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Structured or Strategic Treatment 
Interruptions (STIs) are defi ned as 
one or more cyclical interruptions 

in antiretroviral therapy (ART) that are 
planned with timing pre-specifi ed ideally, 
although occasionally patients take their 
own unplanned STIs.  A term patients 
often use is “drug holiday.” This approach 
to therapy has been evaluated with the 
hope of decreasing time on drug, therefore 
decreasing drug toxicities and costs. Mul-
tiple studies have evaluated their use in 
both acutely infected patients and those 
with chronic HIV infection. There are hun-
dreds of studies addressing this subject 
and this article reviews merely a few of 
the more recent and/or relevant studies 
dealing with the use of STIs in chronically 
infected patients.
 STIs in research are usually classifi ed 
as either timed-cycle STIs, where a prede-
termined amount of time off ART is then 
followed by resumption of ART with close 

monitoring of viral and immunologic 
parameters such as HIV viral loads and 
CD4 counts, or strategies where ART is 
stopped for a duration of time guided by 
the patient’s CD4 count.1  Another term 
for the second strategy is “pulse” therapy.
 The fi rst success with an STI was re-
ported by Lisziewicz in 1999 and involved 
a German patient who was taken off ART 
due to complications.  The patient, who 
had two STIs, developed a very strong 
response in his antiviral HIV-1 specifi c 
immune response and was able to stop 
therapy after the second STI.2   For an 
excellent comprehensive summation of 
many of the subsequent studies, please 
refer to the review by The Cochrane Col-
laboration from 2006.1

 Previous randomized controlled 
timed-STI cycle studies in chronically 
infected patients have shown either a de-
cline in HIV-specifi c CD4 cells or no evi-
dence of signifi cant virologic or immuno-
logic benefi t.3-8  Of concern, these studies 
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 Over a year has passed since the 
media frenzy and ensuing legal battle 
over Theresa “Terri” Schiavo, the wom-
an who became a household name in 

March 2005. In the event anyone has 
forgotten, Schiavo collapsed in 1990 
from what doctors suspect was a potas-
sium imbalance.1  She suffered severe 
brain damage, and lapsed into a “persis-
tent vegetative state,”2 according to sev-
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STIs should probably always be avoided if regimen is NNRTI based

have shown some development of 
resistance, especially when the pa-
tient was on an ART regimen con-
taining a non-nucleoside reverse 
transcriptase inhibitor (NNRTI).  
One study by Garcia (2003) with 
20 participants contained an 
intervention arm where hydroxy-
urea was added to ART therapy 
and given during fi ve timed STI 
cycles.  This study showed that 
eight/nine participants in the 
intervention arm had viral sup-
pression to < 5000 copies/ml at 
52 weeks, whereas those who were 
on ART alone had only four of ten 
participants with viral suppression 
at 52 weeks.9  A more recent study 
(n=68) using hydroxyurea during 
STIs in primary HIV infection did 
not show this effect but instead 
showed a deleterious effect of the 
use of hydroxyurea with CD4 cell 
increases signifi cantly blunted in 
the hydroxyurea group.10

  Randomized controlled tri-
als of CD4-guided STIs have also 
been reported since 2003.  The 
fi rst of these, the STACCATO trial, 
consisted of three arms: “week 
on week off (WOWO)” cycling, a 
CD4-guided arm, and a continu-
ous ART arm.  The fi rst arm was 
discontinued early secondary to a 
higher virologic failure rate (53%) 
but there were no reported fail-
ures in the CD4-guided arm. Of 
concern was an increased rate of 
grade 3 or grade 4 events in the 
CD4 arm (46% vs 65% vs 44% 
respectively).11-13  The BASTA study 
used a CD4-guided strategy in 69 
patients with viral suppression 
and high CD4 counts (CD4 > 800).  
At 64 weeks, there was no differ-

ence in participants with CD4 
count < 400 as compared to the 
control group, although the main 
predictor for a signifi cant decline 
in CD4 count was the nadir CD4, 
with greater viral rebound and 
greater cell loss in those with 
lower nadirs.14

 The largest study to assess 
the effectiveness of CD4-guided 
STIs in chronically infected 
patients was stopped in Janu-
ary 2006.  The Strategies for 
Management of Antiretroviral 
Therapy (SMART) study was a 
multi-national study carried out 

by the Community Programs for 
Clinical Research on AIDS (CP-
CRA) in collaboration with Re-
gional Coordinating Centers in 
Copenhagen, London, and Sydney 
that enrolled patients with CD4 
counts > 350 cells/mm3.  The 
patients were randomized into 
either the Viral Suppression (VS) 
Strategy arm or the Drug Con-
servation (DC) Strategy arm.  The 
VS arm assessed the use of ART 
to maintain viral load as low as 
possible throughout follow-up as 
compared to the DC arm, which 
stopped or deferred ART until the 
CD4 count dropped below 250 
cells/mm3. The episodic ART was 

given based on CD4 cell count 
to increase counts to > 350 
cells/mm3 at which point ART 
was again stopped. The planned 
enrollment was for 3000 patients 
per arm with an eight-year-av-
erage follow-up.  The primary 
endpoint was HIV clinical dis-
ease progression or death and 
the other key endpoints included 
severe complications such as 
cardiovascular or renal or hepat-
ic problems. 33 countries were 
involved with a total of 318 sites.  
 The study was halted on Jan-
uary 11, 2006. Total enrollment 
at that time was 5472.  The aver-
age age at baseline was 46 years 
old and the demographics of par-
ticipants included 27% women 
and 30% blacks.  The median 
baseline CD4 was 596 versus 
599 (DC arm versus VS arm) 
with a median CD4 nadir of 250 
versus 252. Similar demograph-
ics were also found in HIV RNA < 
400 c/ml (71.0% vs 70.8%), prior 
clinical AIDS diagnosis (24.7% 
vs 23.4%), ART naivity (4.5% vs 
4.8%), years of prior ART (six 
years for both).  When it was 
found that the primary endpoint 
of clinical disease progression or 
death was signifi cantly higher 
in the DC group than in the VS 
group (3.7 vs 1.5 events per 100 
person-years;  RR 2.5 (1.8, 3.6) 
with p < 0.0001), enrollment 
in the study was halted. When 
individual groups were analyzed, 
it was found that men in the DC 
group had a 2.3 relative risk for 
the primary endpoint and wom-
en a relative risk of 3.4.  Blacks 
were also at higher risk (RR 
3.6) as compared to non-black 
participants (RR 2.0).  The rise 



3HIV Clinician • Summer 2006

▲▲▲

Earn your CEs 
at Delta AETC’s
HIV Clinical
Preceptorships
For physicians, nurse 
practitioners, physician assistants:
CARE AND MANAGEMENT OF 
THE PATIENT WITH HIV DISEASE
A 2-day clinical course with curricu-
lum developed by LSUHSC Infectious 
Diseases faculty. This program is 
held twice a year in New Orleans. 

For nurses and clinical service 
providers:
COMPREHENSIVE 
MANAGEMENT OF THE PATIENT 
WITH HIV DISEASE
A 3-day clinical training and skills-
building course in HIV disease. This 
program is held twice a year in New 
Orleans. 

For HIV-experienced physicians, 
nurse practitioners, physician 
assistants:
ADVANCED CARE AND 
MANAGEMENT OF THE PATIENT 
WITH HIV DISEASE
A 2-day clinical course for clinicians 
who have taken previous courses. 
This program is held once a year in 
New Orleans.

Multidisciplinary:
COMPREHENSIVE MANAGEMENT 
OF HIV DISEASE
A 2-day clinical course for physi-
cians, dentists, pharmacists, nurses. 
This program is held twice a year in 
Jackson, Mississippi.

By request:
INDIVIDUAL CLINICAL 
PRECEPTORSHIPS IN ARKANSAS
To request a preceptorship, contact 
Derrick Newby at 870-535-3062.

SEE BACK COVER FOR DATES 
AND CE INFORMATION.

in relative risk did not decrease 
with those participants who had 
higher baseline CD4 counts nor 
did it correlate with the nadir 
CD4 counts (RR 2.9 for those 
with nadir < 50 as compared to 
RR 2.6 for those with nadir CD4 
> 400).  The fi ndings showed that 
the Drug Conservation (or STI) 
strategy, as compared to the Vi-
ral Suppression strategy, showed 
an increased risk for HIV disease 
progression or death; death; seri-
ous HIV disease progression; and 
severe complications (cardiac, 
renal, or hepatic).15

 There are defi nitely both 
risks and benefi ts to the use of 
STIs.  During STIs, there may be 
signifi cant viral rebound lead-
ing to viral rebound syndrome 
that may resemble acute retrovi-
ral syndrome, including aseptic 
meningitis, an increased risk of 
transmission of the virus, and 
possibly a reseeding of viral 
reservoirs.  Viral suppression 
generally occurs after re-initiat-
ing therapy but there are also 
reports of viral mutations pre-
senting, especially after the use 
of NNRTIs.  There frequently will 
be a loss of peripheral CD4 cells 
that can often be predicted by 
the nadir CD4 count, although 
the recent SMART study may 
refute this fi nding. Opportunis-
tic infections have been reported 
in timed-cycle STI trials but 
not CD4-guided STI trials.  The 
SMART study has clearly shown 
in a large group of patients that 
a CD4-guided STI strategy has 
an increased risk of signifi cant 
disease progression or death and 
should be used very cautiously 
if at all in chronically infected 
patients.  A large randomized 
similar trial is necessary using a 
timed-cycle approach with prote-
ase-inhibitor based regimens to 
see if there is any true benefi t or 

signifi cant drawback to this ap-
proach.  STIs should probably al-
ways be avoided if the patient is 
on an NNRTI-based regimen, due 
to the long half-life of the NNRTI 
giving an increased chance of 
development of resistance with 
subsequent loss of the class.❖
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Consent statutes delineate who makes end-of-life decisions
Advance directives, from page 1

eral neurologists.  After a long, 
bitter, and widely publicized legal 
battle between Michael Schiavo, 
Theresa’s husband, and the 
Schindlers, her biological family, 
Michael Schiavo obtained a court 
order from the Circuit Court for 
Pinellas County, Florida, Pro-
bate Division, to have Theresa 
Schiavo’s nutrition and hydra-
tion tubes removed on March 
18, 2005.3  A mesmerized nation 
watched as Michael Schiavo, the 
Schindlers, and the judicial and 
legislative branches of the United 
States government struggled 
over the fate of Theresa Schiavo.  
Theresa Schiavo died on March 
31, 2005, thirteen days after her 
nutrition and hydration tubes 
were removed following the court 
order.4  

Who decides?
 The removal of Theresa 
Shiavo’s nutrition and hydration 
tubes sparked a national debate 
over issues of life and death.  
One of the most controversial 
issues in the Schiavo case was 
the struggle between Theresa 
Schiavo’s biological family and 
her husband over the authority 
to make medical decisions for 
her in the absence of an advance 
directive. 
 Advance directives are legal 
documents in which patients 
express their wishes about the 
kind of health care they want 
to receive should they become 
unable to make their own treat-
ment decisions; note that these 
documents may be called differ-
ent names in different states.5  

In the absence of such docu-
ments, all states have some form 
of medical consent statutes that 
provide guidance as to who can 
make these decisions.  
 In Louisiana, if an adult is 
too incapacitated to make medi-
cal decisions for him/herself, 
then the decision is made by 
the person’s spouse, unless the 
parties are judicially separated. 
If the person is unmarried, then 
the decision is made by an adult 
child. If the patient has no adult 
children, parents are to decide. 
If the parents are deceased, 
then siblings make the deci-
sions. Finally, if the patient has 
no siblings, the patient’s other 
ascendants or descendants (like 
grandparents or grandchildren) 
have the right to make deci-
sions.6 If there is more than one 
person in any of these classes 
(for example, if both parents are 
alive, or the patient has several 
brothers and sisters), then the 
decision must be made by all 
available members of that class.7  
Note that the Louisiana statute 
does not provide a mechanism 
for resolving confl icts when the 
family members cannot unani-
mously agree.
 In Mississippi, the order of 
priority for a medical decision-
maker is the adult patient’s 
spouse, unless legally sepa-
rated, an adult child, a parent, 
or an adult brother or sister.8  In 
contrast to Louisiana, the Missis-
sippi law has a specifi c provision 
for majority rule in the event not 
everyone can agree.  Mississippi 
also prohibits appointing as the 
medical agent anyone who is an 
owner, operator, or health care 

employee at the facility where the 
patient is receiving care, unless 
the medical agent is related by 
blood, marriage, or adoption.9  
Thus, a patient may not name an 
attending physician as a medical 
agent, even if the patient has no 
living relatives or friends.  
 In Arkansas, if an adult 
patient does not have a valid 
declaration or health care agent, 
then the order of priority for a 
medical decision-maker is the 
patient’s spouse, the patient’s 
adult child (and if there is more 
than one, then a majority vote), 
the parents, an adult sibling (if 
there is more than one, then a 
majority vote), persons standing 
in loco parentis to the patient, or 
a majority of the patient’s adult 
heirs at law who participate in 
the decision.10  Arkansas, unlike 
Louisiana and Mississippi, does 
not specify whether the patient’s 
spouse may make medical deci-
sions for the patient if they are 
legally separated.

Get it in writing    
 Medical consent statutes are 
extremely important because 
they delineate who makes end-
of-life decisions for the patient.  
The struggle between the two 
families in the Schiavo case pos-
sibly could have been alleviated 
with the existence of an advance 
directive.  There are two types of 
advance directives: (1) a durable 
power of attorney for health care 
and (2) a living will.  
 A durable power of attorney 
for health care, sometimes called 
a durable medical power of attor-
ney, allows the patient to desig-
nate a spokesperson during the 
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patient’s period of incompetence.  
It is not necessary for a person 
to be suffering from a terminal 
illness or to be in an irrevers-
ible coma for the medical agent 
to be authorized to make deci-
sions.  In contrast, a living will 
is an individual instruction with 
regard to artifi cially prolonging 
the patient’s life.  Living wills are 
also commonly referred to as “Do 
Not Resuscitate,” “Right to Die,” 
or “Natural Death” documents.11  
Unlike the durable power of at-
torney for health care, the living 
will applies only when two doc-
tors determine that the patient is 
suffering from either a terminal 
illness or an irreversible coma, 
and is unable to make decisions 
for him/herself.  The living will 
cannot be used if the patient is 
capable of making health care 
decisions. 

What treatment does a medical 
power of attorney cover?
 In Louisiana, Arkansas, and 
Mississippi, a medical power of 
attorney covers any care, treat-
ment, service, or procedure to 
maintain or diagnose a patient’s 
physical condition.12 In Arkan-
sas and Mississippi, the laws on 
durable powers of attorney for 
health care defi ne health care 
as both physical and mental 
health treatment.13 However, 
Louisiana has a special statute 
allowing advance directives for 
mental health treatment.14 Under 
the Louisiana statute, the pa-
tient may set forth instructions 
regarding mental health treat-
ment in the event the patient is 
incapable of making his/her own 
health care decisions, and men-
tal health treatment is neces-
sary. This statute provides rather 
strict rules for a mental health 
power of attorney (for example, a 
physician must certify that s/he 

has discussed the options for 
treatment with the patient), and 
thus brings into question wheth-
er a general health care power of 
attorney can be used for mental 
health treatment in Louisiana.15

Recent developments
 The surge of interest about 
advance directives that followed 
the Schiavo case prompted many 
states to initiate or amend legis-
lation.  According to the Health 
Policy Tracking Service, more 

than 100 bills involving living 
wills and advance health care 
directives were proposed in the 
state legislatures of 30 states 
in 2005.16 Several states chose 
to tailor the bills to the circum-
stances of the Schiavo case, 
while others simply attempted 
to clarify ambiguous portions of 
preexisting advance directives 
statutes.  In the Delta region, 
two states signifi cantly amended 
their statutes last year.

New Louisiana legislation 
regarding Advance Directives
 The Human Dignity Act (Act 
Number 447), which began as 
House Bill Number 675, was 
signed by Louisiana’s governor 
on July 11, 2005.17  This new 
legislation is eerily similar to the 
facts surrounding the Theresa 
Schiavo case.  Act Number 447 

changes Louisiana’s previous 
living will statute signifi cantly in 
terms of the defi nition of spouse, 
and whether or not nutrition and 
hydration tubes should be con-
sidered artifi cial means.  
 The Act defi nes a spouse as 
“a person who is legally mar-
ried to the qualifi ed patient but 
does not include a spouse who is 
judicially separated from the pa-
tient, is cohabited with another 
person in the manner of married 
persons...”18 The marital status 
portion of the amendment is sig-
nifi cant; a spouse must be some-
one who is legally married to the 
patient.  In this respect, Act 447 
does not considerably change 
the law; it is well settled that 
those in relationships outside 
of marriage have no statutory 
authority to make medical deci-
sions for their respective spouses 
unless there is a declaration.  
Act 447 has signifi cant implica-
tions for those who are legally 
married in particular situations.  
A person who is separated from 
the patient or cohabited with 
another person in the “manner 
of married persons” would not be 
considered a spouse under this 
Act.19  With regard to the Schiavo 
case, this amendment would 
have prevented Michael Schiavo 
from making medical decisions 
for his wife because he was living 
with a woman and had children 
with her.
 Moreover, Act 447 changes 
Louisiana living wills consider-
ably with respect to whether 
or not nutrition and hydration 
should be deemed life-sustaining 
procedures.  Specifi cally, now 
patients must initial one of two 
options:  1) That all life-sustain-
ing procedures, including nutri-
tion and hydration, be withheld 
or withdrawn so that food and 
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water will not be administered 
invasively, or 2) That life-sus-
taining procedures, except nutri-except nutri-except
tion and hydration, be withheld 
or withdrawn so that food and 
water can be administered inva-
sively [emphasis added].21  The 
amendments are noteworthy 
because now the patient must 
directly state that nutrition and 
hydration should be removed 
with other life-sustaining proce-
dures. Prior to the amendments, 
the statute permitted patients to 
make a blanket election that life-
sustaining procedures be with-
held or withdrawn.
 Effective August 15, 2005, 
Act 447 states that any declara-
tion executed prior to that date, 
which does not contain an option 
to specifi cally initial a choice re-
garding nutrition and hydration, 
will not be found invalid for that 
reason, nor will it be presumed 
that the declarant desires the 
administration of nutrition and 
hydration.20  Note that the living 
will could still be deemed invalid 
for other reasons. In addition, 
the last clause of Act 447 law 
provides that any ambiguity in 
the statute shall be interpreted 
to preserve life, because “human 
life is of the highest and ines-
timable value through natural 
death.”21  
 While the amendments ad-
opted in Act 447 have changed 
living wills considerably, Louisi-
ana Senate Bill 40 would have 
been even more dramatic if ad-

opted. Urged by Theresa Schia-
vo’s brother, Bobby Schindler, a 
Louisiana Senate panel proposed 
Senate Bill 40, which would have 
required keeping incapacitated 
patients alive unless their living 
wills specifi ed that the patients 
did not want nutrition or hydra-
tion tubes. However, the bill was 
amended in committee before it 
passed to require the state to pay 
medical costs accumulated in 
providing the patient with nutri-
tion and hydration if the pa-
tient’s family was unable to pay.  
Senate Bill 40 was sent back to 
die in committee without being 
enacted, probably due to fi scal 
concerns. 

Arkansas legislation
 The Arkansas Legislature 
contemplated issues involving 
advance directives prior to the 
Schiavo case, as evidenced with 
its Rights of the Terminally Ill 
or Permanently Unconscious 
Act,22 which went into effect on 
July 16, 2003. The Act allows 
the patient, via a living will, to 
direct the physician to withhold 
or withdraw life-sustaining treat-
ment not necessary to provide 
comfort care, or to appoint a 
health care agent to make life-
sustaining treatment decisions. 
Under the Act, life-sustaining 
treatment is defi ned as “any 
medical procedure or interven-
tion that, when administered to a 
qualifi ed patient, will serve only 
to prolong the process of dying 
or to maintain the patient in a 
condition of permanent uncon-

sciousness.”23 However, like the 
new Louisiana law, the Arkansas 
legislation has special provisions 
for nutrition and hydration. A 
patient may initial the portion of 
the living will indicating that nu-
trition should be withheld, but 
only after consulting with the at-
tending physician.24 There is an 
identical clause regarding hydra-
tion, which is separate from the 
nutrition clause. On the other 
hand, the law does not require 
the patient to consult with the 
attending physician in order to 
direct that nutrition or hydration 
not be withheld. 
 Similar to Louisiana’s Act 
447, the statutory construc-
tion of Arkansas’s Rights of the 
Terminally Ill or Permanently 
Unconscious Act is such that 
nutrition and hydration are not 
necessarily deemed life-sus-
taining treatments.  This broad 
defi nition of life-sustaining treat-
ment seems to encompass nutri-
tion and hydration; the adminis-
tration of such could both “serve 
only to prolong the dying pro-
cess” or “maintain the patient in 
a condition of permanent uncon-
sciousness.” Nevertheless, the 
aforementioned Act setting forth 
the requirements for a living will 
expressly separates the nutrition 
and hydration directives from 
the life-sustaining treatment 
directive.

Mississippi legislation  
 Mississippi Senate Bill 2420 
was approved by the governor 
on April 4, 2005.25 The new 
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law amended the 1972 Lindsay 
Miller-Beth Finch Organ Recov-
ery Act, a law that required every 
licensed acute care hospital in 
Mississippi to have a protocol 
for identifying potential organ 
donors, including a procedure 
for family consultation. While 
this portion of the Act remains 
unchanged, the 2005 amend-
ments make clear that declara-
tions by the organ donor through 
a will, Durable Power of Attorney 
for Health Care, Living Will, or 
Mississippi’s Anatomical Gift Law 
are exempt from family consulta-
tion. Thus, an individual’s deci-
sions recorded in one of these 
documents takes precedence 
over any decision by family mem-
bers.26   
 Part 2 of the 1972 Lindsay 
Miller-Beth Finch Organ Recov-
ery Act was not affected by the 
2005 amendment. Part 2 allows 
the patient to give his/her medi-
cal agent the authority to make 
end-of-life decisions.27 If the 
patient does not want to give the 
medical agent this authority, the 
patient may give specifi c direc-
tions with respect to life-sus-
taining treatment.  Under Part 
2(6), the patient has the choice 
of whether or not to prolong life, 
while Part 2(7) contains specifi c 
instructions regarding artifi cial 
nutrition and hydration.28  If 
the patient chooses not to have not to have not
his/her life prolonged under 
2(6), then Part 2(7) mandates 
the withdrawal of nutrition and 
hydration unless the patient spe-
cifi cally requests it.  Similarly, 
if the patient chooses to have 
his/her life prolonged under Part 
2(6), then Part 2(7) requires the 
administration of nutrition and 
hydration unless the patient 
directs that nutrition and hydra-
tion should be withdrawn.29 The 
language of this portion of the 

Act is signifi cant when compared 
to Louisiana and Arkansas stat-
utes, because it presumes that a 
patient who wants life-sustain-
ing treatment withdrawn would 
also want nutrition and hydra-
tion withdrawn, and vice versa.  
In this respect, the Mississippi 
law suggests that nutrition and 
hydration is life-sustaining treat-
ment, which is in direct con-
travention to the Louisiana and 
Arkansas statutes as they now 
stand.  

Conclusion
 The Theresa Schiavo case 
generated newfound interest 
in advance directives.  Issues 
involving advance directives are 
pertinent to patients who are 
infected with HIV/AIDS because 
they may become seriously ill 
earlier in their lives as compared 
to those without the virus. Clini-
cians should encourage their 
clients to consider advance direc-
tives, preferably when they are 
in good health, to avoid potential 
nullity of the directives.  HIV-
associated dementia presents 
issues of competence, which may 
become especially important with 
regard to advance directives. Par-
ticularly in Louisiana, where the 
relevant law requires that ambi-
guities be resolved in favor of life, 
a client in extremis who executes 
a living will that rejects hydration 
and nutrition may have his/her 
wishes thrown into question due 
to issues of competency. More-
over, clinicians in Louisiana and 
Arkansas should be prepared to 
discuss nutrition and hydration, 
since the laws in those states 
require that the issues be specifi -
cally addressed by the patient. 
 Thus, while advance direc-
tives do not solve all of the poten-
tial complications with respect 

to end-of-life decisions, they can 
provide safeguards to ensure the 
patient’s wishes are carried out.❖

Linton Carney is Executive Director 
and Lisa Mirman is Staff Attorney of 
AIDSLaw of Louisiana, Inc. Lisa Thom-
bley, a recent graduate of the Loyola 
Law School who is presently pursuing 
a Masters in Public Health, was a law 
clerk at AIDSLaw during the summer 
of 2005.
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M. Eve Baskerville, MSN, APRN, 
CNS, ACRN

 Community-acquired methi-
cillin-resistant staphylococcus 
aureus (CA-MRSA) is a pathogen 
that is spread by direct contact. 
It can thrive on the immunocom-
promised host and be cultured 
in persons living with HIV/AIDS 
who have skin and soft tissue 
infections (SSTIs) that would be 
considered trivial in other people.  
It is sometimes the AIDS- or HIV-
related symptom that triggers the 
initial access to  health care. 
 CA-MRSA is ugly and it hurts.  
It can be a rosacea-like facial rash 
with unsightly pustules accompa-
nied by a CD4 count below 50 and 
a viral load above 100,000, as in 
one actual case that was success-
fully treated with Benzaclin and, 
of course, antibiotic prophylaxis 
for pneumonia and Mycobacterium 
avium complex (MAC), as well as 
a HAART regimen. The patient 
continues to do well three months 
later.  

Epidemiology
 CA-MRSA has become more 
recognized as a community-ac-
quired pathogen causing primary 
infections in healthy children and 
adults since the 1980s.  About 
20 years ago, CA-MRSA infec-
tions were fi rst noted in the IVDU 
population in Detroit (Chambers, 
2001). In 1999, the deaths of four 
healthy children brought CA-
MRSA to national attention (CDC, 
1999). More recently, it has been 
identifi ed in specifi c populations 
such as inmates, Native Ameri-
cans, military recruits, homeless 
youth, and competitive athletes 
(Tufts and Harman, 2006) and has 

Nursing

Community-acquired pathogen can signal need for HIV test
emerged as a worldwide problem 
(Vandenesch et al, 2003).   Older 
CA-MRSA patients tend to be poor, 
addicted, and/or chronically ill 
with diabetes or AIDS (Frazee, et 
al, 2005)      

Pathophysiology
 CA-MRSA infections are ge-
netically distinct from typical 
nosocomial MRSA infections.  The 
Panton-Valentine Leucocidin (PVL) 
gene is responsible for production 
of a toxin which can cause necrosis 
of the skin or severe necrotizing 
pneumonia. (Naimi, 2003.)  Fur-
ther, CA-MRSA infections are usu-
ally resistant only to beta-lactams, 
and usually only cause SSTIs, 
whereas hospital-acquired MRSA 
(HA-MRSA) is multi-drug resistant, 
causes much more serious infec-
tions and must be treated with 
vancomycin or alternately linezolid  
(Aberg, et al, 2006). 

Related factors
 Related factors in primary 
infections include poor hygiene, 
minor trauma, or diminished skin 
integrity, which is so often found 
in AIDS-related dermatoses such 
as eosinophilic folliculitis, derma-
tophytes, psoriasis, or eczema.  
Therefore, treatment should in-
clude bathing and shampooing  
with antibacterial cleanser, the 
usual skin protective precautions 
recommended with pruritis, and 
remoisturization. Adequate oral 
liquids during summer months are 
essential.  
 Recurrent hidradenitis suppu-
rativa is not considered an oppor-
tunistic infection, however it might 
serve as a red fl ag for early  detec-
tion of  HIV if it raises the index 

of suspicion of the primary care 
provider who questions immuno-
suppression in a patient, espe-
cially if a high risk profi le exists. 
Rarely do oral antibiotics without 
incision and drainage clear this 
infection and often removal of the 
apocrine sweat glands must be 
accomplished to prevent further 
infection. The surgery referral is 
almost a refl ex, but fi rst there 
should be further investigation 
into constitutional symptoms, as 
well as an HIV test.  

Symptoms and complications
 Patients with CA-MRSA will 
often present with the chief com-
plaint of “spider bite.” This will be 
based on a lesion which is sur-
rounded by bright erythema and 
tenderness. There may be a cen-
tral pustule as well. Depending on 
the degree of immunosuppression, 
the lesion will rapidly progress 
to form an abscess and cellulitis.  
There may have been preceding 
red lesions which hurt or itched. 
The surface is usually intact. In 
follicular pustules, a tiny central 
pustule may extend below the 
surface forming abscesses or, in 
rare cases, violaceous hidradeni-
tis-like plaques with pus-fi lled 
pockets of scar tissue caused by 
excoriations that may obscure the 
primary lesions.    
 If patients are experiencing 
fl u-like symptoms, followed by 
rapid progression of blistering 
necrosis, pain, and systemic toxic-
ity, they should be referred to the 
emergency department with a 
possible diagnosis of necrotizing 
fasciitis. CA-MRSA has the poten-
tial to cause this life-threatening 
complication. MRSA also occurs 
in mastitis, wound infections, and 
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Community-acquired pathogen can signal need for HIV test
pyodermas. Complications of skin 
and soft tissue infections with 
untreated or incorrectly treated 
MRSA include bone and joint in-
fections. Septicemia and endocar-
ditis associated with high mortal-
ity have been diagnosed in IV drug 
users. There is not always a focus 
of infection in such cases (Aberg, 
2006). Hospitalization is indicated 
when systemic toxicity accompa-
nies staphylococcal skin infection, 
or if the infection is advancing or 
other complications exist such as 
necrotizing fasciitis or compart-
ment syndrome.  

Differential diagnosis
 The following list will provide 
a guide to help differentiate skin 
lesions. Testing will help establish 
it further. 
-Fungal lesion
-Eosinophilic folliculitis 
-Herpes simplex, herpes zoster
-Cutaneous hypersensitivity reac-
tion to drugs
-Deep vein thrombosis in calf, 
swelling with cellulitis
-Syphilis
-Pyogenic granuloma
-Angiosarcoma
-Kaposi sarcoma 
-Bacillary angiomatosis

Treatment
 MRSA is characteristically 
resistant to all beta-lactam an-
tibiotics, including penicillins, 
cephalosporins and carbapen-
ems. Community-acquired MRSA 
is usually sensitive to tetracy-
clines, rifampin, quinolones,  
and  clindamycin. Trimethoprim-
sulfamethoxazole is often active 
against MRSA as well, but usually 
reserved for less serious infec-
tions. Any lesion larger than 5.0 
cm in diameter should be incised 
and drained and sent for Gram 
stain and culture and sensitivity. 

To reduce recurrence of CA-MRSA 
infection, several effective strate-
gies exist: 
• Treatment may be augmented 

with mupirocin ointment, ad-
ministered intranasally (bid for 5 
days to 4 weeks).

• Rifampin (300 mg bid po for 5 
days) may be added to any of the 
recommended antibiotic regi-
mens.

• Throughout antibiotic therapy, 
daily bathing with an antimicro-
bial agent, such as Hibiclens, is 
recommended.

• Any household or close contacts 
should be treated with mupirocin 
ointment, as they may be asymp-
tomatic carriers of CA-MRSA.  

The patient may require pain medi-
cation. Start with anti-infl ammato-
ry agents. Augment with a narcotic 
only for breakthrough pain.  

Patient education
 The patient should be informed 
that his/her infection is contagious 
and other people should not be 
allowed to touch the affected areas 
without gloves on.  Careful atten-
tion to handwashing, bathing and 
shampooing are also important in 
personal hygiene, as well as clean-
ing the bathtub after bathing with 
a bleach solution.  Adherence to 
antibiotics must be stressed and 
strategies for reducing missed 
doses explored. Often there will be 
a plan for wound care which will 
need to be carried out with help 
from a family member or a home 
health nurse. Instructions should 
be carefully written down.  Sup-
plies for the wound care should be 
provided or assistance in procur-
ing them obtained.  This should 
include an antibacterial agent such 
as Hibiclens.  Hydrogen peroxide 
can be poured directly into an 
infected wound but is not recom-

mended for a wound without 
slough.  This process needs to be 
kept as simple as possible.  Avoid 
the use of tape on skin. Wounds 
must be wrapped securely if a 
heating compress is to be ap-
plied.  The patient should be in-
structed that any clothing, linen 
or reused binders that have come 
into contact with the wound 
must be laundered in hot water 
with detergent.  

Take home message
 To all unsung heroes in the 
uphill primary care march on 
morbidity and mortality among 
the masses: “I have a spider 
bite” just may be code for “I got 
AIDS.”❖   
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Dentistry

Is HIV a risk factor for complications of dentoalveolar surgery?
Kishore Shetty, DDS, DDPH

 Patients who are infected with 
immunodefi ciency virus (HIV) suffer 
progressive deterioration in immunity as 
indicated by a fall in the T-helper (CD4) 
cell count. Studies suggest that in such 
patients the risk of wound infection 
increases as the immune status deterio-
rates. Pronounced immunosuppression 
(CD 4+ T cells < 200/ul) has been asso-
ciated with a higher risk of postoperative 
complications. Immunologically-com-
promised patients are unable to gener-
ate sustained, controlled, and effective 
immune responses when subjected to 
external trauma. Consequently, it has 
been suggested that the risk of compli-
cations in HIV-positive patients subject-
ed to surgical procedures in the maxillo-
facial region is presumably higher than 
in HIV-negative patients (Table 1). The 
purpose of the study described below 
was to perform a preliminary test of the 
hypothesis that patients infected with 
HIV have an increased risk of complica-
tions after oral surgery in comparison 
with HIV-negative patients.

Methods
 The study was carried out at the 
HIV Outpatient Clinic and the Charity 
Hospital Dental Clinic at the Medical 
Center of Louisiana in New Orleans. 
The records of all HIV-infected patients 
who underwent any dental surgical 
procedures at the Oral and Maxillofa-
cial Surgical Unit from 1999 to 2004 
were reviewed. Patients were identifi ed 
through the clinic discharge database. 
In a matched design, HIV+ patients 
were compared with respect to surgical 
outcomes in the highly active antiretro-
viral therapy (HAART) era. The plan was 
to review selected surgical procedures 
(extractions, impactions, biopsies, pre-
prosthetic and implant surgery, and-
benign tumor excisions) among more 
than 86 HIV+ patients in the period 
June 1999 to June 2004 and then cases 
matched 1:1 to randomly selected HIV- 
patients (controls) on type, year, location 
of surgery, gender and age of surgery. 
Demographic and clinical informa-
tion was entered into a database that 
included: indication for surgery, type of 

surgical procedure, emergent or elective 
surgery, pre-procedure antibiotics, CD4 
count, viral load, white blood cell (WBC) 
count and platelet count.  Peri-operative 
and post-operative events were recorded 
as complications if they were described 
in the medical records as a complication 
or untoward event on or before the fol-
low-up visit. An event was classifi ed as a 
complication if it met one of the following 
criteria: (a) re-hospitalization; intra-op-
erative complication (either surgical or 
anesthetic); (b) clinically apparent bleed-
ing; (c) post-operative fever lasting more 
than 72 hours; (d) clinical diagnosis of 
infection requiring antibiotic treatment 
of routine prophylaxis; (e) other clinically 
signifi cant events.

Results
 The adjusted rates of infectious and 
hematological complications in major 
dentoalveolar procedures were higher 
among the HIV-positive patients then 
among the HIV-negative individuals. 
However, a logistic regression analysis 
demonstrated that controlling for known 
risk factors eliminates the signifi cant 
difference in complication rates between 
the two groups. The most important risk 
factors for complication of surgery in 
HIV-positive individuals were high viral 
l  oad and absence of antiretroviral treat-
ment (Table 2).

Discussion 
 In recent medical studies, HIV-1 
RNA concentration was highly predictive 
of the rate of decline of CD4 lymphocyte 
counts and of progression to AIDS and 
death. Because of a strong association 
between viral load and clinical outcome, 
viremia is thought to be central to the 
pathogenesis of HIV disease.  Viremia 
is an indicator of active viral replica-
tion requiring continuous re-infection 
and destruction of CD4 lymphocytes 
and the total number of virus-produc-
ing cells.  Patients will develop opportu-
nistic infections or progression to AIDS 
and death sooner if they have a high 
viral load because of the greater rate of 
virus production, which will quickly and 
severely impair the ability of and capac-
ity to replenish CD4 lymphocytes. The 
widespread use of HAART has led to a 

sustained reduction in AIDS-related 
morbidity and mortality.  
 The number of HIV-positive pa-
tients seeking dental care continues 
to rise and it is very important to base 
dental care on sound scientifi c prin-
ciples and not on outdated assump-
tions. Improving the viral and immune 
status of patients receiving HAART will 
have a signifi cant impact on improv-
ing the clinical outcomes and decrease 
the complications after dentoalveolar 
surgery.❖
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Author  # HIV        Procedure    Variable (s)    Results for HIV patients     Control
   Patients       Performed     Examined           Group

Robinson 1992                8                Extraction of teeth      Infection rate             Post extraction complications            HIV-negative
                                                                                              Localized alveolitis                          3%                               Patients

Porter 1993                    38                Extraction of teeth      Infection rate             Post extraction complications          HIV-negative
                                                                                                                                                      3.7%.                             Patients

Glick 1994                    331               Extraction of teeth      CD4                           Post extraction complications         None 
 4.1%                                                      
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Schmidt 1995                20                Reduction of                Infection rate             Higher  overall rate of                       HIV-negative                 
                                                          mandibular fracture                                        postoperative infection         Patients
                                                                                                                          
Dodson 1997    76     Extraction of teeth       CD4, CD8, CBC       Post extraction complication            None

     rate in HIV + was high                                              
     CD 8 count was a predictor of risk  
       

Carey 2001   10      I&D odontogenic        Intensity of       More intensive hospital stay            HIV-negative
        infection                      ICU care
                
                                                             

Table 2: Logistic Regression Model for identifying the risk factors for 
complications relating to dentoalveolar surgery (** statistically signifi cant)

Risk Factor Odds Ratio (95% CI)
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Platelet Count 0.99 (0.89 ± 1.44)

WBC Count 0.89 (1.11 ± 1.34)

Gender 0.78 (1.22 ± 1.56)

HIV infection 0.67 (0.34 ± 2.04)
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tion following treatment of mandibular fractures in 
human immunodefi ciency virus seropositive patients.  J 
Oral Maxillofac Surg 53:1134, 1995.

Dr. Shetty is Director of the Medically 
Complex Patient Clinic, University Of Texas 

Health Science Center. He also serves as 
gratis adjunct faculty for LSU School of 
Dentistry Department of General Dentistry 
and Delta Region AIDS Education and 
Training Center in New Orleans.
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Pharmacy

Update: Black box warnings for FDA-approved antiretrovirals
Tina Edmunds-Ogbuokiri, PharmD, 
FASCP

 Adverse drug reactions (ADRs) 
continue to be a leading cause of 
death all over the world and in the 
United States. A major factor that 
contributes to the increased risk 
of ADRs after drug approval by the 
Food and Drug Administration (FDA) 
is the fact that drugs are studied 
in selected populations for limited 
periods of time. In HIV infection, this 
period has been shortened because 
of the so-called “fast-track” approv-
als carried out in order to make 
these agents quickly available for the 
treatment of this deadly and incur-
able disease. While expediting the 
availability of new medications for 
treatment of HIV-infected patients 
(who often have limited options) 
through this fast-track process, it 
becomes necessary that post-mar-
keting surveillance strategies remain 
in place to provide data on adverse 
drug events that may be reported 
when the drugs become available to 
a wider population of patients and 
providers. Such new data are often 
brought to the attention of providers 
and patients through the “black box 
warnings.” 
 The so-called “black box” is a 
prominently displayed boxed warn-
ing added to the labeling of drugs or 
drug products by the Food and Drug 
Administration (FDA) when serious 
adverse reactions or special prob-
lems occur, particularly those that 
may lead to death or serious injury. 
Derived from both clinical trials data 
and post-marketing surveillance 
data, black box warnings are an im-
portant part of how the FDA evalu-
ates, communicates and manages 
drug benefi ts and risks and conveys 
these fi nding to healthcare providers 
for optimal medication management 
in all patients, including HIV-in-

fected patients. The intent of this 
article is to review and update the 
black box warnings of antiretroviral 
agents, as presented through the 
Department of Health and Human 
Services Guidelines of May 2006, for 
the use of antiretroviral agents in 
the treatment of adults and adoles-
cents with HIV infection.

Warnings associated with the non-
nucleoside reverse transcriptase 
inhibitors

 Nevirapine (Viramune) is the 
only non-nucleoside reverse tran-
scriptase inhibitor that carries a 
pertinent black box warning infor-
mation in its product labeling. The 
indication and usage section now 
recommends against using this drug 
in women with CD4+ cell counts > 
250 cells/mm3 (and men with CD4+ 
cell counts >400 cells/mm3) at the 
time of initiation of the drug, un-
less the benefi t far outweighs the 
risks. This recommendation is based 
on higher observed risk of serious 
liver toxicity in patients with higher 
CD4+ cell counts prior to initiation 
of therapy. Females have a three-
fold higher risk of symptomatic liver 
toxicity than males and females with 
CD4+ cell counts > 250 cell/mm3

have a 12-fold higher risk of symp-
tomatic liver toxicity than females 
with CD4+ cell counts of < 250 
cells/mm3. In addition, the revised 
package insert now includes litera-
ture given to patients to inform them 
about the risk associated with use 
of nevirapine in the treatment of HIV 
infection. The May 2006 guidelines 
specifi cally state as follows: “Se-
vere, life-threatening, and in some 
cases fatal hepatotoxicity, including 
fulminant and cholestatic hepatitis, 
hepatic necrosis, and hepatic fail-
ure, has been reported. Patients may 
present with non-specifi c prodromes 

of hepatitis and progress to hepatic 
failure. Women with CD4 counts > 
250 cells/mm3, including pregnant 
women receiving chronic treatment 
for HIV infection are at considerably 
higher risk of hepatotoxicities. Se-
vere life-threatening and even fatal 
skin reactions, including Stevens-
Johnson syndrome, toxic epidermal 
necrolysis, and hypersensitivity 
reactions characterized by rash, 
constitutional fi ndings and organ 
dysfunction have occurred with ne-
virapine treatment. Patients should 
be monitored intensively during the 
fi rst 18 weeks of nevirapine therapy 
to detect potentially life-threatening 
hepatotoxicity and skin reactions. A 
14-day lead-in period with nevirap-
ine 200mg daily must be followed 
strictly. Nevirapine should not be 
restarted after severe hepatic, skin 
or hypersensitivity reactions.”

Warnings associated with the 
nucleoside reverse transcriptase 
inhibitors

Tenofovir (Viread) or in combination 
with emtricitabine (Truvada)
 Lactic acidosis and severe 
hepatomegaly with steatosis have 
been reported, including fatal cases, 
with the use of nucleoside analogs 
alone or in combination with other 
antiretroviral agents.
 Tenofovir is not indicated for 
the treatment of chronic hepatitis B 
(HBV) infection; safety and effi cacy 
in patients with HIV/HBV co-infec-
tion have not been established. 
 Severe acute exacerbations of 
hepatitis B have been reported in 
patients who discontinued teno-
fovir; hepatic function should be 
monitored closely with both clinical 
and laboratory follow-up for at least 
several months after discontinua-
tion of tenofovir in HIV/HBV co-in-
fected patients.
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 If appropriate, initiation of anti-
HBV therapy may be warranted 
after discontinuation of tenofovir.

Stavudine (Zerit, D4T)
 Lactic acidosis and severe hep-
atomegaly with steatosis, includ-
ing fatal cases, have been reported 
with the use of nucleoside reverse 
transcriptase inhibitors alone or in 
combination with other antiretrovi-
ral agents.
 Fatal lactic acidosis has been 
reported among pregnant women 
who received the combination of 
stavudine and didanosine with 
other antiretroviral combinations.
 Stavudine and didanosine 
should only be used during preg-
nancy if the potential benefi t clearly 
outweighs the potential risk.
 Fatal and non-fatal pancreati-
tis have occurred when stavudine 
was part of a combination regimen 
with didanosine with or without 
hydroxyurea.

Zidovudine (AZT, Retrovir) or in 
combination products (Combivir 
and Trizivir)
 This agent can be associated 
with hematologic toxicities, includ-
ing granulocytopenia and severe 
anemia, including and especially 
among, advanced HIV patients.
 Prolonged zidovudine use has 
been associated with symptomatic 
myopathy.
 Lactic acidosis and severe hep-
atomegaly with steatosis, including 
fatal cases, have been reported with 
the use of nucleoside antiretroviral 
agents alone or in combination.

Zalcitabine (Hivid, ddC)
 Zalcitabine can cause severe 
peripheral neuropathy. Use with 
caution among patients with pre-
existing neuropathy, for instance 
due to diabetes or other diseases, 
as well as other drugs that cause 
neuropathy.
 In rare cases, zalcitabine can 
cause pancreatitis. Therapy should 

be withheld until pancreatitis is 
excluded.
 Rare cases of hepatic failure 
and death have been reported 
among patients with underlying 
hepatitis B infection.
 Lactic acidosis and severe 
hepatomegaly with steatosis, 
including fatal cases, have been 
reported with the use of nucleoside 
antiretroviral agents alone or in 
combination.

Warnings associated with the 
protease inhibitors

Tipranavir (Aptivus)
 When co-administered with  
ritonavir, 200mg twice daily, tip-
ranavir has been associated with 
reports of clinical hepatitis and 
hepatic decompensation, including 
some fatalities.
 Extra vigilance is warranted in 
patients with chronic hepatitis B 
or hepatitis C co-infection, as these 
patients have an increased risk of 
hepatotoxicity.

Ritonavir (Norvir)
 Co-administration of ritonavir 
with certain non-sedating anti-
histamines, sedative-hypnotics, 
antiarrhythmics, or ergot alkaloids 
may result in potentially serious 
and life-threatening adverse events 
because of possible effects of 
ritonavir on hepatic metabolism of 
certain drugs.

Saquinavir (Fortovase, Invirase)  
 The low bioavailability of both 
saquinavir hard gel (Invirase) and 
soft gel (Fortovase) make them less 
desirable as sole PIs. The manufac-
turer currently recommends that 
all saquinavir be used as boosted 
PIs with ritonavir (Norvir). Since 
the hard gel capsule (Invirase) 
appears to have a better gastro-
intestinal tolerance than the soft 
gel preparation (Fortovase), it is 
preferred by some clinicians and 
patients. In a recent announce-
ment from the manufacturer 

(Roche Laboratories), Fortovase has 
recently been discontinued and will 
no longer be available (at least in 
the US market).
 Invirase as saquinavir hard-gel 
capsules and tablets, as well as For-
tovase (saquinavir soft gel capsules), 
are not bioequivalent and cannot be 
interchangeable.
 Invirase may be used only if it 
is combined with ritonavir, which 
signifi cantly inhibits saquinavir’s 
metabolism to provide plasma 
saquinavir levels at least equal to 
those achieved with Fortovase.

 Diligent recognition and ap-
plication of the recommendations 
of black box warnings and other 
adverse drug reactions will assist 
providers in optimizing regimens for 
HIV-infected patients and, by so do-
ing, improve our achievement of the 
desired clinical and immunologi-
cal outcomes for patients with this 
challenging infection.❖

REFERENCES AVAILABLE UPON REQUEST

The second part of this article will appear in 
the next issue of HIV Clinician.

Dr. Edmunds-Ogbuokiri is Associate 
Professor of Clinical Pharmacy, Xavier 
University College of Pharmacy; Co-PI, 
National Minority AIDS Education and 
Training Center, Xavier LPS; Pharmacy 
Faculty, Delta Region AETC.
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Nutrition

Do your patients use complementary and alternative therapies?
Ginger Bouvier, MEd, LDN, RD

 Complementary and alter-
native therapies are a group 
of diverse medical and health-
care systems, practices, and 
products that are not presently 
considered to be part of conven-
tional medicine. 

Complementary therapies 
are used in conjunction with
conventional medicine. An ex-
ample of complementary ther-
apy is the use of acupressure 
bands to help alleviate nausea 
associated with chemotherapy. 

Alternative therapies are 
used in place of conventional in place of conventional in place of
medicine. An example of al-
ternative therapy is the use of 
a special diet to treat cancer 
instead of undergoing recom-
mended chemotherapy, ra-
diation, or surgery. In the fi rst 
decade of the AIDS epidemic in 
the United States, little or no 
treatment was available for peo-
ple with HIV/AIDS. Alternative 
therapies were widely sought 
by people looking for ways to 
control HIV and their symp-
toms. Despite effective antiret-
roviral (ARV) therapies today, 
many people with HIV/AIDS 
seek complementary and alter-
native therapies for a variety of 
reasons: symptom control, HIV 
control, and to feel a sense of 
control.
 In the scenario below, what 
should a clinician do if this was 
his/her patient? 

28 yr old male patient with 
CD4=280, HIV viral load < 50 
copies/ml.
 Your patient, Joe, tells you 
that he knows that his anti-

retroviral (ARV) therapy has 
been keeping his viral load at an 
undetectable level and increasing 
his CD4 count, but he tells you 
that he has decided to stop tak-
ing antiretroviral medication and 
only use “natural” therapies to 
treat his HIV disease. Joe states 
he is taking a half cup of coconut 
oil daily because he heard it has 
antiviral properties. He is also 
taking an antioxidant tablet and 
a multivitamin daily. Joe asks 
what other “natural” therapies 
you would recommend to help 
control his HIV.
 What are the main issues in 
the above scenario?

1. Joe has stopped his ARV de-
spite his acknowledgement that 
the ARV therapy was working.
 It would be important to 
discuss with the patient the 
reason(s) he stopped his ARV 
therapy, and determine whether 
there is a problem that can be 
resolved. There are a variety of 
factors, such as side effects, 
scheduling problems, disclo-
sure issues, fi nancial burden, 
diffi culty with access, and lack 
of faith in the medicine or the 
medical team, which can lead to 
a patient’s decision to stop ARV. 

2. Joe seems comfortable telling 
you that he has stopped ARV 
therapy.
 It seems as though you and 
Joe have developed an honest, 
trusting patient-provider rela-
tionship. Although you may dis-
agree with Joe’s decision to stop 
his ARV therapy, it is helpful 
to recognize Joe’s honesty with 
you regarding his decisions and 

actions. As a provider, you might 
ask Joe, “What can I do to help 
you better understand the risks 
of stopping ARV therapy and why 
I am concerned about what you 
are doing?”
 It is important to acknowl-
edge the common goal you both 
share: maintaining Joe’s optimal 
health. At the very least, both 
you and Joe must take the time 
to fully understand each other’s 
beliefs and the reasoning behind 
them.

3. Joe also seems comfortable 
telling you that he is taking alter-
native therapies and is looking 
to you for recommendations on 
alternative therapies.
 Again, it is helpful to rec-
ognize Joe’s honesty with you 
regarding his decisions and ac-
tions. Many patients with HIV 
use complementary and alterna-
tive therapies because it gives 
them a sense of control over their 
heath care. While not every treat-
ment decision a patient makes is 
worthy of support, the patient’s 
opinions and health are. It is 
helpful to discuss the patient’s 
use of complementary and alter-
native therapies in a non-judg-
mental fashion, otherwise he/she 
may be reluctant to tell you 
about any such decisions in the 
future. In many instances, pa-
tients who are determined to use 
complementary and alternative 
therapies will do so even if their 
health care providers disapprove.
 Patients should use the fol-
lowing questions to guide them 
when considering or using 
complementary and alternative 
therapies:
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Do your patients use complementary and alternative therapies?
1. What do I hope to get out of 

this therapy?
2. Is this therapy used by other 

people with HIV/AIDS?
3. Am I able to speak with any of 

these individuals about their 
experience?

4. Is there any scientifi c research 
about this therapy in HIV dis-
ease?

5. Are there any side effects to 
this therapy?

6. Where can I get this treatment 
and will it be regularly avail-
able?

7. Are there any interactions 
between this treatment and 
anything else I’m taking?

8. What is the cost of this treat-
ment and can I reasonably 
afford it?

9. Is this treatment potentially 
harmful?

10. Is this therapy regulated by a 
professional body or govern-
ment?

Joe is using alternative, not 
complementary, therapy.
 Since Joe is taking coconut oil 
and vitamins instead of ARV ther-instead of ARV ther-instead of
apy and you want Joe to resume 
his ARV therapy, a compromise 
may be Joe’s use of complementa-
ry therapy. If you do not fi nd any 
potential harm or problems with 
Joe’s alternative therapies, it may 
be possible to get Joe to agree to 
use his “natural” therapies along 
with ARV therapy.
 Building a cooperative re-
lationship with patients means 
working and communicating hon-
estly and respectfully with each 
other to meet the common goal of 
maintaining the patients’ optimal 
health.❖

Ginger Bouvier is Nutrition Special-
ist, MCLNO HIV Outpatient Clinic, 
and faculty of Delta Region AETC.

Plan ahead to attend 
HIV conferences...

▲ August 13-18, 2006
 XVI International AIDS 

Conference
 Toronto, Canada
 www.aids2006.org
 info@aids2006.org

▲ October 26-29, 2006
ANAC Conference

 Las Vegas, NV
 www.anacnet.org
 anac@anacnet.org

▲ November 30-December 1, 
2006
Fast-Track Your Palliative 
Care Program: Palliative 
Care Leadership Center 
Training

 Minneapolis, MN
 www.capc.org/pclc
 matthew.henry@mssm.edu

▲ November 7-12, 2007
ANAC Conference

 Orlando, FL
 www.anacnet.org
 anac@anacnet.org

Clinical Consultation
for 

Health Care Providers

National HIV Telephone 
Consultation Line:

800-933-3413

National Clinicians  ̓
Post-Exposure Prophylaxis 

Hotline (PEPline):
888-448-4911

Delta Region health care 
providers can consult

 with HIV experts at
 university medical centers:

• Louisiana 504-903-0623
• Mississippi 601-984-6105
• Arkansas 870-535-3062

❖
Dr. Zachary’s 

Practical Guidelines 
for the Management 

of the Adult 
HIV-Infected Patient

www.
HIVManagement.org

Health professionals
earn continuing 

education credits 
at the

Delta AETC’s clinical 
HIV preceptorship

programs

See back cover for our 
training calendar
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NEW ORLEANS, LOUISIANA
A clinical preceptorship for MDs, NPs, PAs:
Care and Management of the Patient with HIV 
Disease—September 11-12, 2006. 13.5 CMEs. 
Contact Danielle Pierce, 504-903-0788 or 
dpierc@lsuhsc.edu

NEW ORLEANS, LOUISIANA
A clinical preceptorship for nurses and clinical 
service providers: Comprehensive Management 
of the Patient with HIV Disease—November 6-7, 
2006. 21 contact hours. Contact Danielle Pierce, 
504-903-0788 or dpierc@lsuhsc.edu

NEW ORLEANS, LOUISIANA
A clinical preceptorship for HIV-experienced 
physicians, nurse practitioners, physician 
assistants: Advanced Care and Management of the 
Patient with HIV Disease—December 11-12, 2006. 
8.0 CMEs. Contact Danielle Pierce, 504-903-0788 
or dpierc@lsuhsc.edu

JACKSON, MISSISSIPPI
A multidisciplinary preceptorship for physicians, 
dentists, pharmacists, nurses: Comprehen-
sive Management of HIV Disease. For current 
date, contact Jessie Lindsay, 601-984-5542 or 
jlindsay@medicine.umsmed.edu

PINE BLUFF AND LITTLE ROCK, ARKANSAS
Clinical preceptorships for primary care providers—
ongoing by request. To arrange, contact Derrick 
Newby, 870-535-3062 or dnewby700@ aol.com
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