funding for Ryan White CARE Act
programs, as well as expanded medication coverage;

- Clearly recognize the importance and inclusion of
interdisciplinary teams; and 

- Clarify issues of guardianship and advance care planning.
• Provide adequate funding and payment mechanisms

to support the integration of palliative care into existing
systems of HIV disease-specific care.   ■

HIV/AIDS end-of-life care workgroup’s 
recommendations on palliative care
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be from toxins, such as alcohol; comorbid condi-
tions, including diabetic neuropathy, immune-
mediated inflammatory demyelination, nutrition-
al deficiencies, and viral and non-viral infectious
processes, such as mononeuritis multiplex.1

2. Improve communication with patients.
“Patients need communication from providers

that gives them an open space to talk about their
concerns related to uncertainty or prognosis or
what could happen down the road,” Back says.

“I don’t necessarily think physicians have to do
the whole thing, but it’s very important for them to
initiate it and be a part of it,” Back says. “It’s an
important message that this is something that
shapes the course of care, and that’s why they
need to be involved.”

If physicians do not have conversations with
patients who still are healthy about future prob-
lems that may occur with HIV treatment, then the
conversations will occur too late and be pushed off
onto the social workers, Back says.

3. Help HIV patients plan for the time they
become very ill.

Clinicians should not reserve discussions about
the possibility of treatment failure until the end,
Back says.

“People get uncomfortable with it and put it
off, and that can prevent people from really plan-
ning,” he says.

The end result of not planning is having an
AIDS patient lying in a hospital bed with life sup-
port and little say over what happens in their last
days, Back says.

The palliative approach to this scenario is noted
in the 22nd chapter of Clinical Guide, titled,
“Facilitating the Transition to Home-based and
Hospice Care.”

Clinicians are advised to have advanced end-of-
life planning discussions, including educating
patients and families about palliative care and hos-
pice services. The chapter also suggests that clini-
cians ask some specific open-ended questions,
such as these:

• What has your medical team told you about
your condition? What does this information mean
to you?1

• Tell me about your good days . . . What are
you able to do on those days?1

• What kind of assistance do you need on
days when you do not feel well?1

• What are your most meaningful goals at this
time in your life? Is there anything we can do to
help you achieve them?1

• In the event of your death, is there anyone or
anything that you are worried about?1

Reference
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HRSA/DHHS.

Adherence Strategies

FDA approves ddI 
generic version

The FDA, on Oct. 5, 2006, granted tentative
approval for didanosine (ddI) for Oral
Solution (Pediatric Powder), 10 mg/mL, man-

ufactured by Aurobindo Pharma Limited Inc., of
Hyderabad, India.

This is a generic version of the already-approved
Videx Pediatric Powder for Oral Solution, 10
mg/mL, manufactured by Bristol Myers Squibb.

The application was reviewed under expedited
review provisions for the President’s Emergency
Plan for AIDS Relief (PEPFAR).

“Tentative Approval” means that FDA has con-
cluded that a drug product has met all required
quality, safety and efficacy standards, though it
may not yet be marketed in the U.S. because of
existing patents and/or exclusivity rights.
Tentative approval, however, does make the
product eligible for consideration for purchase
under the PEPFAR program.

Didanosine is a member of the class of drugs
known as nucleoside reverse transcriptase inhibitors
(NRTIs), which help keep the AIDS virus from
reproducing. This antiretroviral drug is intended to
be used in combination with other antiretroviral
agents for the treatment of HIV-1 infection.   ■

■ Behavioral interventions in practice:
study evaluates efficacy of theory-based
interventions

■ Coverage of the IDSA conference:
here is the latest in HIV research

■ Treatment interruption: research
shows it's more common than expected

COMING IN FUTURE MONTHS
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17. The Centers for Disease Control and Prevention
(CDC) revised its HIV testing guidelines to include
which of the following changes?

A. Patients in all health care settings are recom-
mended to be screened for HIV after they’re noti-
fied that testing will be performed unless they
decline.

B. General consent for medical care should be ade-
quate, and separate consent for HIV testing
should not be required.

C. Prevention counseling should not be required
with HIV diagnostic testing or screening in health
care settings.

D. All of the above

18. Using an opt-out HIV testing policy, a Michigan
STD clinic found that what percentage of patients
chose not to take the HIV test?

A. 5 percent
B. 10 percent
C. 33 percent
D. 52 percent

19. Which of the following is a possibility for why
some untreated HIV patients develop dementia
and others do not?

A. There are certain genetic strains of the virus that
are more virulent than others.

B. It may be a host’s genetics which cause certain
individuals to tend to be more susceptible to cen-
tral nervous system disorders.

C. Some people have more virus in their central
nervous system than do other people.

D. Both A and B

20. The CDC estimates that what percentage of peo-
ple living with HIV/AIDS who are eligible for anti-
retroviral treatment are receiving ART?

A. 42 percent
B. 55 percent
C. 76 percent
D. 81 percent
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The CE/CME objectives for AIDS Alert, are to
help physicians and nurses be able to:
• Identify the particular clinical, legal, or 
scientific issues related to AIDS patient care;
• Describe how those issues affect nurses, physi-
cians, hospitals, and clinics;
• Cite practical solutions to the problems associ-
ated with those issues.

Physicians and nurses participate in this medical
education program by reading the issue, using
the provided references for further research, and
studying the questions at the end of the issue.

Participants should select what they believe to be
the correct answers, then refer to the list of cor-
rect answers to test their knowledge. To clarify
confusion surrounding any question answered
incorrectly, please consult the source material.

After competing this activity at the end of each
semester, you must complete the evaluation form
provided and return it in the reply envelope pro-
vided to receive a letter of credit. When your eval-
uation is received, a letter of credit will be mailed
to you. Answers: 17. (d); 18. (a); 19. (d); 20. (b)



Researchers continue to study the use of a
chemoprophylaxis for the prevention of
HIV infection among at-risk groups

around the globe, but the results public health
officials hope to find remain elusive.

A recent study conducted by investigators
with Family Health International of Research
Triangle Park, NC, found a very good safety
profile among the 936 HIV-negative women
enrolled in a 12-month, clinical trial testing teno-
fovir as a daily prophylaxis against HIV infec-
tion. But there were no significant findings
regarding efficacy, says Leigh Peterson, PhD, a
scientist and project leader for the West Africa
Oral Tenofovir Study, which was initiated in
Ghana, Cameroon, and Nigeria.

“We obtained a total of eight seroconversions
during this study out of a projected number of
30,” Peterson says. “We projected 30 based on the
epidemic in a nearby country with a similar pop-
ulation, but it’s really hard to have a very defi-
nite number, and even if you do a study in an
identical population things change over time.”

While the low number of seroconversions was
a positive outcome, there was not a significant
difference between the seroconversions among
the placebo group and the tenofovir group
because the numbers were too small to compare,
Peterson explains.

“There were only two participants who
became infected while on tenofovir, and the
remainder were on placebo,” Peterson says.

Although some might say the number of sero-
conversions on tenofovir was one third of those
on placebo, this could have been the result of
pure chance, she adds.

The trial ran into some difficulties, including
the closing of a couple of sites because of com-
pliance issues and political barriers. Also, the
women enrolled in the trial had a far greater

pregnancy rate than anticipated, and when par-
ticipants became pregnant, they were taken off
the study drug, Peterson says.

The main factor that might have led to an
overall reduced seroconversion rate is the intense
risk reduction counseling, and all participants
were given condoms to use with every act of sex,
Peterson explains.

“Also people who join studies might be differ-
ent from people who don’t join studies, and they
might be people who have a tendency to prac-
tice safer sex,” Peterson notes.

“While this is good news for public health to
have a decreased overall HIV incidence in the
study, relative to what we might have seen
without intensive counseling, what we also did
is we obtained only eight seroconversions
instead of 30,” Peterson says. “So we didn’t
have the information necessary to get a statisti-
cally significant result about whether tenofovir
was effective or not.”

The Centers for Disease Control and
Prevention (CDC) of Atlanta, GA, and the
National Institutes of Health also have ongoing
or planned studies using an oral medication as
a strategy to prevent HIV infection, and FHI is
looking at sites to include in future research on
the topic, Peterson says.

The FHI study was the first one that looked
at people who were not infected with HIV and
were using tenofovir as a prophylaxis, Peterson
says.

Researchers theorize that a chemoprophylax-
is will be most useful in high-risk populations
since studies are focusing on the prevention
method as a daily pill that will need to be taken
indefinitely, she notes.

“If it’s found that tenofovir works as a daily
dose, what we need to do is see if it works for
women when it’s vaginally applied, whether
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daily or coital-dependent,” Peterson suggests.
“There are planned studies to look at a vaginal
gel containing tenofovir.”

Also, there will need to be additional dosing
studies to figure out exactly which populations
might use it as a microbicide.

“What we need to do is find out if it works as
an oral medication taken daily or vaginally, and
how frequently dosing needs to be, and the dif-
ferent types of regimens will be more prevalent
for different populations,” Peterson says.

Another recent study conducted primarily by
CDC investigators looked at the potential impact
of HIV chemoprophylaxis strategies among men
who have sex with men (MSM) in the United
States.1

Researchers are calling strategies that have
HIV-negative, at-risk people taking tenofovir
pills daily a pre-exposure prophylaxis (PREP),
which is similar to what international travelers
frequently take when they are taking anti-
malarial pills while traveling in countries
where malaria is endemic, says Kamal Desai,
MSc, PhD, a research associate with the
Department of Infectious Disease Epidemiology
at the Imperial College London and St. Mary’s
Hospital in the United Kingdom.

The leading candidates for a PREP to prevent
HIV infection are tenofovir and Truvada, which
is a combination of tenofovir and emtricitibine,
Desai says.

“There are clinical trials going on in America,
Peru, and parts of Africa where they are testing
whether a chemoprophylaxis is efficacious in
protecting against HIV infection,” Desai says.
“Those studies may be concluded in 2007 or
2008.”

If the studies show that a PREP for HIV is
efficacious, then that’s where the CDC’s model-
ing study will be relevant because it addresses
the costs and benefits of a PREP.

Since the question of efficacy is unanswered,
the CDC study makes assumptions that a PREP
is efficacious, although not 100 percent effica-
cious since the primate studies have suggested
an efficacy of about 50 percent, Desai says.

The modeling study also makes an assump-
tion about adherence at a population level and
uses a cost of the drug of $14 per daily dose,
based on the current cost of tenofovir in the
United States, he says.

“The cost of the pills amounts to 80 percent of
the entire costs of a PREP program, while the
other costs are support services for participants

in chemoprophylaxis, initial medical screening,
and ongoing medical exams at three-month
intervals, including HIV tests,” Desai says. “A
small number of people would not be eligible
because of some liver conditions.”

Adding the support service costs together, the
study estimates the cost over a five-year period
would be about $5,000 per participant. The cost
of providing a daily pill to 15,000 very high-risk
MSM in New York City, for instance, would
raise the entire program costs to $400 million-
$500 million over five years, Desai says.

“If you look at the HIV infections it would
have prevented, then it can have a cost sav-
ings,” Desai explains. “You’re preventing future
costs related to HIV care in those people in
whom infection has been prevented.”

Even at a 50 percent efficacy rate, with 50 per-
cent adhering to the daily pill regimen, then
there would be 1,600 to 1,700 HIV cases pre-
vented over five years, Desai says.

“Then combine that with the costs and you
find a cost-effectiveness ratio of $12,000 per
quality-adjusted life years,” Desai says. “As a
general rule, if that cost per life year that you
buy falls under $50,000, it’s considered an okay
investment.”

The key to a PREP success would be to target
only high-risk populations because this is not
the same as a vaccine or male circumcision,
which has proven to be highly efficacious,
Desai says.

“So you have to see this in the right context,”
he adds. “This may serve as a kind of stop-gap
until other interventions that are better and more
effective can be found.”

The PREP’s risks are that the drug is not per-
fect, and it may result in some people becoming
infected and continuing to take the drug for
some months before they learn their infected,
Desai explains.

“And for that period of time they’re taking
tenofovir, they’re effectively on monotherapy,
and this opens the door to emergence of drug-
resistant virus that can be transmitted to other
people in the population,” Desai says. “This is
a concern; even if the drug were very effica-
cious, I would be watchful for HIV strains
resistant to tenofovir.”

Peterson says that follow-up results from
one of the two women who had used tenofovir
as a PREP and then became HIV infected, did
not show evidence of resistance mutations.

“Further research will be done on her, as well
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as on the second woman,” Peterson says. “It’s
important to look at this, but it’s not going to
tell us a whole lot because we only have two
cases.”

Another factor to consider with using a PREP
is that it could have just enough impact on a
high-risk population to decrease overall preva-
lence, but not to eradicate it, and this means
there will remain a need for risk-reduction
counseling and other prevention messages,
Desai says.

While the PREP might not be enough to stop
the epidemic, it could have a cascading effect
that will indirectly lead to a weakening in the
chain of transmission, Desai says.   ■
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CDC’s global AIDS outlook
gives preview of WHO report
Prevalence declines in some hot spots

Africa remains the hardest hit of the world-
wide HIV/AIDS pandemic, accounting
for 64 percent of all people living with

HIV/AIDS, while only having 10 percent of the
world’s population, an expert says.

“But there is some good news as far as looking
at trends in HIV prevalence, and there have been
some declines in countries such as Kenya,
Zimbabwe, urban areas of Burkina Faso, and
Uganda,” says Theresa Diaz Vargas, MD, MPH,
branch chief for epidemiology and strategic
information branch of the division of global
AIDS at the Centers for Disease Control and
Prevention (CDC) of Atlanta, GA.

The CDC’s report about the global HIV/AIDS
pandemic, published in the Morbidity and
Mortality Weekly Report (MMWR) in August,
2006, notes that while HIV incidence and HIV-
related sexual risk behaviors have decreased in
those countries, AIDS death rates continue to
rise.1

“When looking at these declines, we’re look-

ing at a national level, so it represents all of the
collective activities that are occurring in the
country,” Vargas says. “It’s hard to say whether
it was a specific program or activity or some-
thing else going on that has caused the
decline.”

However, there is evidence, especially in
Kenya, of declines in the initiation of sexual
intercourse, and there is evidence of a decrease
in the number of sex partners, as well as an
increase in condom use, Vargas notes.

“But as I said before, we’re looking at nation-
al data, the collective measure of everything
going on in the country,” she adds. “So if things
like mortality have increased and, subsequent-
ly, people have died and that results in lower
prevalence, or if people are migrating out of the
country, then we can’t say these are evidence of
a decline in HIV infection.”

Even data on death rates are not precise

“There is evidence of increasing mortality
because of more people being HIV infected
over time,” Vargas says. “But these are only
estimates based on HIV prevalence; we don’t
have good vital statistics.”

The MMWR report states that in Asia the
adult HIV prevalence is lower than in sub-
Saharan Africa, and that the epidemic primarily
is the result of high-risk behaviors among injec-
tion drug users, men who have sex with men
(MSM), and sex workers.1

“For the Asian region, despite HIV being in
that area for a long time, it seems to have con-
centrated in high-risk populations such as MSM,
IDUs, and commercial sex workers, and so it’s
important that prevention activities are geared
towards those groups that are more at risk,”
Vargas says.

The vast majority of the 8.3 million people
who are infected with HIV in Asia live in India,
which accounts for 5.7 million infected, and
about 80 percent of the HIV infections in India
are from heterosexual contact.1

In both India and Thailand, there is evidence
of HIV prevalence declining among some pop-
ulations. In India, some recent data from four
states shows a decline among young pregnant
women from 2000 to 2004, and in Thailand,
HIV prevalence among pregnant women has
been cut in half between 1995 and 2003.1

The same trend, however, cannot be seen
among Thailand’s MSM population, which

November 2006 / Supplement to AIDS ALERT ® 3



4 Supplement to AIDS ALERT ® / November 2006

showed an increase from 17 percent HIV preva-
lence in 2003 to 28 percent in 2005.1

“The good news is we’ve dramatically
increased the number of people in treatment
around the world,” Vargas notes. “The number of
people who have received antiretroviral treat-
ment increased from 400,000 in December, 2003,
to 1.3 million by December, 2005.”

A large proportion of that increase is due to the
President’s Emergency Plan For HIV/AIDS Relief
(PEPFAR) initiatives that have supported more
than 550,000 people on antiretroviral treatment in
15 countries, Vargas says.

“Most of these countries are in Africa, with two
in the Caribbean -- Haiti and Guyana -- and
Vietnam in Asia,” Vargas says.

Other global initiatives that have improved
access to ART are the Five Initiative and the Global
Fund, Vargas says.

As HIV-infected people globally live longer
because of antiretroviral treatment, it will be very
important to study whether prevention services
and programs work to keep HIV infection rates
from rising, Vargas says.

“From my understanding, there is going to be
funding directly toward that from PEPFAR and, I
assume, other organizations, but I don’t have the
specifics,” Vargas says.   ■

Reference:
1. The Global HIV/AIDS Pandemic, 2006. MMWR.

2006;55:841-872.

Figure 

Estimated percentage of adult population• living with HIV infection, by country — worldwide, 2005••

Source: Joint United Nations Programme on HIV/AIDS (UNAIDS). 2006 report on the global AIDS epidemic. Geneva, Switzerland: UNAIDS, 2006.
Available at  http://www.unaids.org/en/hiv_data/2006globalreport/default.asp
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