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Strange BedfellowsStrange Bedfellows
I did an routine screening anal pap and std I did an routine screening anal pap and std 
swabs in my patient who is a 46 swabs in my patient who is a 46 y/oy/o man, man, 
originally from Nicaragua, last trip there was 3 originally from Nicaragua, last trip there was 3 
years ago. years ago. 
He was feeling fine, no GI complaints. He was feeling fine, no GI complaints. 
His current CD4 was 507, VL < 75, he is on His current CD4 was 507, VL < 75, he is on 
HAART. HAART. 
PMHxPMHx he had CNS he had CNS toxotoxo in the 1990in the 1990’’s. His nadir s. His nadir 
CD4 was less than 10. CD4 was less than 10. 
He has sex with other HIV + men and usually He has sex with other HIV + men and usually 
uses condoms, but not always. uses condoms, but not always. 



3

Unusual Anal PAP ResultUnusual Anal PAP Result
I was called by the pathology attending, the pap I was called by the pathology attending, the pap 
was was wnlwnl, but had an unusual finding., but had an unusual finding.
CytotechCytotech: Source of : Source of Specimen(sSpecimen(s) FINAL ) FINAL 
CYTOLOGIC DIAGNOSIS, Anal Thin Prep: CYTOLOGIC DIAGNOSIS, Anal Thin Prep: 
Negative for Intraepithelial Lesion or Negative for Intraepithelial Lesion or 
Malignancy. Satisfactory for evaluation. No Malignancy. Satisfactory for evaluation. No 
rectal columnar cells and/or rectal columnar cells and/or metaplasticmetaplastic cells cells 
noted. Additionally, noted. Additionally, parasitic larvae consistent parasitic larvae consistent 
with either hookworm or with either hookworm or strongyloidesstrongyloides are are 
present. Favored is present. Favored is strongyloidesstrongyloides. Dr . Dr 
Wlodarczyk is informed. Wlodarczyk is informed. 

StrongyloidesStrongyloides
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Questions for your considerationQuestions for your consideration

How would you manage this problem?How would you manage this problem?
Would you treat him and why or why not?Would you treat him and why or why not?
Is he at risk for a disseminated infection?Is he at risk for a disseminated infection?
Is this a potential STD?Is this a potential STD?

StrongyloidesStrongyloides
Even though he was asymptomatic, I treated him Even though he was asymptomatic, I treated him 
with with IvermectinIvermectin at 0.2 mg/kg per day for 2 days.at 0.2 mg/kg per day for 2 days.
I treated him to prevent a worsening of his I treated him to prevent a worsening of his 
infection and to eliminate the chance of infection and to eliminate the chance of 
disseminated disease/disseminated disease/hyperinfectionhyperinfection in the in the 
future, should he need to be on future, should he need to be on 
immunosupressantsimmunosupressants, like prednisone, or if his , like prednisone, or if his 
immune status would worsen.immune status would worsen.
I found more than 1 reference that this could be I found more than 1 reference that this could be 
a sexually transmitted disease. a sexually transmitted disease. 
His repeat O+P 2 weeks later was negative for His repeat O+P 2 weeks later was negative for 
strongyloidesstrongyloides..
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More More StrongyloidesStrongyloides
StrongyloidesStrongyloides can complete its entire life cycle within the can complete its entire life cycle within the 
host and cause autoinfection. Larvae can rehost and cause autoinfection. Larvae can re--enter the enter the 
body through the skin, often the body through the skin, often the perianalperianal area, or colonic area, or colonic 
mucosa. mucosa. 
StrongyloidesStrongyloides stercoralisstercoralis may produce a may produce a cutaneouscutaneous
reaction when larvae reaction when larvae pentratepentrate the skin. Thethe skin. The buttocks are buttocks are 
commonly affected in chronic infection. The rash is commonly affected in chronic infection. The rash is 
called "called "larva larva currenscurrens" and is a " and is a serpiginousserpiginous, raised, , raised, 
erythematouserythematous track and maybe severely track and maybe severely pruriticpruritic. Those . Those 
larvae could enter another person through their skin or larvae could enter another person through their skin or 
mucosa (anal/rectal or oral) and cause an infection.mucosa (anal/rectal or oral) and cause an infection.
Also, an immune reconstitution syndrome has been Also, an immune reconstitution syndrome has been 
noted).noted).

Larva Larva CurrensCurrens
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More More StrongyloidesStrongyloides
StrongyloidesStrongyloides stercoralisstercoralis. Capable of multiplying within . Capable of multiplying within 
the human. Possible severe the human. Possible severe strongystrongy ass with HIV in ass with HIV in 
tropicstropics
HyperinfectionHyperinfection syndrome: massive syndrome: massive upregulationupregulation of of 
autoinfection which produces large numbers of larvae autoinfection which produces large numbers of larvae 
which disseminate to lungs, liver, penetrate GI tract.which disseminate to lungs, liver, penetrate GI tract.
Clinical course dominated by gram neg. sepsis, Clinical course dominated by gram neg. sepsis, 
meningitis, pneumonia. Mortality 40meningitis, pneumonia. Mortality 40--80%80%
Recent study showed that HIV Recent study showed that HIV immunosuppressionimmunosuppression
decreased infectious larvae in the gut. It proves an decreased infectious larvae in the gut. It proves an 
explanation for IRIS leading to explanation for IRIS leading to hyperinfectionhyperinfection
HyperinfectionHyperinfection is also ass. With steroid use, wasting, and is also ass. With steroid use, wasting, and 
HTLVHTLV--1 inf.  and HIV 1 inf.  and HIV immunosuppressionimmunosuppression (CD4 mean of (CD4 mean of 
90 in one series).90 in one series).

* Interesting fact: Posey D. High prevalence and presumptive treatment of 
schistosomiasis and stongyliodes among African refugees. CID 2007;45:1310-5. Among 
refugees from Sudan (lost boys and girls)  44% and 46% respectively and Somali(Bantu) 
73% and 23%who have resettled in the US. 

KeyKey PointsPoints onon StrongyloidesStrongyloides CaseCase

GettingGetting thisthis unusualunusual pappap reportreport leadlead me me toto
considerconsider andand learnlearn aboutabout thethe followingfollowing questionsquestions
How would you manage this problem? Answer How would you manage this problem? Answer 
treat with treat with IvermectinIvermectin and repeat O+P post and repeat O+P post rxrx
Would you treat him and why or why not? Would you treat him and why or why not? 
Answer: to prevent the chance of future Answer: to prevent the chance of future 
hyperinfectionhyperinfection or disseminated disease, should or disseminated disease, should 
he become more he become more immunosuppressedimmunosuppressed. Also to . Also to 
prevent spread to his partners.prevent spread to his partners.
Is he at risk for a disseminated infection? Is he at risk for a disseminated infection? 
Answer: not at the momentAnswer: not at the moment
Is this a potential STD? Answer: Yes.Is this a potential STD? Answer: Yes.
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Read the Fine PrintRead the Fine Print

CB is a 53 CB is a 53 y/oy/o AA homeless man with HIV, who AA homeless man with HIV, who 
was not in care. was not in care. 
He presented with N+V, diarrhea, weight loss, He presented with N+V, diarrhea, weight loss, 
anorexia, fever.anorexia, fever.
He was found to have He was found to have cryptococcalcryptococcal meningitis meningitis 
and disseminated MAC.and disseminated MAC.
His CD4 was 3 and VL 86276His CD4 was 3 and VL 86276
He was treated for his He was treated for his OIsOIs and in preparation for and in preparation for 
HAART a genotype was sent.HAART a genotype was sent.

His GenotypeHis Genotype

But 
there is 
more
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The fine printThe fine print

The astute HIV/ID consultant called the lab The astute HIV/ID consultant called the lab 
and requested the complete genotype and requested the complete genotype 
which was already done, but not on the which was already done, but not on the 
report.report.

Page 2, the fine printPage 2, the fine print
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Fine print enlargedFine print enlarged

Given his Genotype, what ARV Given his Genotype, what ARV 
would you be most concerned would you be most concerned 

about startingabout starting

20%

20%

20%

20%

20% A.A. 3TC3TC
B.B. AbacavirAbacavir
C.C. NevirapineNevirapine
D.D. Lopinavir/ritonavirLopinavir/ritonavir
E.E. DonDon’’t know, would check onlinet know, would check online
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Clinical PearlClinical Pearl
Answer: you would be most concerned about the risk of Answer: you would be most concerned about the risk of 
an an abacavirabacavir hypersensitivity reaction because of his hypersensitivity reaction because of his 
V245M mutation.V245M mutation.
ABC hypersensitivity is strongly ass. With HLA B*5701 ABC hypersensitivity is strongly ass. With HLA B*5701 
allele (100X risk)allele (100X risk)
There is a very strong ass between the presence of HLA There is a very strong ass between the presence of HLA 
B*5701 and variations in the RT B*5701 and variations in the RT codoncodon V245. CB has V245. CB has 
V245MV245M
Wild type V245 is strongly ass with not having the Wild type V245 is strongly ass with not having the 
B*5701.B*5701.
Sensitivity and specificity for the presence of nonSensitivity and specificity for the presence of non--WT WT 
245 predicting B*5701 is 96% and 75.5%.245 predicting B*5701 is 96% and 75.5%.
NPV is 99.6% (a WT 245 makes it safe to use ABC), NPV is 99.6% (a WT 245 makes it safe to use ABC), 
PPV 20.4%, PPV 20.4%, 
His HLA B*5701 test was sent and it was positiveHis HLA B*5701 test was sent and it was positive

CB PearlCB Pearl
Read the fine printRead the fine print
The information is there at no additional charge, you may The information is there at no additional charge, you may 
have to call.have to call.
If no 245 variant, and the HIV is If no 245 variant, and the HIV is cladeclade B it is safe to use B it is safe to use 
ABC and no B*5701 test need be sent (cost saving). ABC and no B*5701 test need be sent (cost saving). 
If it is positive, you may want to send a B*5701 test If it is positive, you may want to send a B*5701 test 
before using ABC.before using ABC.
This mutant does not predict resistance.This mutant does not predict resistance.
Great reference: Chui CK, Great reference: Chui CK, ZabriaZabria LB, LB, etaletal. A simple . A simple 
screening approach to reduce B*5701 associated ABC screening approach to reduce B*5701 associated ABC 
hypersensitivity on the basis of sequence variation in hypersensitivity on the basis of sequence variation in 
HIV RT.                                         CID 2007;44:1503HIV RT.                                         CID 2007;44:1503--88
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Fine Print ExposedFine Print Exposed
Page 2 of Genotype shows all mutations 
detected.

This patient does not show the 245 mutation, and none of these mutations seem 
important as of 11/2007. As new drugs become available some of these mutations 
may indicate resistance to the new drugs. You need to archive these mutations for 
future reference.

For example:13 mutations that muted response to etravirine in the DUET trials--
V90I, A98G, L100I, K101E, K101P, V106I, V179D, V179F, Y181C, Y181I, Y181V, 
G190A, and G190S. .
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To cross or not to crossTo cross or not to cross
RL is a man with AIDS, CD4 4, VL 80K, who has RL is a man with AIDS, CD4 4, VL 80K, who has 
failed multiple regiments of HAART. His failed multiple regiments of HAART. His 
genotype and phenotypes show extensive 3 genotype and phenotypes show extensive 3 
class failure. He declines class failure. He declines injectableinjectable TT--2020
His latest phenotypes shows that His latest phenotypes shows that DarunavirDarunavir
(DRV) should have activity.(DRV) should have activity.
He is able to get expanded access He is able to get expanded access etravirineetravirine
and and raltegravirraltegravir and he is given a Rx for DRV, and he is given a Rx for DRV, 
ritonavirritonavir, and some , and some nucsnucs..
When he picks up the meds the pharmacist tells When he picks up the meds the pharmacist tells 
him and gives him information sheets that say him and gives him information sheets that say 
he should not take DRV because of sulfa allergyhe should not take DRV because of sulfa allergy

DRV and Sulfa Cross AllergyDRV and Sulfa Cross Allergy

In the past he had a rash and confusion In the past he had a rash and confusion 
with TMPwith TMP--SMX, although there were SMX, although there were 
confounding factors (speed use).confounding factors (speed use).
What should you do? He has very limited What should you do? He has very limited 
options.options.



13

What should you do?What should you do?

25%

25%

25%

25% A.A. Avoid DRV, risk of allergyAvoid DRV, risk of allergy
B.B. Give DRV and monitorGive DRV and monitor
C.C. Do a literature searchDo a literature search
D.D. Consult a Consult a PharmPharm D.D.

Sulfonamide Cross ReactivitySulfonamide Cross Reactivity
Sulfonamides can be divided into 3 groupsSulfonamides can be divided into 3 groups
–– Sulfonamide moiety directly connected to benzene with an amine Sulfonamide moiety directly connected to benzene with an amine 

moiety at N4. (SMX, TMPmoiety at N4. (SMX, TMP--SMX (SMX (SeptraSeptra, , BacrtrimBacrtrim))))
–– Sulfonamide connected to benzene or cyclic structure without theSulfonamide connected to benzene or cyclic structure without the amine amine 

at N4. (carbonic at N4. (carbonic anhydraseanhydrase InhInh, , sulfonylureassulfonylureas, diuretics, PI , diuretics, PI amprenaviramprenavir
and and FosampFosamp

–– Sulfonamide not connected to benzene. (Sulfonamide not connected to benzene. (triptanstriptans, , probenecidprobenecid, , sotalolsotalol))
Retrospective UK cohort study: examined the risk of allergic Retrospective UK cohort study: examined the risk of allergic 
reactions within 30 days of receiving a nonreactions within 30 days of receiving a non--antibiotic sulfonamide.antibiotic sulfonamide.
–– Overall risk of allergic Overall risk of allergic rxnrxn to to sulfsulf antibiotic 4.8%antibiotic 4.8%
–– Risk of nonRisk of non--abab rxnrxn after sulfa after sulfa abab rxnrxn 9.9%9.9%
–– Overall 2% allergic reaction after Overall 2% allergic reaction after sulfsulf nonnon--antibiotic, 9.7% of those were antibiotic, 9.7% of those were 

severe.severe.
–– If PCN allergic, not sulfa allergic,  14.6% had allergy to nonIf PCN allergic, not sulfa allergic,  14.6% had allergy to non--abab sulfasulfa

Sulfonamide –SO2NH2, amine –NH2, did you think organic chem would be 
useful?
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Johnson KK, Green DL, Johnson KK, Green DL, etaletal. Sulfonamide cross . Sulfonamide cross 
reactivity: fact or fiction? Annals of reactivity: fact or fiction? Annals of 

PharmocotherapyPharmocotherapy 2005;39:2902005;39:290--301301

Sulfa AllergySulfa Allergy
The level of evidence is not good for most cases The level of evidence is not good for most cases 
of antibiotic to nonof antibiotic to non--antibiotic sulfonamide cross antibiotic sulfonamide cross 
reactivity.reactivity.
Predisposition to allergic reaction to sulfas or Predisposition to allergic reaction to sulfas or 
other drugs (PCN) is a risk factor for allergic other drugs (PCN) is a risk factor for allergic 
reaction.reaction.
He came in early and took his meds and was He came in early and took his meds and was 
observed for 3 hrs without problems, then observed for 3 hrs without problems, then 
insisted on leaving. His latest VL is < 75.insisted on leaving. His latest VL is < 75.
It was safe to start It was safe to start darunavirdarunavir given his history.given his history.
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Sulfa ReferencesSulfa References

Strom BJ, Strom BJ, SchinnarSchinnar R, R, etaletal. Absence of . Absence of 
cross reactivity between sulfonamide cross reactivity between sulfonamide 
antibiotics and sulfonamide antibiotics and sulfonamide nonantibioticsnonantibiotics. . 
NEJM 2003;349;1628NEJM 2003;349;1628--3535
Johnson KK, Green DL, Johnson KK, Green DL, etaletal. Sulfonamide . Sulfonamide 
cross reactivity: fact or fiction? Annals of cross reactivity: fact or fiction? Annals of 
PharmocotherapyPharmocotherapy 2005;39:2902005;39:290--301301
Our wonderful Our wonderful PharmPharm D. Ian D. Ian McNicholMcNichol..

The Achilles HeelThe Achilles Heel
A 63 A 63 y/oy/o man, CD4 219, VL <75, came to his man, CD4 219, VL <75, came to his 
scheduled appt. He had been seen on scheduled appt. He had been seen on 
5/23/2007 and treated for a urinary tract 5/23/2007 and treated for a urinary tract 
infection.infection.
He now complains of about 2 and He now complains of about 2 and ½½ weeks of weeks of 
pain above his right heel. It hurts to walk. There pain above his right heel. It hurts to walk. There 
has been no trauma. has been no trauma. 
On exam pinching his right Achilles tendon On exam pinching his right Achilles tendon 
causes him to shriek. His Achilles was irregular. causes him to shriek. His Achilles was irregular. 
His Thompson sign was negative (I will tell you His Thompson sign was negative (I will tell you 
how it is done later).how it is done later).
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Not our Patient, but the Same Not our Patient, but the Same 
ProblemProblem

What important piece of history do you What important piece of history do you 
want to know?.want to know?.
A MRI was not done, but if it was done it A MRI was not done, but if it was done it 
might show the following.might show the following.
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Another MRI of another patient, Another MRI of another patient, NEJM 2007;357:2067 Images in NEJM 2007;357:2067 Images in 
clinical medicine.clinical medicine.

Answer: you want to know what Answer: you want to know what 
antibiotic he received.antibiotic he received.

He had received He had received levofloxacinlevofloxacin for his UTI and his right for his UTI and his right 
Achilles began to hurt at the end of his 10 day treatment. Achilles began to hurt at the end of his 10 day treatment. 
QuinoloneQuinolone induced tendon rupture or tear is well induced tendon rupture or tear is well 
described in the medical literature. It is not a common described in the medical literature. It is not a common 
adverse effect. We should be warning our patients about adverse effect. We should be warning our patients about 
it at the time of prescription. it at the time of prescription. 
They should promptly stop it if they get pain in the They should promptly stop it if they get pain in the 
Achilles, but it has also been described in the shoulder. Achilles, but it has also been described in the shoulder. 
Quinones have a warning in their prescribing information Quinones have a warning in their prescribing information 
in the package insert and PDR. Do not give it to in the package insert and PDR. Do not give it to 
pregnant women or children. pregnant women or children. 
ThompsonsThompsons sign is absence of plantar flexion on sign is absence of plantar flexion on 
squeezing the calf muscle in the prone position. It is squeezing the calf muscle in the prone position. It is 
positive in rupture or complete tear, but not in a partial positive in rupture or complete tear, but not in a partial 
tear.tear.

Gold l, Igra H.Levofloxacin-induced tendon rupure: a case report and review of the 
literature. J Am Board Fam Pract 2003 16(5): 458-460
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FQ Associated Tendon RuptureFQ Associated Tendon Rupture
Mechanism: Studies have implicated ischemic, toxic, and matrixMechanism: Studies have implicated ischemic, toxic, and matrix--degrading degrading 
processes. processes. QuinoloneQuinolone--induced tendon rupture more often occurs in less induced tendon rupture more often occurs in less 
vascularizedvascularized areas, which further supports an ischemic process.  In an in areas, which further supports an ischemic process.  In an in 
vitro study, exposure of tendon tissue to ciprofloxacin showed avitro study, exposure of tendon tissue to ciprofloxacin showed a 60% to 60% to 
68% decrease in fibroblast proliferation, a 36% to 48% decrease 68% decrease in fibroblast proliferation, a 36% to 48% decrease in collagen in collagen 
synthesis, a 14% to 60% decrease in synthesis, a 14% to 60% decrease in proteoglycansproteoglycans synthesis, and a synthesis, and a 
significant increase in matrixsignificant increase in matrix--degrading degrading proteolyticproteolytic activity after only 72 activity after only 72 
hours in culture. hours in culture. 
Risk factors for tendonitis/tendon rupture are concomitant steroRisk factors for tendonitis/tendon rupture are concomitant steroid therapy id therapy 
and renal insufficiency]  Other conditions include advanced age,and renal insufficiency]  Other conditions include advanced age, prior prior 
tendonopathytendonopathy, magnesium deficiency, hyperparathyroidism, diuretic use, , magnesium deficiency, hyperparathyroidism, diuretic use, 
peripheral vascular disease, rheumatoid arthritis, diabetes mellperipheral vascular disease, rheumatoid arthritis, diabetes mellitus, and itus, and 
strenuous sports activities.strenuous sports activities.
Excess risk is calculated to be 3.2 cases per 1000 Excess risk is calculated to be 3.2 cases per 1000 pypy years in those > 60 years in those > 60 
yrs old.yrs old.
Key Point: discuss the potential for tendon rupture with FQ, telKey Point: discuss the potential for tendon rupture with FQ, tell them what to l them what to 
look for and when to stop it and call. Donlook for and when to stop it and call. Don’’t give a FQ to pregnant women.t give a FQ to pregnant women.

VyasVyas H. H. QuinoloneQuinolone--associated rupture of the associated rupture of the achillesachilles tendon. NEJM tendon. NEJM 
2007;357:2067 Images in clinical medicine.2007;357:2067 Images in clinical medicine.

Dizziness in Urgent CareDizziness in Urgent Care
26 26 y/oy/o Man came into urgent care complaining of Man came into urgent care complaining of 
dizziness. CD4 333, VL 6289, not on HAART. Started dizziness. CD4 333, VL 6289, not on HAART. Started 
having a spinning sensation with nausea 2 days ago. having a spinning sensation with nausea 2 days ago. 
Also some crying spells, trouble sleeping and some Also some crying spells, trouble sleeping and some 
headaches, chills, but no fever,. headaches, chills, but no fever,. No hearing loss or No hearing loss or 
other neurological deficits. other neurological deficits. 
BP 120/70 pulse 78. He had his BP 120/70 pulse 78. He had his clonidineclonidine dose recently dose recently 
raised, he is on raised, he is on gabapentingabapentin, , paroxetineparoxetine ((paxilpaxil), and ), and 
quetiapinequetiapine. He had been trying to get a hold of his . He had been trying to get a hold of his 
psychiatrist for refills and has been out for 1 week. His psychiatrist for refills and has been out for 1 week. His 
exam was exam was wnlwnl..
What do you think is going on?What do you think is going on?
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SSRI Discontinuation SyndromeSSRI Discontinuation Syndrome

Dizziness Dizziness 
50%50%

Nausea Nausea 
40%40%

ParoxetineParoxetine

SSRI Discontinuation SyndromeSSRI Discontinuation Syndrome
Our patient has pretty classic findings. Our patient has pretty classic findings. ParoxetineParoxetine ((paxilpaxil) ) 
is among the most frequent causes , as it has a short is among the most frequent causes , as it has a short 
half life compared to half life compared to fluoxetinefluoxetine ((prozacprozac). ). 
His symptoms resolved after 1 day of being back on his His symptoms resolved after 1 day of being back on his 
medications. At times the symptoms can be more medications. At times the symptoms can be more 
dramatic and consist of dramatic and consist of paresthesiasparesthesias and headaches and headaches 
which can lead to ER visits as the patient may feel they which can lead to ER visits as the patient may feel they 
are having a stroke.are having a stroke.
Pearl: Patients need to be reminded about these Pearl: Patients need to be reminded about these 

symptoms and not to run out. Current pharmacy plans symptoms and not to run out. Current pharmacy plans 
may be a problem.may be a problem.

Reference: Rosenbaum JF, Reference: Rosenbaum JF, FavaFava M. Selective serotonin reuptake inhibitor M. Selective serotonin reuptake inhibitor 
discontinuation syndrome: a randomized controlled trial. discontinuation syndrome: a randomized controlled trial. BiolBiol Psychiatry Psychiatry 
1998;44:771998;44:77--87.87.
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Med RefillMed Refill

A patient of mine came in for a refill of his A patient of mine came in for a refill of his 
opiates that he uses for chronic pain. He opiates that he uses for chronic pain. He 
also asked for Viagra.also asked for Viagra.
A diagnostic test was performedA diagnostic test was performed

DaneillDaneill HW. HW. HypogonadismHypogonadism in men in men 
comsumingcomsuming sustained action oral opiates. J sustained action oral opiates. J 

of Pain 2002;3:377of Pain 2002;3:377--384384

A  A  serumserum testosteronetestosterone levellevel waswas sentsent
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A Testosterone Level was sentA Testosterone Level was sent
Chronic opiates can have profound effects on Chronic opiates can have profound effects on gonadalgonadal
hormones.  Specifically opiates, and this is well hormones.  Specifically opiates, and this is well 
described with methadone, suppress the described with methadone, suppress the gonadalgonadal axis. axis. 
Levels of the hypothalamic releasing hormones and Levels of the hypothalamic releasing hormones and 
testosterone synthesis may greatly decrease. Higher testosterone synthesis may greatly decrease. Higher 
doses are worse. Erectile problems do not always doses are worse. Erectile problems do not always 
correlate well with testosterone levels.correlate well with testosterone levels.
My patients testosterone level was 40, the lowest I had My patients testosterone level was 40, the lowest I had 
ever seen. I will send other tests to confirm whether it is ever seen. I will send other tests to confirm whether it is 
primary or secondary. The head of the UCSF pain clinic, primary or secondary. The head of the UCSF pain clinic, 
noted that she sees this problem often and has had men noted that she sees this problem often and has had men 
with with undectableundectable testosterone levels. testosterone levels. 
Women may have suppression of their Women may have suppression of their hypogonadalhypogonadal axis axis 
and become and become amenorrheicamenorrheic or have menstrual or have menstrual 
abnormalities on chronic opiates.abnormalities on chronic opiates.
HypogonadalHypogonadal men and women are at increased risk of men and women are at increased risk of 
osteoporosis.osteoporosis.

How do you spell relief?How do you spell relief?

A pt of mine who has just started salvage A pt of mine who has just started salvage 
therapy including therapy including raltegravirraltegravir, , etavirineetavirine, , 
darunavirdarunavir, , ritonavirritonavir, and , and tenofovirtenofovir, FTC., FTC.
He gets GERD and being conscientious, He gets GERD and being conscientious, 
he asks what he can take for it.he asks what he can take for it.
You know that You know that atazanaviratazanavir and acid and acid 
suppression donsuppression don’’t mix, but he is not on it.t mix, but he is not on it.
What do you advise.What do you advise.
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Antacid Therapy, which  one to Antacid Therapy, which  one to 
avoid?avoid?

25%

25%

25%

25% A.A. Proton pump inhibitorsProton pump inhibitors
B.B. Calcium containingCalcium containing
C.C. H2 blockersH2 blockers
D.D. All are ok to takeAll are ok to take

Avoid Divalent Avoid Divalent CationsCations, like , like 
Calcium Carbonate Calcium Carbonate 

Pharmacokinetic studies with Pharmacokinetic studies with elvitegravirelvitegravir and antacids (which and antacids (which 
contain divalent contain divalent cationscations) have been shown to reduce ) have been shown to reduce elvitegravirelvitegravir
levels (AUC by 45%, levels (AUC by 45%, CmaxCmax 47%, 47%, CminCmin 41%) (41%) (RamanathanRamanathan S, et al. S, et al. 
Poster #69, 8th IWCPHT).Poster #69, 8th IWCPHT). This is NOT due to the acid lowering This is NOT due to the acid lowering 
effect, but rather to the effect, but rather to the cationscations present in the antacid compounds. present in the antacid compounds. 
OmeprazoleOmeprazole did not lower levels nor did antacid given > 4 hours did not lower levels nor did antacid given > 4 hours 
after after ElvitegravirElvitegravir..
Until data becomes available on Until data becomes available on raltegravirraltegravir and antacids (TUMS, and antacids (TUMS, 
Maalox, Mylanta, Rolaids, PeptoMaalox, Mylanta, Rolaids, Pepto--Bismol, etc) or other polyvalent Bismol, etc) or other polyvalent 
cationscations (e.g., calcium, iron, multivitamins, nutritional supplements), (e.g., calcium, iron, multivitamins, nutritional supplements), 
concomitant administration of concomitant administration of raltegravirraltegravir and antacids/divalent and antacids/divalent 
cationscations should be used with caution.should be used with caution.
Bonus, he also takes a selenium supplement for his diabetes, whaBonus, he also takes a selenium supplement for his diabetes, what t 
should you do?should you do?

Information from Ian McNichol, Pharm D PHP SFGH
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Not intended to be read, but this website from the University of Liverpool has drug interaction 
sheets and much more information. It has the antacid information. 

www.hiv-druginteractions.org also check http://hivinsite.ucsf.edu/ drug interactions data base

Do Do notnot attemptattempt toto readread thisthis

Detail from the Detail from the ElvitegravirElvitegravir ChartChart

University of Liverpool www.hiv-druginteractions.org

Peril:Peril: onon newnew HIV HIV medicationsmedications know know wherewhere toto looklook up up potentialpotential drug drug 
interactionsinteractions andand check check beforebefore prescribingprescribing..
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The CD8 Count, is it Worth the The CD8 Count, is it Worth the 
Money Money 

An experienced HIV provider noted that An experienced HIV provider noted that 
some study labs and labs from other some study labs and labs from other 
providers had not only CD4, CD4%, and providers had not only CD4, CD4%, and 
VL, but CD8 and CD4/CD8 ratio.VL, but CD8 and CD4/CD8 ratio.
She asked, She asked, ““should I be sending these on should I be sending these on 
my patients?my patients?””

The CD8 provides useful clinical The CD8 provides useful clinical 
information beyond the CD4 and %information beyond the CD4 and %

33%

33%

33% A.A. TrueTrue
B.B. FalseFalse
C.C. DonDon’’t know, but better to sendt know, but better to send
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Lots of Labs, what do they mean?Lots of Labs, what do they mean?

This patient’s VL have been < 75 on HAART for 
years.

CD8CD8
Progressive HIV infection is characterized byProgressive HIV infection is characterized by
–– Decline in CD4 countDecline in CD4 count
–– Increase in CD8 count, initially, followed later by a declineIncrease in CD8 count, initially, followed later by a decline
–– Inversion of the CD4/CD8 ratio to < 1.0. Inversion of the CD4/CD8 ratio to < 1.0. 

Normal CD4/CD8 ratio is between 1Normal CD4/CD8 ratio is between 1--3.2 and may be 3.2 and may be 
determined geneticallydetermined genetically
Decline in the ratio to < 1.0 has prognostic information Decline in the ratio to < 1.0 has prognostic information 
about progression and likelihood of Long term about progression and likelihood of Long term 
nonprogressionnonprogression ( CD4 > 500 for 10 years without ( CD4 > 500 for 10 years without 
HAART), rates of 9HAART), rates of 9--11%.11%.
What is the clinical relevance in the HAART era?What is the clinical relevance in the HAART era?
Cost at SFGH Lab: CD4 and % $129, CD4 and CD8 Cost at SFGH Lab: CD4 and % $129, CD4 and CD8 
$257, reagent cost is the same as CD4 only. At SFGH > $257, reagent cost is the same as CD4 only. At SFGH > 
50% of CD4 counts are ordered with CD8*50% of CD4 counts are ordered with CD8*

*personal communication with SFGH Lab 11/15/2007
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If > 2 years before CD4/CD8 inversion If > 2 years before CD4/CD8 inversion 
(ratio < 1.0) lower rates of progression (ratio < 1.0) lower rates of progression 

to AIDSto AIDS

Margolick JB, Gange SJ. JAIDS;42:620-626. MACS cohort study, pre-HAART era

Preserved CD4/CD8 > 1.0 at 2 years Preserved CD4/CD8 > 1.0 at 2 years 
post post seroconversionseroconversion is associated with is associated with 

longlong--term term nonprogressorsnonprogressors

5 of the 6 LTNG maintained their ratio > 1

PearlPearl: I : I amam notnot suresure whatwhat thethe clinicalclinical utilityutility ofof thethe CD8 CD8 oror CD4/CD8 ratio CD4/CD8 ratio 
once once thethe ratio has ratio has becomebecome < 1. < 1. IfIf thethe resultresult willwill notnot effecteffect managementmanagement
whywhy sendsend itit??
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A tough pill to swallowA tough pill to swallow
51 51 y/oy/o W with AIDS, CD4 77, VL >500K , not on W with AIDS, CD4 77, VL >500K , not on 
HAART.HAART.
Presented with Presented with hematemesishematemesis, , odynaphagiaodynaphagia, , 
dysphagiadysphagia, anorexia weight loss, abdominal pain , anorexia weight loss, abdominal pain 
and fever. and fever. 
Admitted and had an EGD that showed an Admitted and had an EGD that showed an 
esophageal ulcer and esophageal ulcer and hemorrhagaichemorrhagaic gastritis. gastritis. 
She was put on She was put on pantoprazolepantoprazole and and fluconazolefluconazole
and discharged only to be readmitted with the and discharged only to be readmitted with the 
same problems and dehydration.same problems and dehydration.

Tough PillTough Pill
In the interval between hospitalizations she was In the interval between hospitalizations she was 
unable to start HAARTunable to start HAART
Review of her pathology showed that her Review of her pathology showed that her 
esophageal ulcer had CMV inclusion bodies. esophageal ulcer had CMV inclusion bodies. 
IV IV ganciclovirganciclovir was started and she had some was started and she had some 
improvement and she was switched to improvement and she was switched to popo
valganciclovirvalganciclovir..
As an outpatient As an outpatient lopinavir/rlopinavir/r, FTC and , FTC and tenofovirtenofovir
were started. Her CBC was monitored.were started. Her CBC was monitored.
An ophthalmology consultation did not show any An ophthalmology consultation did not show any 
CMV retinitis.CMV retinitis.
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CMV CMV EsophagitisEsophagitis

Recommended Duration of  antiRecommended Duration of  anti--
CMV therapy?CMV therapy?

25%

25%

25%

25%A.A. Until the CD4 is > 100 for 6 monthsUntil the CD4 is > 100 for 6 months
B.B. Until her CD4 is > 200Until her CD4 is > 200
C.C. 33--6 weeks at induction dosage then stop6 weeks at induction dosage then stop
D.D. 1414--21 days induction then maintenance 21 days induction then maintenance 

therapytherapy
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CMV GI Disease and HIV PearlsCMV GI Disease and HIV Pearls

Occurred in up to 5% in preOccurred in up to 5% in pre--HARRT era, CD4 usually < HARRT era, CD4 usually < 
50, median 1550, median 15--21. Reactivation of latent disease.21. Reactivation of latent disease.
PrePre--HARRT era associated with high AIDS HARRT era associated with high AIDS relrel. mortality, . mortality, 
median survival 7.6median survival 7.6--10 mos. Relapse rate variable, 20% 10 mos. Relapse rate variable, 20% 
at Grady Hosp.at Grady Hosp.
Most common GI sites esophagus (multiple distal)  and Most common GI sites esophagus (multiple distal)  and 
colon.colon.
Ass. with CMV retinitis. New Ass. with CMV retinitis. New extracolonicextracolonic CMV disease CMV disease 
developed in 7 (23%) of 30 placebo patients and in 3 developed in 7 (23%) of 30 placebo patients and in 3 
(9%) of 32 (9%) of 32 ganciclovirganciclovir patients in only 14 days (P = patients in only 14 days (P = 
.026). .026). 
Diagnostic triad: clinical symptoms, Diagnostic triad: clinical symptoms, endoscopicendoscopic
visualization of ulcers or erosions, pathologic  CMV visualization of ulcers or erosions, pathologic  CMV 
inclusion bodies. CMV inclusion bodies. CMV AbAb or or viremiaviremia not diagnostic.not diagnostic.

GI CMV DiseaseGI CMV Disease
Treatment: induction therapy for 3Treatment: induction therapy for 3--6 weeks with IV 6 weeks with IV 
ganciclovirganciclovir 5mg/kg BID (grade 1B) or 5mg/kg BID (grade 1B) or foscarnetfoscarnet 90 mg/kg 90 mg/kg 
BID(gradeBID(grade 2B). Switch to 2B). Switch to popo induction doses of induction doses of 
ValganciclovirValganciclovir 900 mg BID when symptoms are 900 mg BID when symptoms are 
improved.improved.
Optimal duration is unclear, consensus panel Optimal duration is unclear, consensus panel 
recommends 3recommends 3--6 weeks (grade 1B). Inclusion bodies 6 weeks (grade 1B). Inclusion bodies 
may clear in 3 weeks, ulcer healing in 6 in one series. may clear in 3 weeks, ulcer healing in 6 in one series. 
Maintenance therapy for those who have relapsed, reMaintenance therapy for those who have relapsed, re--
induce then induce then valgancicolvirvalgancicolvir 900 mg/day900 mg/day
HAART is an essential part of Rx. HAART era dramatic HAART is an essential part of Rx. HAART era dramatic 
decreases in CMV end organ disease and mortality. decreases in CMV end organ disease and mortality. 
EuroSidaEuroSida prepre--HAART 6.2/100 pt yrs HAART 6.2/100 pt yrs vsvs HAART 0.3HAART 0.3
Need to exclude CMV retinal disease as treatment is Need to exclude CMV retinal disease as treatment is 
different.different.
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CMV GI ReferencesCMV GI References
Jacobson MA. AIDS related cytomegalovirus gastrointestinal Jacobson MA. AIDS related cytomegalovirus gastrointestinal 
disease. Chapter in disease. Chapter in UptodateUptodate, last revised 2/1/2007, last revised 2/1/2007
Wilcox CM, Wilcox CM, ScwartzScwartz DA. Esophageal ulceration in HIV infection: DA. Esophageal ulceration in HIV infection: 
causes, causes, repsonserepsonse to therapy and longto therapy and long--term outcome. Ann Intern term outcome. Ann Intern 
Med 1995;123:143Med 1995;123:143--149.149.
YustYust I, Fox Z. Retinal and I, Fox Z. Retinal and extraocularextraocular cytomegalovirus endcytomegalovirus end--organ organ 
disease in HIV pts in Europe: a disease in HIV pts in Europe: a EuroSIDAEuroSIDA, 1994, 1994--2001. 2001. EurEur J J 
MicrobiolMicrobiol Infect Infect DisDis 2004;23:5502004;23:550--559.559.
Guidelines for the treatment of CMV diseases with AIDS in the erGuidelines for the treatment of CMV diseases with AIDS in the era a 
of potent ARV. Recommendations of an international panel. of potent ARV. Recommendations of an international panel. 
(includes Mark Jacobson) Arch Intern Med 1998;158:957(includes Mark Jacobson) Arch Intern Med 1998;158:957--969969
DieterichDieterich DT. Multiple references including. DT. Multiple references including. J Infect Dis.J Infect Dis. 1993 1993 
Feb;167(2):278Feb;167(2):278--82. 82. GanciclovirGanciclovir treatment of cytomegalovirus colitis treatment of cytomegalovirus colitis 
in AIDS: a randomized, doublein AIDS: a randomized, double--blind, placeboblind, placebo--controlled controlled multicentermulticenter
study.study.

P.S. the patient is doing well, gaining wt and is free of eye disease. Her 
Valganciclovir has been stopped and she continues on HAART.

Facial SwellingFacial Swelling

51 51 y/oy/o W with AIDS and HTN.W with AIDS and HTN.
She is on HAART containing She is on HAART containing 
lopinavir/ritonavirlopinavir/ritonavir, , tenofovirtenofovir and FTC.and FTC.
She has HTN and was put on She has HTN and was put on amlodipineamlodipine
to help control her BP.to help control her BP.
After being on both this meds she After being on both this meds she 
develops facial swelling.develops facial swelling.
What do you think is going on?What do you think is going on?
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Facial SwellingFacial Swelling
AmlodipineAmlodipine edema has been reported, usually in the lower edema has been reported, usually in the lower 
extremities, but also in the upper extremities and facial edema.extremities, but also in the upper extremities and facial edema.
AmlodipineAmlodipine levels can be increased by potent CYP3A4 inhibitors like levels can be increased by potent CYP3A4 inhibitors like 
the the lopinavir/ritonavirlopinavir/ritonavir that she is on.that she is on.
Drug Interactions SubstrateDrug Interactions Substrate of CYP3A4 (major); of CYP3A4 (major); InhibitsInhibits CYP1A2 CYP1A2 
(moderate), 2A6 (weak), 2B6 (weak), 2C8 (weak), 2C9 (weak), 2D6 (moderate), 2A6 (weak), 2B6 (weak), 2C8 (weak), 2C9 (weak), 2D6 
(weak), 3A4 (weak) (weak), 3A4 (weak) 
CYP3A4 inhibitors: May increase the levels/effects of CYP3A4 inhibitors: May increase the levels/effects of amlodipineamlodipine. . 
Example inhibitors include Example inhibitors include azoleazole antifungalsantifungals, , clarithromycinclarithromycin, , 
diclofenacdiclofenac, , doxycyclinedoxycycline, erythromycin, , erythromycin, imatinibimatinib, , isoniazidisoniazid, , 
nefazodonenefazodone, , nicardipinenicardipine, , propofolpropofol, protease inhibitors, , protease inhibitors, quinidinequinidine, , 
telithromycintelithromycin, and , and verapamilverapamil. . 
Grapefruit juice: May modestly increase Grapefruit juice: May modestly increase amlodipineamlodipine levels.levels.
Clinical Peril: Protease inhibitors can increase the levels of cClinical Peril: Protease inhibitors can increase the levels of calcium alcium 
channel blocker channel blocker antihypertensivesantihypertensives and increase the adverse effects, and increase the adverse effects, 
like the edema from like the edema from amilodipineamilodipine. You need to look up possible drug . You need to look up possible drug 
interactions.interactions.

Ganeshalingham A, Wong W. Amlodipine-induced bilateral upper extremity edema 
Ann Pharmacother. 2007 Sep;41(9):1536-8. Epub 2007 Jul 31. Links

.

AmlodipineAmlodipine Facial EdemaFacial Edema

Ganeshalingham A, Wong W. Amlodipine induced bilateral upper 
extremity edema. Ann Pharmacother 2007;41: 1536-8
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MesserliMesserli FHFH, , OparilOparil SS, , FengFeng ZZ. . Comparison of efficacy and side effects of Comparison of efficacy and side effects of 
combination therapy of combination therapy of angiotensinangiotensin--converting enzyme inhibitor converting enzyme inhibitor 
((benazeprilbenazepril) with calcium antagonist (either ) with calcium antagonist (either nifedipinenifedipine or or amlodipineamlodipine) ) 
versus highversus high--dose calcium antagonist dose calcium antagonist monotherapymonotherapy for systemic for systemic 
hypertension.  hypertension.  Am J Am J CardiolCardiol.. 2000 Dec 1;86(11):11822000 Dec 1;86(11):1182--7.7.

Figure 2. Frequency of total adverse events and edema in studies 1 and 2. 
*Occurring in ≥2% of patients; †p <0.001 compared with Ni 60 mg; ‡p ≤0.001 
compared with Ni 60 mg; §p = 0.008 compared with Ni 60 mg; **p <0.001 
compared with Am 10 mg. Abbreviations as in Figure 1. 

Asleep in Social WorkAsleep in Social Work

I was called to see a woman, I was called to see a woman, Ms.KMs.K. who was . who was 
very difficult to arouse in the social work officevery difficult to arouse in the social work office
40 40 y/oy/o W, not on HAART, CD4 313W, not on HAART, CD4 313
VS AF, 126/76, 78,pulse Ox 97%. Looked VS AF, 126/76, 78,pulse Ox 97%. Looked 
comfortable, asleep in a chaircomfortable, asleep in a chair
Difficult to arouse, quickly fell back asleepDifficult to arouse, quickly fell back asleep
SW says she is often like this, but when she first SW says she is often like this, but when she first 
walked in she was alert, answered questions.walked in she was alert, answered questions.
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Sleepless in the TLSleepless in the TL

She is homeless, stays in the Tenderloin (TL). She is homeless, stays in the Tenderloin (TL). 
Uses crack.Uses crack.
She is up at night walking aroundShe is up at night walking around
Has a diagnosis of depression and is on Has a diagnosis of depression and is on 
paroxetineparoxetine. TSH and T4 were . TSH and T4 were wnlwnl 1 year ago.1 year ago.
She says that when she was in jail they had to She says that when she was in jail they had to 
wake her up for meals.wake her up for meals.
What is your differential diagnosis for her What is your differential diagnosis for her 
excessive sleepiness?excessive sleepiness?

DDX of Excessive Daytime DDX of Excessive Daytime 
SleepinessSleepiness

Excessive daytime sleepiness is reported by up Excessive daytime sleepiness is reported by up 
to 31% of the adult population.to 31% of the adult population.
Consequences include: accidents; impaired Consequences include: accidents; impaired 
work and school performance,; and work and school performance,; and 
psychosocial functioning.psychosocial functioning.
In most cases an etiology can be found.In most cases an etiology can be found.
Most common cause is chronic sleep Most common cause is chronic sleep 
deprivation. Sufficient sleep = person awakes deprivation. Sufficient sleep = person awakes 
rested and restored rather than a specific # of rested and restored rather than a specific # of 
hrs. It is cumulative. Shift workers, med. house hrs. It is cumulative. Shift workers, med. house 
staff.staff.
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DDX of Excessive Daytime DDX of Excessive Daytime 
SleepinessSleepiness--OSAOSA

Obstructive sleep apnea. In gen. pop. 2% of Obstructive sleep apnea. In gen. pop. 2% of 
women, 4% of menwomen, 4% of men
More common in adults, men, snorers, postMore common in adults, men, snorers, post--
menopausal women, elderly, and obesity. 1/3 menopausal women, elderly, and obesity. 1/3 
are not obese.are not obese.
Excessive sleepiness is caused by sleep Excessive sleepiness is caused by sleep 
fragmentation. Leads to HTN, R heart failure, fragmentation. Leads to HTN, R heart failure, 
pulmonary HTN, pulmonary HTN, polycythemiapolycythemia, , HAsHAs
Need formal sleep study to accurately Need formal sleep study to accurately DxDx and and 
titrate CPAP treatment.titrate CPAP treatment.

DDX of Excessive Daytime DDX of Excessive Daytime 
SleepinessSleepiness--NarcolepsyNarcolepsy

As common as ParkinsonAs common as Parkinson’’s Dis. 0.09%, 250,000 in US.s Dis. 0.09%, 250,000 in US.
Genetic component 90% are HLAGenetic component 90% are HLA--DR2/DQ1, but found in 30% of DR2/DQ1, but found in 30% of 
gen. pop.gen. pop.
Onset adolescence and early adult.Onset adolescence and early adult.
Clinical signs, less than half have all the signs. Clinical signs, less than half have all the signs. 
–– Excessive daytime sleepiness, sleep attacksExcessive daytime sleepiness, sleep attacks
–– Cataplexy sudden loss of muscle tone, typically triggered by emoCataplexy sudden loss of muscle tone, typically triggered by emotion. tion. 

(65(65--70%)70%)
–– HypnagogicHypnagogic (at sleep onset) and (at sleep onset) and hypopompichypopompic (upon awakening) (upon awakening) 

hallucinations, vivid frightening(12hallucinations, vivid frightening(12--50%)50%)
–– Sleep paralysis (60%)Sleep paralysis (60%)
–– Automatism, awake, but not fully aware (80%)Automatism, awake, but not fully aware (80%)
–– Pathophys.impairedPathophys.impaired control of boundaries between control of boundaries between wakefullnesswakefullness and and 

REM and nonREM and non--REM sleepREM sleep
–– Need objective sleep studies, Need objective sleep studies, polysomnographypolysomnography and multiple sleep and multiple sleep 

latency testing (MSLT)latency testing (MSLT)

Mahowald M. What is causing excessive daytime sleepiness. 
Postgraduate medicine 2000;107:108-23. And Uptodate.com
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DDX of Excessive Daytime SleepinessDDX of Excessive Daytime Sleepiness--Medication Medication 
or Withdrawalor Withdrawal

SedativeSedative--hypnotics barbs, hypnotics barbs, benzosbenzos, and newer sleeping , and newer sleeping 
pills. Methadone pills. Methadone ““noddingnodding””, especially when combined , especially when combined 
with with clonazepamclonazepam and other sedatives.and other sedatives.
Cocaine withdrawal: When cocaine use is stopped or Cocaine withdrawal: When cocaine use is stopped or 
when a binge ends, a when a binge ends, a ““crashcrash”” follows almost follows almost 
immediately. This crash accompanied by a strong immediately. This crash accompanied by a strong 
craving for more cocaine. Additional symptoms include craving for more cocaine. Additional symptoms include 
fatigue, lack of pleasure, increased appetite, depressed fatigue, lack of pleasure, increased appetite, depressed 
mood, anxiety, irritability, sleepiness, slowing of mood, anxiety, irritability, sleepiness, slowing of 
activities, vivid and unpleasant dreams,  and sometimes activities, vivid and unpleasant dreams,  and sometimes 
agitation or extreme suspicion. After initial sleepiness, agitation or extreme suspicion. After initial sleepiness, 
insomnia can continue.insomnia can continue.

http://www.nlm.nih.gov/medlineplus

Further Further HxHx and My and My DxDx
I did a complete sleep historyI did a complete sleep history
She spends her nights in the TL, is homeless, walks the She spends her nights in the TL, is homeless, walks the 
street, some commercial sex work and frequent crack street, some commercial sex work and frequent crack 
cocaine use. She is fearful to sleep in the TL. Does not cocaine use. She is fearful to sleep in the TL. Does not 
use any opiates or other sedatives.use any opiates or other sedatives.
Telephone call to the jail HIV doctor reveals that she was Telephone call to the jail HIV doctor reveals that she was 
not excessively sleepy while incarcerated.not excessively sleepy while incarcerated.
My working diagnosis is My working diagnosis is multifactorialmultifactorial excess sleepiness excess sleepiness 
due to chronic sleep deprivation, night time stimulant use due to chronic sleep deprivation, night time stimulant use 
(crack cocaine), reversal of day(crack cocaine), reversal of day--night sleep cycle, fear of night sleep cycle, fear of 
sleeping in unsafe areas at night.sleeping in unsafe areas at night.
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SleepySleepy
She was accompanied by 2 of our staff to her shelter She was accompanied by 2 of our staff to her shelter 
plus interview, after coffee, they sat on each side of her plus interview, after coffee, they sat on each side of her 
prodding her to stay awake.prodding her to stay awake.
Plan: work toward obtaining safe housing, drug Plan: work toward obtaining safe housing, drug 
treatment, psychiatric evaluation, continuing her primary treatment, psychiatric evaluation, continuing her primary 
care. Urine care. Urine toxtox shows only the presence of cocaine.shows only the presence of cocaine.
I saw her last week and she was totally alert and stayed I saw her last week and she was totally alert and stayed 
awake and had housing leads and felt less depressed.awake and had housing leads and felt less depressed.
Pearl: consider a broad Pearl: consider a broad DDxDDx of excessive sleepiness of excessive sleepiness 
and include psychosocial factors. Housing may be the and include psychosocial factors. Housing may be the 
definitive treatment.definitive treatment.

A A ClinicalClinical QuestionQuestion

A colleague asks, A colleague asks, ““what are the what are the 
interactionsinteractions ofof HIV HIV andand Malaria Malaria givengiven thatthat
thethe 2 2 diseasesdiseases havehave a a hugehuge overlapoverlap in in 
subsub--saharansaharan AfricaAfrica””??
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Malaria Malaria andand HIV: HIV: WhichWhich are are TrueTrue

20%

20%

20%

20%

20% A.A. CD4 <200 CD4 <200 isis a a riskrisk forfor malariamalaria
B.B. HIV HIV increasesincreases riskrisk ofof placentalplacental malariamalaria
C.C. Malaria Malaria increasesincreases VL & VL & decreasesdecreases CD4CD4
D.D. TMP/SMX reduces malaria by 70%TMP/SMX reduces malaria by 70%
E.E. AllAll are are truetrue

DistributionDistribution ofof HIV HIV andand MalariaMalaria

Malaria

HIV

From the
CDC and
Slutsker L. 
HIV and
malaria: 
interactions
and
implications. 
Current
Opinion in 
Infectious
Disease
2007;20:3-
10Darker

indicates
higher rates
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Malaria and HIVMalaria and HIV
P. P. falciparumfalciparum causes severe disease and death largely causes severe disease and death largely 
in people lacking specific acquired immunity.in people lacking specific acquired immunity.
Immunity develops in the face of high rates of Immunity develops in the face of high rates of 
transmission. Adults in those areas tend to be transmission. Adults in those areas tend to be 
parasitemicparasitemic, but asymptomatic. Suggest HIV testing in , but asymptomatic. Suggest HIV testing in 
adults who present with clinical malaria in a region where adults who present with clinical malaria in a region where 
natural immunity normally develops.natural immunity normally develops.
In areas without stable transmission, HIV is a risk factor In areas without stable transmission, HIV is a risk factor 
for severe malaria in young children and adultsfor severe malaria in young children and adults
In areas with high transmission, HIV only modestly In areas with high transmission, HIV only modestly 
increases the risk of increases the risk of parasitemiaparasitemia and clinical malaria.and clinical malaria.

Malaria and HIVMalaria and HIV
Risk of malaria is increased with decreasing CD4, but Risk of malaria is increased with decreasing CD4, but 
less associated with HIV less associated with HIV immunosuppressionimmunosuppression than other than other 
OIsOIs. Uganda clinical malaria OR 6.1 for CD4 <200 . Uganda clinical malaria OR 6.1 for CD4 <200 
compared to >500. Increased severity in areas of compared to >500. Increased severity in areas of 
unstable malaria transmission.unstable malaria transmission.
Acquired immunity helps in the clearance of drug Acquired immunity helps in the clearance of drug 
resistant parasites. HIV has been shown to impair resistant parasites. HIV has been shown to impair 
acquired immunity and the response to therapy.acquired immunity and the response to therapy.
HIV may be associated with increased reHIV may be associated with increased re--infection due to infection due to 
weakened immune response to liver stage parasites.weakened immune response to liver stage parasites.
Malaria infection increases viral load transiently (up to 8 Malaria infection increases viral load transiently (up to 8 
wks) and lowers CD4 about 40 cells, successful therapy wks) and lowers CD4 about 40 cells, successful therapy 
increases CD4increases CD4
Anopheles mosquitoes are more likely to bite febrile Anopheles mosquitoes are more likely to bite febrile 
hosts.hosts.
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Malaria and HIVMalaria and HIV
In Uganda, CTX(TMPIn Uganda, CTX(TMP--SMX) prophylaxis in pts SMX) prophylaxis in pts 
with CD4 <500 showed a 70% reduction in with CD4 <500 showed a 70% reduction in 
febrile malaria.febrile malaria.
ART prevented an addition 50% of malaria ART prevented an addition 50% of malaria 
associated fevers.associated fevers.
Insecticide treated bed nets also further Insecticide treated bed nets also further 
decreased riskdecreased risk
Although there are large number of potential Although there are large number of potential 
drug interactions and overlapping toxicity little is drug interactions and overlapping toxicity little is 
known about interactions between malaria known about interactions between malaria 
medicines and ARTmedicines and ART
CTX may be ass. With higher rates of CTX may be ass. With higher rates of 
sulfadoxinesulfadoxine--pyrimethaminepyrimethamine ((FansidarFansidar) treatment ) treatment 
failure in childrenfailure in children

Drug InteractionDrug Interaction
A study to evaluate potential interactions between the A study to evaluate potential interactions between the 

combination of combination of amodiaquineamodiaquine plus plus artesunateartesunate (AQ/AS) (AQ/AS) 
and the HIV nonand the HIV non--nucleoside reverse transcriptase nucleoside reverse transcriptase 
inhibitor, inhibitor, efavirenzefavirenz. The study was prematurely . The study was prematurely 
discontinued after the first two patients developed severe discontinued after the first two patients developed severe 
asymptomatic asymptomatic hepatotoxicityhepatotoxicity more than one month after more than one month after 
study completion. No other etiology for the marked flare study completion. No other etiology for the marked flare 
in in aminotransferasesaminotransferases was identified. The addition of was identified. The addition of 
efavirenzefavirenz resulted in significant increases of resulted in significant increases of 
amodiaquineamodiaquine serum concentrations in both patients serum concentrations in both patients 
(AUC increased by 115 and 302 percent, respectively).(AUC increased by 115 and 302 percent, respectively).
AminotransferasesAminotransferases should be monitored in patients should be monitored in patients 

taking regimens that include these medications.taking regimens that include these medications.

German, P, Greenhouse, B, Coates, C, et al. Hepatotoxicity due to a drug 
interaction between amodiaquine plus artesunate and efavirenz. Clin Infect 
Dis 2007; 44:889. 
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SelectedSelected Drug Drug InteractionsInteractions

Brentlinger PE, Behrens CB, Kublin JG. Challenges in the prevention, 
doagnosis, and treatment of malaria in HIV infected adults in Sub-
Saharan Africa. Arch Int Med 2007;167:1827-36

Malaria and HIVMalaria and HIV

Benefits of parity are decreased with HIV.Benefits of parity are decreased with HIV.
HIV is ass. With increased peripheral and HIV is ass. With increased peripheral and 
placental parasites. placental parasites. 
CoCo--infection increases rates of: low birth infection increases rates of: low birth 
weight, more preterm, maternal anemia, weight, more preterm, maternal anemia, 
intrauterine growth retardation. Post natal intrauterine growth retardation. Post natal 
mortality.mortality.
Question of increased MTCT?Question of increased MTCT?
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SharedShared SignsSigns andand SymptomsSymptoms
Malaria and HIV ass. Malaria and HIV ass. OIsOIs and other infections and IRIS share a broad range and other infections and IRIS share a broad range 
of symptoms and signs. Clinicians need to consider malaria as weof symptoms and signs. Clinicians need to consider malaria as well as other ll as other 
infections.  Overinfections.  Over--treatment may speed resistance.treatment may speed resistance.
Fever, most widely recognized manifestation of malaria, but all Fever, most widely recognized manifestation of malaria, but all fevers fevers 
should not be ascribed to malariashould not be ascribed to malaria
Anemia, 10% of coAnemia, 10% of co--infected pts have a HB <7 on hosp admission.infected pts have a HB <7 on hosp admission.
Respiratory syndromes, 3Respiratory syndromes, 3--10% of pts with 10% of pts with P.falcP.falc have have pulmpulm symptoms. symptoms. 
Cough can Cough can occocc in up to 50%. Pulmonary edema can be a fatal in up to 50%. Pulmonary edema can be a fatal 
manifestation.manifestation.
GI and GI and hepatobiliaryhepatobiliary symptoms of nausea, vomiting, symptoms of nausea, vomiting, hepatosplenomegalyhepatosplenomegaly, , 
jaundice, jaundice, abdabd pain, and elevation of liver enzymes have been reported in pain, and elevation of liver enzymes have been reported in 
acute malaria.acute malaria.
NeurologicNeurologic symptoms of HA, mental status changes, coma, and seizures symptoms of HA, mental status changes, coma, and seizures 
can can occocc in acute malaria. Cerebral malaria is treated with quinine, in acute malaria. Cerebral malaria is treated with quinine, NNRTIsNNRTIs
and and rifampinrifampin can decrease quinine levels, Boosted PIs can increase quinine can decrease quinine levels, Boosted PIs can increase quinine 
levels and toxicity.levels and toxicity.
Lactic acidosis can occur in severe malaria.Lactic acidosis can occur in severe malaria.

Brentlinger PE, Behrens CB, Kublin JG. Challenges in the prevention, doagnosis, 
and treatment of malaria in HIV infected adults in Sub-Saharan Africa. Arch Int Med
2007;167:1827-36

Malaria and HIVMalaria and HIV

Effects of Malaria on HIVEffects of Malaria on HIV
Increased HIV viral load in blood and placenta. Increased HIV viral load in blood and placenta. 
VL increases usually transient.VL increases usually transient.
May accelerate HIV course if chronic or May accelerate HIV course if chronic or 
untreated.untreated.
May increase sexual transmission due to higher May increase sexual transmission due to higher 
VL, definitive  studies lacking.VL, definitive  studies lacking.
Severe anemia may require blood transfusion Severe anemia may require blood transfusion 
and may lead to infection and limit AZT useand may lead to infection and limit AZT use
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Summary of Malaria and HIVSummary of Malaria and HIV
HIV is a risk for severe malaria in areas without high HIV is a risk for severe malaria in areas without high 
transmission.transmission.
Risk of malaria increases with low CD4, but less effect Risk of malaria increases with low CD4, but less effect 
than other than other OIsOIs
CoCo--infected pts respond poorer to therapyinfected pts respond poorer to therapy
Increased rates of malaria reIncreased rates of malaria re--infection in HIV.infection in HIV.
CTX decreases malaria infectionCTX decreases malaria infection
Loss of protection from parity in HIV+ womenLoss of protection from parity in HIV+ women
Higher rates of fetal complicationsHigher rates of fetal complications
Malaria increases HIV VL, usually transientlyMalaria increases HIV VL, usually transiently
Increased sexual transmission, ? MTCTIncreased sexual transmission, ? MTCT
Anemia limits AZT useAnemia limits AZT use

Brentlinger PE, Behrens CB, Kublin JG. Challenges in the prevention, doagnosis, and treatment of
malaria in HIV infected adults in Sub-Saharan Africa. Arch Int Med 2007;167:1827-36
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WhyWhy WonWon’’tt He He TakeTake HisHis MedsMeds??
A 52 y/o A 52 y/o homelesshomeless manman presentedpresented toto thethe hospital hospital forfor
worseningworsening SOB, SOB, oneone ofof manymany hospitalizationshospitalizations forfor thisthis
problemproblem
ThinThin, CD4 3 , VL 84K, , CD4 3 , VL 84K, DxDx withwith HIV in 2001, HIV in 2001, nevernever onon
HAARTHAART
OtherOther problemsproblems includedincluded CHF CHF stagestage 4, global 4, global 
hypokinesiahypokinesia andand ankleankle osteomyelitisosteomyelitis, , andand episodicepisodic crack crack 
use, use, pastpast PCP.PCP.
OurOur staff staff waswas ableable toto getget himhim intointo permanentpermanent housinghousing in in 
a a newlynewly remodelledremodelled aptapt. . buildingbuilding. . ItIt waswas thethe firstfirst place place ofof
hishis ownown thatthat he he hadhad. He . He wantedwanted hishis sistersister toto seesee itit andand
be be thethe firstfirst toto sleepsleep onon thethe bedbed so he so he sleptslept onon thethe floorfloor..

No No MedsMeds
WeWe hadhad a a greatgreat relationshiprelationship withwith himhim, , wewe hadhad gottengotten himhim
housinghousing andand benefitsbenefits. He . He enjoyedenjoyed comingcoming toto thethe clinicclinic
andand likedliked hishis PCP.PCP.
HisHis healthhealth worsenedworsened andand he he waswas ableable toto getget toto MaitriMaitri. . ItIt
waswas thethe nicestnicest place he place he everever stayedstayed in. He in. He hadhad a a fewfew
hospitalizationshospitalizations forfor CHF, CHF, usuallyusually leavingleaving AMA AMA becausebecause
he he feltfelt betterbetter oror diddid notnot likelike thethe foodfood oror neededneeded toto do do 
somethingsomething. . WouldWould nevernever taketake a lumbar a lumbar puncturepuncture
OurOur clinicclinic outreachoutreach workerworker, Lee, , Lee, paidpaid forfor hishis daughterdaughter toto
come out come out andand visitvisit himhim..
He He dieddied peacefullypeacefully atat MaitriMaitri surroundedsurrounded by by peoplepeople whowho
caredcared aboutabout himhim..
WhyWhy waswas he he unableunable toto taketake medsmeds??
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DDxDDx ofof NotNot TakingTaking MedsMeds
CostCost ofof medsmeds, , notnot a factor a factor herehere, he , he hadhad MedicaidMedicaid
AdverseAdverse sideside effectseffects, he , he nevernever triedtried thethe medsmeds, , 
butbut waswas fearfulfearful ofof thethe HIV HIV medsmeds turningturning himhim
darkerdarker..
ChaoticChaotic lifelife stylestyle, he , he hadhad medisetsmedisets delivereddelivered andand
laterlater waswas in a place in a place withwith onsiteonsite nursingnursing, he , he stillstill
couldcould notnot do do itit..
SubstanceSubstance use, use, yesyes he he hadhad thatthat problemproblem, , butbut he he 
waswas a a veryvery functionalfunctional personperson, , alwaysalways politepolite
PsychiatricPsychiatric, no , no apparentapparent psychosispsychosis

TheThe MainMain ReasonReason
TheThe reasonsreasons forfor himhim notnot takingtaking medsmeds are are likelylikely toto be be complexcomplex andand
multifactorialmultifactorial
WeWe foundfound out out thatthat hishis fatherfather waswas experimentedexperimented onon in in thethe Tuskegee Tuskegee 
study*. Our study*. Our patientpatient waswas bornborn withwith syphilissyphilis..
He He grewgrew up up downdown southsouth in Alabama in Alabama andand waswas 53 y/o (53 y/o (whichwhich shouldshould
havehave beenbeen a red a red flagflag). He ). He grewgrew up in up in thethe times times ofof strictstrict segregationsegregation
andand discriminationdiscrimination. He . He waswas notnot ableable toto readread oror writewrite, , butbut waswas veryvery
streetstreet savvysavvy. He . He hadhad workedworked as a sharecropper.as a sharecropper.
Although he Although he hadhad a a goodgood relationshiprelationship withwith thethe staff staff atat thethe clinicclinic, he , he 
mistrustedmistrusted thethe medical medical systemsystem withwith whichwhich hadhad a a numbernumber ofof ““badbad
experiencesexperiences””..
ThereThere are a are a numbernumber ofof studiesstudies thatthat show show thatthat he he isis notnot alonealone in in hishis
mistrustmistrust..
ItIt’’ss notnot justjust Tuskegee, Tuskegee, therethere isis a long a long hxhx ofof pervasivepervasive abuse by abuse by thethe
medical medical establishmentestablishment fromfrom slaveryslavery, , colonialismcolonialism, , exhibitionsexhibitions, , 
involunatryinvolunatry surgeriessurgeries ((MississippiMississippi appendectomyappendectomy), ), stealingstealing ofof bodiesbodies
forfor dissectiondissection in medical in medical schoolsschools, , andand involuntaryinvoluntary experimentationexperimentation..

*Tuskegee study went from 1932 and ended 1972. CDC website timel*Tuskegee study went from 1932 and ended 1972. CDC website timelineine
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ColoredColored EntranceEntrance toto MovieMovie TheaterTheater

ColoredColored WaitingWaiting RoomRoom
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Tuskegee Tuskegee SyphilisSyphilis StudyStudy
19321932--19721972

TimelineTimeline ofof SomeSome ImportantImportant DatesDates

1863 1863 EmacipationEmacipation ProclamationProclamation endsends slaveryslavery..
1932 Tuskegee 1932 Tuskegee syphilissyphilis studystudy beginsbegins. . ItIt doesdoes notnot endend
untiluntil 1972.1972.
1947 1947 JackieJackie RobinsonRobinson isis 11stst AA in AA in majormajor leagueleague baseballbaseball
1954 1954 BrownBrown vsvs BoardBoard ofof EducationEducation, , SupremeSupreme CourtCourt rules rules 
againstagainst schoolschool segregationsegregation. . OverturnedOverturned separateseparate butbut
equalequal rulingruling..
1954 1954 ourour patientpatient isis bornborn outsideoutside ofof MobileMobile, Alabama., Alabama.
1955 Rosa 1955 Rosa ParksParks refusesrefuses toto givegive up up herher seatseat toto a a whitewhite
personperson onon a a MontgomeryMontgomery, Alabama bus., Alabama bus.
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TimelineTimeline ofof SomeSome ImportantImportant DatesDates

1962 James 1962 James MeredithMeredith becomesbecomes thethe 11stst AA AA 
studentstudent toto enrollenroll in in thethe Univ. Univ. OfOf Miss.  5000 Miss.  5000 
federal federal troopstroops are are sentsent toto quellquell violenceviolence andand riotsriots
1963 MLK 1963 MLK organizesorganizes a a marchmarch in Birmingham, in Birmingham, 
Alabama, Alabama, policepolice turnturn firefire hoseshoses andand dogsdogs onon
marchersmarchers..
1968 1968 MartinMartin LutherLuther KingKing assasinatedassasinated
1972 Tuskegee 1972 Tuskegee studystudy endsends afterafter 40 40 yearsyears
1987 1987 MagicMagic JohnsonJohnson retires retires fromfrom basketball basketball 
whenwhen he he learnslearns he has HIVhe has HIV

TimelineTimeline ofof SomeSome ImportantImportant DatesDates

1992 1992 RiotsRiots in LA in LA afterafter RodneyRodney KingKing
beatingbeating by by policepolice..
1996 AIDS 1996 AIDS becomesbecomes thethe leadingleading cause cause ofof
deathdeath in AA in AA womenwomen ageage 2525--44.44.
2000 2000 AfterAfter massivemassive protestsprotests, , GovGov. . ofof
SouthSouth Carolina Carolina removesremoves confederateconfederate flagflag
fromfrom thethe dome dome ofof thethe statehousestatehouse..
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OurOur PatientPatient’’ss TimelineTimeline
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National telephone survey of 500 National telephone survey of 500 
AfricanAfrican--Americans aged 15Americans aged 15--44 44 

done in 2003done in 2003

Bogart LM, Bogart LM, ThorburnThorburn S. Are HIV conspiracy beliefs a barrier to HIV prevention amongS. Are HIV conspiracy beliefs a barrier to HIV prevention among
AfricanAfrican--Americans? JAIDS 2005;35:213Americans? JAIDS 2005;35:213--1818
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““HIV is a disease created by the US government to reduce or wipe HIV is a disease created by the US government to reduce or wipe out out 
AA populationAA population””, 47.2% reported Yes, 47.2% reported Yes

A cross sectional survey conducted in 2005 with 466 men aged A cross sectional survey conducted in 2005 with 466 men aged 
Comprehensive culturallyComprehensive culturally--sensitive and gendersensitive and gender--specific survey instrument specific survey instrument 
for the assessment in knowledge, myths and misconception; attitufor the assessment in knowledge, myths and misconception; attitudes; and des; and 
sexual behavior that act as barriers in HIV prevention, among AAsexual behavior that act as barriers in HIV prevention, among AA male male 
population living in urban and rural communities of Mississippi.population living in urban and rural communities of Mississippi.
Of the respondents 68% were straight, 14.4% bisexual and 16.6%, Of the respondents 68% were straight, 14.4% bisexual and 16.6%, MSM. MSM. 
Respondents sexual partners in the last 12 months were 1Respondents sexual partners in the last 12 months were 1--2 (54%); 32 (54%); 3--4 4 
(25.7%); 5 and higher (20.2%) and 55.4% ever had an STD/HIV test(25.7%); 5 and higher (20.2%) and 55.4% ever had an STD/HIV test. Mean . Mean 
HIV knowledge score was 21.7 (sdHIV knowledge score was 21.7 (sd±±8.9). 8.9). 
On whether HIV is a disease created by the US government to reduOn whether HIV is a disease created by the US government to reduce or ce or 
wipe out AA population, 47.2% reported yes, 39.7 % (no) and 9.2%wipe out AA population, 47.2% reported yes, 39.7 % (no) and 9.2% (don(don’’t t 
know). know). 
Those who indicated Those who indicated ““yesyes”” were more likely to have been involved in the were more likely to have been involved in the 
following: a "threesome" sex; exchanged sex for alcohol, drugs ofollowing: a "threesome" sex; exchanged sex for alcohol, drugs or money; r money; 
had unprotected sex with someone who shoots drugs, used to shoothad unprotected sex with someone who shoots drugs, used to shoot drugs, drugs, 
or who has had sex with drug user (p < 0.001); but less likely tor who has had sex with drug user (p < 0.001); but less likely to consider o consider 
HIV testing (p <0.001).HIV testing (p <0.001).

A.SallarA.Sallar, et al. Are HIV/AIDS conspiracy beliefs barriers to HIV prevent, et al. Are HIV/AIDS conspiracy beliefs barriers to HIV prevention among ion among 
African Americans men residing in southern United States?. : African Americans men residing in southern United States?. : AIDS 2006 AIDS 2006 
International AIDS Conference: Abstract no. TUPE0620" International AIDS Conference: Abstract no. TUPE0620" 

How How toto dealdeal withwith mistrustmistrust
EstablishEstablish a a relationshiprelationship withwith mutual mutual respectrespect..
BuildBuild a a therapeutictherapeutic alliancealliance..
YouYou mustmust earnearn theirtheir trusttrust
–– FollowFollow throughthrough onon promisespromises
–– Show Show carecare, , callcall toto check up how check up how theythey are are doingdoing, , 

homehome visitvisit?, ?, fillfill out out paperworkpaperwork, , getget benefitsbenefits forfor themthem
–– FindFind out out aboutabout theirtheir lifelife, family, , family, getget theirtheir storystory andand

perspectiveperspective. . ““youyou gotgot toto gogo wherewhere he he liveslives””
–– Be Be openopen toto disagreementdisagreement overover thethe plan, plan, acknowledgeacknowledge

disagreementsdisagreements
AskAsk andand discussdiscuss healthhealth carecare beliefsbeliefs,.,.
AssessAssess theirtheir strengthsstrengths andand weaknessesweaknesses
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Building TrustBuilding Trust
ReadRead aboutabout andand discussdiscuss trusttrust withwith youryour colleaguescolleagues andand staff. staff. GetGet
culturallyculturally competentcompetent..
ArrangeArrange forfor peer peer toto peer peer counsellingcounselling, , someonesomeone whowho lookslooks likelike themthem
andand knowsknows wherewhere theythey camecame fromfrom..
EllicitEllicit thethe helphelp ofof thethe family family oror trustedtrusted friendfriend, , ifif itit isis okok withwith thethe patientpatient
DiscussDiscuss beliefsbeliefs ofof experimentationexperimentation oror conspiracyconspiracy aboutabout HIVHIV
MagicMagic JohnsonJohnson whenwhen he he isis askedasked aboutabout HIV HIV waswas made made toto killkill offoff
AfricanAfrican AmericansAmericans answersanswers, , ifif youryour househouse isis onon firefire thethe firstfirst thingthing youyou
havehave toto do do itit putput itit out out andand laterlater figure out how figure out how itit startedstarted. . ManMan made made 
oror notnot youyou havehave toto dealdeal withwith HIV.HIV.
Be Be awareaware thatthat skepticismskepticism may be may be relatedrelated toto unsafeunsafe sexual sexual practicespractices
andand medmed nonadherencenonadherence. . CounselCounsel aboutabout preventionprevention forfor positives.positives.
Do Do youryour best, best, butbut in in thethe endend somesome may may stillstill notnot taketake medsmeds

KleinmanKleinman Questions can facilitate an Questions can facilitate an 
understanding of the pt. point of view.understanding of the pt. point of view.

What do you think caused your problem?What do you think caused your problem?
Why do you think it started when it did?Why do you think it started when it did?
How severe is it?How severe is it?
What do you fear most about your illness?What do you fear most about your illness?
What are the major problems your illness What are the major problems your illness 
has caused?has caused?
What treatments do you think you should What treatments do you think you should 
receive?receive?

KleinmanKleinman A, Eisenberg L. Culture, illness and cross cultural research. AA, Eisenberg L. Culture, illness and cross cultural research. Ann Intern nn Intern 
Med 1978;88:251Med 1978;88:251--258.258.



51

ReferencesReferences
MoutsiakisMoutsiakis DLDL, , Chin PNChin PN Why blacks do not take part in HIV Why blacks do not take part in HIV 
vaccine trials.vaccine trials. J J NatlNatl Med Assoc.Med Assoc. 2007 Mar;99(3):2542007 Mar;99(3):254--7. 7. 
Bogart LM, Bogart LM, ThorburnThorburn S. Are HIV conspiracy beliefs a barrier to HIV S. Are HIV conspiracy beliefs a barrier to HIV 
prevention among Africanprevention among African--Americans? JAIDS 2005;35:213Americans? JAIDS 2005;35:213--1818
A.SallarA.Sallar, et al. Are HIV/AIDS conspiracy beliefs barriers to HIV , et al. Are HIV/AIDS conspiracy beliefs barriers to HIV 
prevention among African Americans men residing in southern prevention among African Americans men residing in southern 
United States?. : AIDS 2006 United States?. : AIDS 2006 -- XVI International AIDS Conference: XVI International AIDS Conference: 
Abstract no. TUPE0620Abstract no. TUPE0620
Washington, Harriet. Medical apartheid: the dark history of Washington, Harriet. Medical apartheid: the dark history of 
experimentation on Black Americans from colonial times to the experimentation on Black Americans from colonial times to the 
present. 2007 Doubleday.present. 2007 Doubleday.
Henry, K. Chapter 15.2: Issues of provider distrust. AAHIVM Henry, K. Chapter 15.2: Issues of provider distrust. AAHIVM 
fundamentals of HIV medicine. 2007 AAHIVM pages 271fundamentals of HIV medicine. 2007 AAHIVM pages 271--44

PearlPearl andand PerilPeril: : ifif youyou seesee someonesomeone whowho has has advancedadvanced AIDS, AIDS, knewknew ofof
theirtheir status status andand nevernever tooktook medsmeds considerconsider a DDX a DDX ofof ““CanCan’’tt taketake theirtheir
pillspills”” andand includeinclude mistrustmistrust onon thethe listlist toto explore.explore.

Great ReferencesGreat References
King T, Wheeler M. Medical management of vulnerable King T, Wheeler M. Medical management of vulnerable 
and underserved patients. Principles, practice, and and underserved patients. Principles, practice, and 
populations. 2007 McGrawpopulations. 2007 McGraw--Hill Co. USAHill Co. USA
–– Chapter 9: Chapter 9: BigbyBigby JA. Navigating crossJA. Navigating cross--cultural communication. cultural communication. 

9191--99.99.
–– Chapter 6:Schillinger D, Chapter 6:Schillinger D, VillelaVillela T, Saba G. Creating a context for T, Saba G. Creating a context for 

effective interventions in the clinical care of vulnerable patieeffective interventions in the clinical care of vulnerable patients. nts. 
5959--6868

KagawaKagawa--Singer M, Singer M, BlackhillBlackhill LJ. Negotiating crossLJ. Negotiating cross--
cultural issues at the end of life. cultural issues at the end of life. ““You got to go where he You got to go where he 
liveslives””. JAMA 2001;286:2993. JAMA 2001;286:2993--3001.3001.
http://www.diversityrx.orghttp://www.diversityrx.org
http://www.ethnomed.orghttp://www.ethnomed.org



52

MyMy DeepestDeepest ThanksThanks

ToTo mymy patientspatients fromfrom whomwhom I I constantlyconstantly
learnlearn
MyMy colleaguescolleagues atat SFGH SFGH WardWard 86 86 andand
SoutheastSoutheast HeathHeath CenterCenter
TheThe EIP EIP programprogram atat SEHC SEHC thatthat
establishedestablished a a modelmodel forfor reachingreaching AfricanAfrican--
AmericansAmericans withwith HIV HIV whowho are are notnot in in carecare..
SFGH SFGH WardWard 86 86 PhastPhast programprogram andand
amazingamazing social social servicesservices

QuestionsQuestions oror commentscomments oror wouldwould likelike thethe slidesslides:  :  dwlodarczyk@php.ucsf.edudwlodarczyk@php.ucsf.edu

Generic question, I can use laterGeneric question, I can use later

25%

25%

25%

25% A.A. Answer aAnswer a
B.B. Answer bAnswer b
C.C. Answer cAnswer c
D.D. Answer dAnswer d


