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World AIDS Day - Monday, December 1, 2003

From the Public Health Stratgic Health Care Group, VACO
The Department of Veterans Affairs (VA) is the largest, single provider of HIV/AIDS care in the United States. The VA health care system has been involved in the fight against HIV/AIDS since the beginning of the epidemic. 
 
On World AIDS Day, it's important to recognize veterans with HIV/AIDS who face the challenge of living with HIV every day, and we remember those we have lost to AIDS.   We recognize the efforts of veterans who have served as advocates to help to continue to improve VA's care and response to veterans with HIV/AIDS.   We recognize VA providers who have worked to provide comprehensive, state-of-the-art care for our veterans with HIV/AIDS for the past 20 years.  Finally, we all look forward to the day when medical care and science can conquer this epidemic.
 
VACO has collected electronic materials for field use that include HIV/AIDS resources, ideas for activities, marketing and support, a poster and tentcard, that can be printed or copied.   To access these materials, go to the Public Health Strategic Health Care Group Intranet web site at http://vaww.vhaco.va.gov/phshcg/ or the Internet web site at http://www.publichealth.va.gov/. We hope that VA staff concerned with HIV/AIDS will find this material useful.
 
HIV/AIDS Update: Use of HIV-1 Protease Inhibitors in Clinical Practice, Current  Approaches, Metabolic Complications and Resistance. (PHSHG Teleconference)
Friday, November 21, 2003 - 11:30 a.m. EST (90-minute teleconference)
Presented by: The VA Public Health Strategic Health Care Group, Lawrence Deyton, MSPH, MD, Chief Consultant
To obtain the teleconference materials go to:  www.tivcme.com/VAHIV  and follow the on-screen instructions. (Note: you must use upper case VAHIV).

For a complete copy of this flyer (including an Attendance/Confirmation/Evaluation sheet), go to the Public Health Strategic Health Care Group web site.

Continuing Education Credits available for Physicians, PAs, NPs, Nurses and Pharmacists
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Cost Comparison of Three HIV Counseling and Testing Technologies

American Journal of Preventive Medicine (08.03) Vol. 25; No.  2: P.112-121::Donatus U. Ekwueme, PhD; Steven D. Pinkerton, PhD; David R. Holtgrave, PhD; Bernard M. Branson, MD

The current study examines and compares the economic costs of three HIV testing protocols at publicly funded HIV counseling and testing clinics. Of the approximately 2.3 million HIV antibody tests conducted in both 1997 and 1998, an average of 35 percent of HIV-positive clients and 42 percent of HIV-negative patients did not return for their test results, which can take up to two weeks with standard tests. New rapid antibody tests can be done in 30 minutes or less, and give clients preliminary or confirmed same-day results. 

"Rapid HIV antibody tests have an indispensable role to play in the national effort to increase the number of clients who learn their HIV serostatus as early as possible," the researchers wrote, and receive appropriate post-test counseling. "These tests have been recognized as an important component of an overall strategy to achieve the national HIV strategic objective of reducing the annual number of new HIV infections to 20,000 by the year 2005 and have been highlighted by US agencies such as the Centers for Disease Control and Prevention (CDC)."

In the United States, only two rapid tests - both requiring a two-step protocol - are licensed by FDA: the Single Use Diagnostic System (SUDS) for HIV-1 manufactured by Abbott/Murex and the OraQuick rapid HIV antibody test, manufactured by OraSure 

Technologies Inc. In the two-step process, blood specimens repeatedly reactive for HIV antibody on the rapid screening test are sent to a lab for a confirmatory Western blot test, so the client must return for a second visit to receive the confirmed result. Clients who test negative receive their results on the same day, without further testing. In the one-step rapid protocol recommended by WHO, a combination of two or three additional rapid assays is used to confirm an initial reactive result, giving the client all test results on the same day.

Rapid tests have been shown to increase the acceptability of HIV testing and to increase the number of persons who learn their HIV status. However, "no study has systematically analyzed the costs of these newer technologies compared with the standard protocol," the researchers noted. They developed a cost-analysis model to calculate the intervention costs associated with providing HIV counseling and testing (CT) services with each of the three protocols: standard CT, two-step and one-step rapid test.

All three protocols include client registration, pre-test counseling, risk assessment, discussion of testing, informed consent, and blood draw. 

"The one-step protocol - where combinations of rapid tests are used to provide a definitive HIV tests result - was consistently the least expensive of the three protocols," the 

authors concluded. "In particular, the one-step rapid protocol was substantially less costly per HIV-positive person tested because it required neither follow-up clinic visits nor use of 

the expensive Western blot confirmatory assay."

"The comparison between the standard protocol and the two-step rapid protocol," they continued, "indicated that the standard protocol costs less per HIV-positive client who receives 

his or her test results, but costs more than the two-step protocol per HIV-negative client. For most publicly funded testing programs in the United States, where more than 98% of clients test negative, the two-step rapid protocol would be less expensive than the standard algorithm. This is because the lower cost of the rapid protocol for the large number of HIV-negative clients more than offsets its higher cost for the small number of HIV-positive clients."

HIV Inhibitor: Boosted Saquinavir Shows Significant Safety Benefit over Boosted Crixivan

AIDS Weekly (10.20.03)

Recent study results show that boosted saquinavir (saquinavir 1000 mg with ritonavir 100 mg) reduced HIV to undetectable levels in significantly more patients than boosted 

Crixivan (indinavir 800 mg with ritonavir 100 mg) at 48 weeks, as a result of a higher discontinuation rate in the indinavir arm of the study due to adverse events.

Boosted saquinavir also led to significantly lower increases in key lipid measures, including fasting total cholesterol, LDL cholesterol and triglyceride levels, than boosted indinavir at 48 weeks. The results come from the MaxCmin1 trial, the first large, randomized study to compare boosted HIV protease inhibitor regimens. 

Co-administering saquinavir and ritonavir to increase levels of saquinavir in the blood is an approved European Union treatment strategy. A Supplemental New Drug Application (sNDA) 

for the investigational twice-daily saquinavir dosing regimen is under review by FDA. Roche is developing a 500 mg tablet formulation of saquinavir.

"The results of the MaxCmin1 study show significantly more patients taking boosted saquinavir remained virologically suppressed than those on boosted indinavir at 48 weeks, probably because of a better toxicity profile for boosted saquinavir," said Mike Youle of the Royal Free Hospital in London, a study co-author. "As safety becomes an ever more significant factor in choosing anti-HIV therapy, these results should help guide physicians when initiating patients on a protease inhibitor-based regimen."

Fifty-seven percent of patients who received at least one dose of the saquinavir therapy had undetectable HIV levels (less than 50 copies/mL) at 48 weeks, compared to 46 percent in the 

boosted indinavir arm of the study at 48 weeks. More patients withdrew from the study due to side effects of boosted indinavir (41 percent) than from boosted saquinavir (28 percent). Among 

patients who completed 48 weeks of therapy, HIV blood levels were suppressed to less than 50 copies/mL in 79 percent of patients on boosted saquinavir and in 77 percent of patients on boosted indinavir.

Boosted indinavir caused a higher risk of elevating blood levels of lipids than boosted saquinavir in fasting total cholesterol (17 percent vs. 8 percent), LDL cholesterol (18 

percent vs. 3 percent) and triglyceride levels (22 percent vs. 9 percent), according to the study.

One hundred patients had at least one severe and/or life threatening adverse event: 65 (41 percent) in the boosted indinavir arm vs. 35 (24 percent) in the boosted saquinavir arm. There was a higher number of renal (13 vs. 1), dermatological (18 vs. 3) and gastrointestinal (19 vs. 17) adverse events in the boosted indinavir arm of the study vs. the boosted saquinavir arm, respectively. 

MaxCmin1 was designed and coordinated by the Copenhagen HIV Investigator Program (CHIP). Three hundred seventeen patients from 14 countries in North and South America and Europe participated. 

The study, "Randomized Trial to Evaluate Indinavir/Ritonavir versus Saquinavir/Ritonavir in Human Immunodeficiency Virus Type 1 Infected Patients: The MaxCmin1 Trial" appeared in the Journal of Infectious Diseases (2003;188:635-642).

Heart Disease Risk: Cocaine Use Increases Heart Disease Risk in HIV Patients

AIDS Weekly (09.15.03)

A recent study showed that cocaine use increases the risk of heart disease in HIV patients.

"Cardiac dysfunction in AIDS is an important problem," while "cocaine is an epidemic associated with sudden death, cardiac dysfunction, and congestive heart failure," US scientists 

explained. "Cocaine use and HIV frequently coexist in the same patient, yet the combined impact of both is poorly understood."

R.L. Sutliff and colleagues at Emory University used "cocaine treatment of an established murine AIDS transgenic model (NL4-3Delta gag/pol; TG) to define the combined effects of AIDS and cocaine on cardiac pathophysiology."

"To determine the effects of cocaine and HIV-1 proteins on mortality, wild-type and NL4-3 Delta gag/pol mice received saline or cocaine via continuous infusion by Alzet osmotic pumps for 28 days (chronic)," they wrote. "Acute cocaine administration (10 days; 40 mg/kg/day) was used to study the nonlethal effects of cocaine in TGs. Echocardiograms and single time point 

electrocardiograms were performed at the termination of each experiment," and "hearts were removed and examined histopathologically."

"Chronic cocaine treatment (80 mg/kg/day; 28 days) markedly decreased median survival in both wild-type and TG; however, TG survival was significantly more decreased," the report showed. "In acute studies, TG echocardiographic changes included increased left ventricular mass and increased left ventricular fractional shortening compared with all cohorts."

"Electrocardiographic changes were absent among the groups," the scientists wrote. "Histopathologically, perivascular fibrosis and interstitial fibrosis were evident in cocaine-treated TG."

"Data suggest that additive cardiac insults (from AIDS and cocaine) result in combined deleterious effects," the researchers concluded.

The study, "Cocaine Increases Mortality and Cardiac Mass in a Murine Transgenic Model of Acquire Immune Deficiency Syndrome," appeared in Laboratory Investigation (2003;83(7):983-989).

Integrating Behavioral Theory to Understand Hepatitis B Vaccination Among Men Who Have Sex with Men

American Journal of Health Behavior (07.-08.03) Vol. 27; No. 4; P. 291-300::Scott D. Rhodes, PhD, MPH, CHES; Diane M. Grimley, PhD; Kenneth C. Hergenrather, PhD, MRC, MSEd

Annually, 6,000 deaths occur from complications of HBV infection, according to the current study, even though the disease is preventable and a vaccine has been licensed in the 

United States for 20 years. Although CDC recommends HBV vaccination for all men who have sex with men, US epidemiologic data and results from community-based HBV vaccination programs indicate the majority of MSM are not vaccinated.

The authors used a theoretically integrated framework to identify beliefs and attitudes associated with motivational readiness for HBV vaccination among at-risk MSM. Theories and 

models for the study included the transtheoretical stage of change model (which describes behavior change on a continuum from precontemplation to contemplation to preparation to action to maintenance); the health belief model (which predicts participation in programs to prevent or detect disease based on factors such as perceived threat of infection and perceived 

benefits of and barriers to treatment); and social cognitive theory (which measures perceived self-efficacy as one of its central concepts). The researchers investigated the applicability of the constructs to issues of HBV vaccination "in order to provide information that can be used to design, deliver, and evaluate stage-appropriate intervention strategies to increase HBV vaccination among MSM," they wrote.

The authors gathered information from patrons who filled out questionnaires at two predominantly gay bars in Birmingham, Ala., during August and September 2001. The mean age of the 358 MSM participants was 27.6 years, with a range from 18 to 56. African Americans accounted for 47.8 percent of the sample; whites made up 43.3 percent; 5.3 percent were Native American; and 3.7 were Hispanic/Latino, Asian, or Native Hawaiian/Pacific Islander. Most 

participants reported some college or above, yearly incomes of more than $20,000, and having private health insurance. Over half the participants reported 10 or more lifetime male partners and 

two or more sexual partners within the past 30 days. Nearly a third reported having had sex with females as well as with males during the past five years; and nearly 20 percent of the subjects 

reported a lifetime history of STD diagnoses. Almost 8 percent reportedly had been diagnosed with HIV; about 10 percent had received blood or blood products before 1992; 8.9 percent 

reported injection drug or steroid use; and 4.9 percent reported ever having shared injecting drug equipment.

Using a variety of analytical methods, the authors found that MSM with increased readiness to complete the 3-dose vaccination series perceived lower practical barriers and greater 

benefits to vaccination, perceived higher severity of infection, and had higher self-efficacy to complete the vaccine series.

"Relationships between stages of change and theory-based constructs from the health belief model and the social learning theory follow predicted patterns suggesting that these theories may provide useful frameworks for understanding vaccination readiness and intervention strategy development among MSM," the researchers concluded.
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Use of HIV-1 Protease Inhibitors in Clinical Practice 


Current Approaches ▪ Metabolic Complications ▪ Resistance


Friday, November 21, 2003 - 11:30 a.m. EST (90-minute teleconference)
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Presented by:


VA Public Health Strategic Health Care Group





         Lawrence Deyton, MSPH, MD, Chief Consultant

To participate call toll-free (866) 545-0221 & enter pin code 4221 


To obtain the teleconference materials go to:  http://www.tivcme.com/VAHIV

and follow the on-screen instructions. (Note: you must use upper case VAHIV)

Continuing Education Credits available for 


Physicians, PAs, NPs, Nurses and Pharmacists

To obtain the CE Credits please fill out the Attendance Confirmation/Evaluation Form on the other side of this flyer & fax toll-free to 1-866-500-6650. (Preregistration not required) 

Faculty:  

· Mark Holodniy, M.D., F.A.C.P. - Director, Center for HIV Research Resources, Public Health Strategic Health Care Group, Dept. of VA

· Matthew Goetz, MD – Chief, Infectious Disease and Head Infectious Subspecialty Group, Veterans Administration, Los Angeles, California; Professor of Clinical Medicine, UCLA School of Medicine, Los Angeles, CA.   

· William O’Brien, MD – Professor of Internal Medicine, Microbiology and Immunology and Chief of AIDS pathogenesis Research Program, University of Texas, Galveston, 


Education Goal: At the conclusion of the teleconference, participants will have a current understanding and use of protease inhibitors as a class.

Objectives: At the conclusion of this program, participants should be able to:


· Apply current approaches to using (HIV-1) protease inhibitors in clinical practice

· Review metabolic complications associated with PI use

· Identify and apply current resistance information in the use of PIs in clinical practice


ACCREDITATION INFORMATION


Physician Accreditation Information: This seminar has been planned and implemented in accordance with the Essential Areas and Policies of the Accreditation Council for Continuing Medical Education (ACCME) through the joint sponsorship of the University of Oklahoma College of Medicine and TIV, Inc. The office of Continuing Medical Education of the University of Oklahoma College of Medicine is accredited by the ACCME to provide Continuing Medical Education for physicians. The University of Oklahoma College of Medicine designates this education activity for a maximum of 


1.5 hours in Category 1 credit towards the AMA physician’s recognition award. Each physician should claim only those hours of credit that he/she actually spent in the educational activity.


The American Osteopathic Association designates this program for a maximum of 1.5 Category 2-A credits of the AOA CME program. 


Nurse Seminar Accreditation Information:  This offering for 1.8 contact hours is sponsored by the Saint Louis University School of Nursing Continuing Education Program. Saint Louis University School of Nursing Continuing Education Program is approved as a provider of continuing education by the Missouri Nurses Association, which is accredited as an approver of Continuing Education in nursing by the American Nurses Credentialing Center’s Commission on Accreditation. Missouri Nurses Association Provider #106-VI. Florida State Board Provider #2909. California State Board Provider #13123.
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®

Pharmacist Accreditation Information: St. Louis College of Pharmacy is approved by the American Council on Pharmaceutical Education as a provider of continuing pharmaceutical education. Pharmacists can earn 0.15 C.E.U (1.5 contact hours) by attendance at the program and completing and returning a program evaluation form.  The program number is 033-999-03-072-L02.   Statement of credit will be mailed 3-4 weeks after the program.

It is the policy of St. Louis College of Pharmacy, Continuing Education Department, to insure balance, independence, objectivity and scientific rigor in all its educational programs. All faculty participating in this program are expected to disclose to the program audience any real or apparent conflicts of interest related to the content of the presentation.


  Funded through an education grant provided by:


Bristol-Myers Squibb Virology


HIV/AIDS Update Teleconference – November 21, 2003

CME Certificate Request Form and Evaluation


To obtain the CE credits complete this form and fax toll-free to: 866-500-6650

Date of Call:  _______________________________________________________________________


Name:_____________________________________________________________________________


(Please Print Clearly)


Address: __________________________________________________________________________


City State, Zip:  ___________________________________________________________________________


Social Security Number (Required for Nurses CEU credit):_______________________________________


Phone: ________________________________________Fax: _______________________________________


*Phone called in from if different from above number: ___________________________________________


*Required to verify participation


Credit Requested:   ____ Pharmacist (ACPE) 

 ____Physician (CME) 
 ____Nurse (CEU)


Signature: _________________________________________________________________________


Your CE certificate will be mailed to you at the address given above within 2 weeks of receiving your form.  Forms will be accepted through November 28, 2003 (one week after the call).

   EVALUATION OF THE PROGRAM


a. Excellent/Agree
b. Above Average
c. Average
d. Below Average
e. Poor/Disagree


1. The overall quality of the entire seminar.





 
a.

b.

c.

d.

e.


2. The quality of the seminar faculty.  


A. Mark Holodniy, MD  
a.

b.

c.

d.

e.

B. Matthew Goetz, MD
 
a.

b.

c.

d.

e.


   C. William O’Brien, MD
a.

b.

c.

d.

e.


3.  The extent to which this program met the stated objectives.





 
a.

b.

c.

d.

e.


4.  The topics covered in the seminar will be helpful in my day-to-day practice.






a.

b.

c.

d.

e.


5.  The material presented was well organized.






a.

b.

c.

d.

e.


6.  I did not perceive any undue commercial bias in the program.





 
a.

b.

c.

d.

e.


7.  The program was free from the discussion of experimental or off-label therapies.





 
a.

b.

c.

d.

e.


8.  There was disclosure on the speaker’s relationship with commercial supporters.






Agree

Disagree


9.  What was the most helpful part of this course?


10.  What was the least helpful part of this course?


1 11. Any suggestions for future continuing education topics?

If you have any questions about this program or your CME  certificate


please contact TIV, Inc. at 1-800-473-0138 or   support@tivcme.com


