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DRAFT *

Talking Points

»

o

o

Ineffective care results in unnecessary illnesses.

o

o

Allows immune system to be evaluated regularly.

A close relationship with your provider also has many 
benefits for patient, people living with HIV:

Kristine M. Gebbie, R.N
National AIDS Policy Coordinator

Evaluating, managing HIV at early stage will help 
reduce number of persons who are under-diagnosed and 
under-treated.

Early diagnosis, intervention allow for development of close 
relationship between HIV-infected individual and health care 
provider.

M.N.

Pleased to be here — to be associated with this important 
effort to bring knowledge gained from best science, clinical 
experience, in battle against HIV infection.

Press Conference 
Clinical Practice Guideline: "Managing Early HIV Infection" 

Hubert H. Humphrey Building 
Washington, d.C. 
January 20, 1994

Too often, individuals discover they are hiv positive only 
after AIDS is detected, or when opportunistic illnesses 
appear.

Targeted at primary care physicians who can provide 
critically important early care for persons recently 
infected with HIV.

Especially important, because early diagnosis allows 
providers to counsel persons living with HIV about 
prevention of HIV transmission to others.

Guideline is more than a message of hope for those who 
are HIV positive.

It is highly practical, useful tool for helping 
maintain health status and quality of life.
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Guideline acknowledges fact that people with HIV liveo
everywhere.

For example, in both rural and urban areas.

Let me speak briefly to issue of women with HIV;o

o

o

i
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Ultimate goal, of course, is to find a cure for hiv 
infection.

; 5
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Centers for Disease Control and Prevention (CDC) 
estimates 100,000 women in the U.S. are infected with 
HIV.

Allows people living with HIV to be evaluated for other 
sexually transmitted diseases (STDs).

Also, may allow patients to learn about and participate 
in clinical trials for new drugs, other HIV therapies.

Guideline offers special recommendations for women, 
including need for regular gynecologic exams; discussion of 
family planning issues, pregnancy and breast feeding.

Increasingly affects men and women of all races, 
ethnicities, sexual orientations.

Clinical practice guideline on managing early HIV 
infection is positive step in this direction.

Permits aggressive treatment, at most appropriate 
moment in course of infection, to avoid or mitigate 
AIDS-related illnesses, including tuberculosis and 
pneumonia.

But short of complete cure, there is reason to believe 
HIV infection may be managed as long-term, chronic 
condition.

Women now comprise 4 percent of AIDS cases, but rising 
rapidly. Nearly half of AIDS cases in women have been 
reported within last two years.



DRAFT
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

New guidelines released today by the Public Health Service's

Agency for Health Care Policy and Research improve the ability of 

family doctors, pediatricians and other "front line" primary care 

practitioners to provide critically important early care for 

persons recently infected with the human immunodeficiency virus.

"A key recommendation is that some patients who have not yet 

developed symptoms be given daily preventive doses of a sulfa 

drug shown to prevent the onset of "Pneumocystis carinii," a 

principal killer of HIV-infected persons," said HHS Assistant

Secretary for Health Philip R. Lee, M.D., who heads the Public

Health Service.

Dr. Lee said that using the drug for asymptomatic persons 

preventing debilitating bouts of illness."

According to Dr. Lee, more than half the people infected 

with HIV may not know they have the infection, partly because few 

examining doctors take sexual or drug-use histories that could 

lead to testing.

(more)
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whose CD4 count falls below 200 cells per microliter, could help 

"perhaps thousands of people, extending their lives and 

ua.4? I I-"
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National AIDS Policy Coordinator/ Kristine M. Gebbie, R.N.,

about HIV."

they are HIV positive only after AIDS is detected, or when the 

opportunistic illnesses that accompany AIDS appear.

"Evaluating and managing HIV at an early stage will help 

reduce the number of persons who are under-diagnosed and under­

treated," said Ms. Gebbie, who added that ineffective care 

results in unnecessary illnesses and shorter life spans.

with HIV infected patients or who have not felt confident enough 

to treat them, as well as people living with HIV and parents or 

caregivers of HIV-infected children.

The guideline was developed by a private-sector panel of 

(more)

physicians, dentists, nurses, social workers, physician 

assistants, and a man and a woman living with HIV.

counseling and care they need to optimally manage their illness.

But this situation should change. And it can change — if more 

physicians and people who may have HIV infection are provided the 

information they need for early, appropriate care."

M.N. , said, "This recommendation is just one of many targeted at 

primary care physicians who are not as current as they should be

Ms. Gebbie said that too often individuals discover

According to Dr. Lee, the guideline will mostly benefit

primary- care-practitioners who until now have had limited contact 

draft

"Many Americans with HIV are not receiving the early 
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Harlem Hospital Center in New York, and co-chair of the IS-member 

productive and healthy lives," said Dr. El-Sadr.

pediatrics department of the New Jersey Medical School in Newark, 

because women and adolescents conalitute the fastest growing 

segments of the estimated 40,000 to 60,000 new cases of HIV 

infection every year in the United States.

The guideline recommends that the provider try to coordinate 

all aspects of medical care, as well as obtain needed support and 

case management services, when available.

(more)

expert panel. Dr. El-Sadr said that future guidelines should 

address other aspects of HIV care.

said, "It is especially important to treat HIV-infected infants 

aggressively, since the disease progresses more rapidly in 

children than in adults." Dr. Oleske said the guideline includes 

special recommendations for women, adolescents and children.

"With early treatment we have the opportunity to extend life 

for all those living with HIV, and to assist them in leading 

The panel's other co-chair, James M. Oleske, M.D., M.P.H., 

director of allergy, immunology and infectious diseases in the 

effectively evaluate and manage selected aspects of early HIV 

infection, and put it in 'physician-friendly' formats," said

M.P.H., chief of infectious diseases at

draft

"We have synthesized important information needed to

Wafaa El-Sadr, M.D.,
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The guideline recommends that:

Disclosure of HIV status

Medical Evaluation and Management

(more)

Patients should also be told about federal, state and 
local reporting requirements and of potential 
advantages and disadvantages of voluntary disclosure to 
family, friends, and others.

All HIV-infected and sexually active adults and 
adolescents be checked for the presence of syphilis and 
other sexually transmitted diseases in the initial 
medical evaluation and regularly thereafter.

Patients be screened for "Mycobacterium tuberculosis" 
and preventive therapy or treatment be started, if 
warranted. Methods to improve adherence with 
treatment of tuberculosis should be employed.

Preventive therapy for "Pneumocystis carinii" pneumonia 
(PCP) begin when a patient's CD4 cell count drops below 
200 or he or she has an episode of the disease or other 
specific-symptoms.-----------------------

The practitioner should disclose the presence of HIV to 
a patient or in the case of children, to the parents or 
caretakers, in person. Counseling should include 
discussion of the psychosocial and medical effects of 
the illness, available therapies, and support services.

Pregnant women's CD4 cell count be measured when they 
begin a prenatal care program or at delivery if they 
have not had prenatal care.

Practitioners closely monitor patients' count of CD4 
cells beginning with the initial medical evaluation, 
and every six months thereafter for those with counts 
above 600 and at least every three months for patients 
whose counts are between 600 and 200. Monitoring of 
CD4 count below 200 is dependent on the availability 
of other interventions.

draft

Detailed medical history-taking, including sexual and 
substance use history, is crucial and should emphasize 
review of HIV test results and previous infections.
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Information

(more)

The practitioner also conduct an eye examination 
and recommend the patient see a qualified eye doctor 
according to a schedule the varies with their age and 
symptoms.

HIV-infected mothers be informed of the need for 
contingency planning for future care of their children.

The provider conduct an oral examination at each visit 
and recommend that a dentist examine the patient at 
least two times a year.

Two accompanying booklets — for persons living with 
HIV and for caregivers of HIV-infected children — urge 
readers to learn all they can about HIV infection, 
see their practitioner regularly, and work in 
partnership with their provider regarding their care.

The provider should obtain information regarding 
available case management programs and provide patients 
access to them.

Patients be offered antiretoroviral therapy with 
zidovidune (ZDV, formerly known as A2T) whose CD4 
counts are below 500. Patients should be informed about 
the potential benefits and risks of early therapy 
with ZDV, and other options for antiretroviral 
therapy should be discussed. Pregnant women should be 
told of possible benefits as well as risks to both 
themselves and their unborn babies.

Contraceptive, family planning, and prenatal counseling 
be given to all HIV-infected women, with the focus on 
the patient, and that her psychological state, medical 
and social support network be assessed.

Patients be provided with access to appropriate 
clinical trials including women, as well as pregnant 
women and adolescents.

Adolescents be assessed based on their level of 
sexual and physical maturity, and that drug dosages 
should be adjusted accordingly.

Women be given regular pelvic examinations that include 
Pap smears.
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The panel also called for women — including women who are 

pregnant — adolescents and children to be included in clinical 

trials and experimental protocols.

the guideline will be widely disseminated to primary

migrant health centers, public health departments, and other 

an accompanying quick reference guide, and the consumer booklets, 

2437 (AIDS), 1-800-344-7432 (SIDA) for those who speak Spanish, 

and 1-800-AIDS-TTY for the deaf. Persons with telephone-equipped 

(301/594-2800) 24 hours a day.

facsimile can get the quick reference guide, consumer booklets, 

and an overview of the guideline by calling AHCPR Instant Fax 

care physicians and other practitioners, and the consumer guides 

will be made available to HIV screening sites, community and 

may be obtained free of charge, through a joint effort with the

Centers for Disease Control and Prevention, by calling 1-800/342- 

M.P.H.,

settings.

Copies of Early Evaluation and Management of HIV Infection.

draft

The booklets, which are available in English and 
Spanish, also recommend that women talk with their 
provider about family planning, pregnancy, breast 
feeding, and related matters.

According to AHCPR Administrator J. Jarrett Clinton, M.D., 
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Seth Berkley, M.D. 
Associate Director 
Health Sciences
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Ms. Kristine Gebbie
National AIDS Policy Coordinator 
Office of National AIDS Policy 
Executive Office of the President 
Washington, DC 20500

I enjoyed meeting you even if only briefly in Marrakech whilst you were dining with Elizabeth 
and Meena. I hope you enjoyed the meeting and found its deliberations useful. As we discussed, I 
am concerned about the development and ultimately the availability of a preventive AIDS vaccine for 
the developing world. I thought that you might enjoy an informal discussion about this as well as 
some of the other HIV/AIDS activities underway at the Foundation. I will be in Washington on 
January 13, 1994 to discuss AIDS in Latin America at a World Bank retreat and thought that if this 
was convenient, we might meet. Breakfast preferably or an early lunch would be best as I have a 
10:00 meeting and will be speaking at 2:30. My secretary will call your office to see if this is 
convenient. I look forward to meeting with you. In the meantime best wishes for the New Year.

• - —<

1133 AVENUE OF THE AMERICAS, NEW YORK, NEW YORK 10036-6755 TEL: (212) 869-8500 
CABLE: ROCKFOUND NEW YORK TELEX: 224862 ROCKFEL (RCA) FAX: (212) 764-3468
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January 15, 1994

Dear Ms. Gebbie:

Sincerely yours,

:th BerkL M.D.

enclosures

1133 AVENUE OF THE AMERICAS, NEW YORK, NEW YORK 10036-6755 TEL: (212) 869-8500 
CABLE: ROCKFOUND NEW YORK TELEX: 224862 ROCKFEL (RCA) FAX: (212) 764-3468

Seth Berkley, M.D. 
Associate Director 
Health Sciences

Ms. Kristine Gebbie
National AIDS Policy Coordinator 
Office of National AIDS Policy
Executive Office of the President
750 17th Street NW

Suite 1060
Washington, DC 20500

I enjoyed our early morning meeting very much. Thank you for taking time out from your 
busy schedule to see me. I am enclosing a copy of the World Development Report and the two 
articles we discussed. I look forward to working with you in theJuture.



AIDS in the Global Village

I

See also p 3338.

3368 JAMA, December 16, 1992—Vol 268, No. 23 Editorials

From the Rockefeller Foundation, New York, NY.
Reprint requests to the Rockefeller Foundation, 1133 Avenue of the Americas, New 

York, NY 10036 (Dr Berkley).

ing us now to a resumed complacency about the risk of het­
erosexual spread of HIV. There is, however, ample evidence 
that the virus does spread heterosexually, given the appro­
priate milieu. Studies in Africa have demonstrated the ease 
of heterosexual transmission, with a far greater communi­
cable efficiency than that observed in the United States. The 
prevalence of HIV in some African cities is now 20% to 30% 
among sexually active adults.3 The circumstances facilitating 
augmented spread in Africa are not entirely understood, but 
they may represent a combination of biologic and social fac­
tors, including coexisting sexually transmitted infections 
(STIs), absence of circumcision in males, and demographic 
changes that have facilitated risky sexual behaviors.

This pattern of heterosexual spread is not unique to Africa. 
Thailand remained indifferent to the specter of HIV spread 
until 1986.4 Infections began in intravenous drug users, but 
were soon seen to spread rapidly in the general population, 
resulting in a current estimate of 400000 to 600000 HIV 
infections (about 2% of the adult population). The vehicle for 
this precipitous spread is believed to be Thailand’s active 
commercial sex industry and the high rates of concurrent 
STIs. Painfully similar scenarios are evident in other devel­
oping countries. One of these is India, with a population of 850 
million people, which is now in the throes of an explosive and 
unanticipated heterosexual HIV epidemic.5

We do not have to look overseas, however, to find a het­
erosexual community with a high prevalence of risk factors 
and sexual behaviors that are unsafe. Many of our impover­
ished urban communities now exhibit alarming rises in the 
heterosexual transmission of HIV. In an STI clinic in the 
Bronx, NY, a study demonstrated an HIV seroprevalence of 
3.6% in males and 4.2% in females without customary risk 
factors other than enhanced heterosexual activity.6 Factors 
associated with transmission in this inner-city population 
were large numbers of sexual partners and STIs acquired 
under the influence of crack cocaine. A similar spread has 
been seen in Detroit, Mich,7 and other inner-city communi­
ties. We should not be surprised by these findings; lessons 
from developing nation populations should have enabled us to 
predict these selective heterosexual epidemics.

It is not currently possible to judge the magnitude of HIV 
dissemination in those inner-city subpopulations, although 
some now predict, again, the beginnings of a major hetero­
sexual epidemic in the United States.

Data from the World Health Organization suggest that we 
Americans are in a relatively enviable position. Although the 
United States has lived through a decade of devastating 
human immunodeficiency virus (HIV) spread, the current 
rate of new infections in this country is now diminishing.1 Not 
so for persons living in many countries in the developing 
world where the HIV epidemic progresses unchecked.

Seventy-five percent of the world’s 12 million to 13 million 
HIV-infected persons live, or have lived, in developing coun­
tries; this will soon increase to an estimated 90%. The global 
epidemic has intensified despite a massive prevention effort. 
In many countries with high infection rates, education cam­
paigns have spread the news about HIV, but this has not led 
as yet to a decrease in the frequency of high-risk sexual 
behavior adequate to halt the epidemic. Innovative interven­
tions are desperately needed. It is timely, therefore, that this 
issue of The Journal contains an important study from 
Rwanda by Susan Allen and her colleagues who have shown 
that confidential HIV testing accompanied by counseling in­
creases safe sexual behavior.2

American readers of The JOURNAL might legitimately ask: 
Why should we be concerned with a heterosexual epidemic of 
HIV in distant Africa?

A decade ago, the emerging HIV epidemic in the United 
States taught us how little we understand about the social 
kinetics of infectious diseases. Initially, we doubted that the 
new acquired immunodeficiency syndrome (AIDS) could even 
spread to persons other than homosexual males (the syn­
drome had almost been named GRID, ie, gay-related immu­
nodeficiency syndrome). This narrowly defined at-risk pop­
ulation provided the heterosexual majority with a false sense 
of invulnerability to HIV. It quickly became apparent, how­
ever, that HIV could indeed spread from male to female and 
female to male as well as from male to male.

Resultant grim prophecies of massive heterosexual spread 
in the general American population did not materialize, lead-

Reprinted from JAMA ® The Journal of the American Medical Association 

December IS. 1992 Volume 268
Copyright 1992, American Medical Association
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Why US Physicians Should Care About HIV 
Outside the United States

I
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countries is adversely affected, and they will require increased 
economic and medical assistance from the community of de­
veloped nations in the near future.

Finally, the AIDS pandemic represents the great new plague 
of this century. Countries such as Uganda and Thailand have 
much to teach our political leaders about a policy of openness 
and leadership in confronting this disease. Due to the void in 
political leadership in the United States, American physi­
cians have a professional obligation and a moral responsibility 
to lead the response to this pestilence. HIV is spreading 
fastest in the developing world and within marginalized com­
munities in the developed world. Consequently, there is a risk 
that the populace will begin to perceive HIV as an arcane 
infection limited to the tropics and certain very poor urban 
areas and thus distance themselves from the problem. It 
becomes urgent, then, that the American physician maintain 
an active and intimate role in the global response to this 
evolving pandemic. As the physician playwright, Anton Chek­
hov, once noted: “There is no national science just as there is 
no national multiplication table; what is national is no longer 
science.”

The design of preventive interventions for these high-risk 
heterosexual groups will be different from those effectively 
used by members of this society who have greater access to 
education and health care and are not socially marginalized. 
The lessons we are learning from the current epidemic in 
Africa and other resource-poor locations will inevitably have 
great applicability as we confront our own heterosexual HIV 
epidemic.

There are other reasons why US physicians should be 
sensitive to the dimensions and dynamics of the international 
spread of HIV infection. Global interdependence, modern 
transportation, and trade have rendered obsolete the dis­
tinction between domestic and international health.8 A recent 
Institute of Medicine report concerning the threat of novel 
infectious diseases contends that we are no longer isolated 
from any community, no matter how geographically remote.9 
Neither political nor even geographic borders provide any 
effective barrier to the spread of infectious diseases in an age 
when one can dine in Boston and begin a safari in Africa the 
next afternoon.

The role of travel as a route of HIV transmission is illus­
trated in recent data from the United Kingdom.10 The pro­
portion of HIV infection attributable to heterosexual trans­
mission rose from 4% in 1986 to 23% in 1991. Of those in­
vestigated, 83% acquired the infection through sexual inti­
macy while traveling abroad or with someone from a country 
with a high risk for heterosexual transmission.10

Understanding of HIV epidemics in other countries as­
sumes additional importance since it is likely that much of the 
future research on effective prevention methods (eg, im­
proved barrier methods, topical virucides, and vaccines) will 
be undertaken overseas. Furthermore, the genetic variabil­
ity of HIV requires that any vaccine efforts take into account 
the worldwide family of viruses, not just those isolated in the 
United States.9

Physicians, as citizens living in a global village, are also 
reminded of the interdependence of countries.11 The HIV/ 
AIDS pandemic, with its incalculable social and economic 
impact, is now devastating many overseas communities. These 
embattled populations are becoming progressively less pro­
ductive and are burdened with increasing numbers of chil­
dren orphaned by AIDS. As a result, development in these

I am indebted to Stanley M. Aronson, MD, for his moral leadership and crit­
ical review of this editorial.

1. World Health Organization Global Programme on AIDS. Current and Future 
Dimensions of the HIV/AIDS Pandemic: A Capsule Summary, January 1992. 
Geneva, Switzerland: World Health Organization; 1992. Publication WHO/GPA/ 
RES/SFI/92.1.
2. Allen S, Serufilira A, Bogaerts J, et al. Confidential HIV testing and condom pro­
motion in Africa: impact on HIV and gonorrhea rates. JAMA. 1992:268;3338-3343.
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Amsterdam Viewpoint 

Costly Regional AIDS Conference for the North 

The International AIDS conference remains a northern 
enterprise. With over 85% of the participants coming form 
industrialized countries, it is, in effect, the regional meeting 
of the North. The costs are high -some $25 million-and 
the international benefits uncertain, particularly as it dimin­
ishes the importance of other regional AIDS meetings. De• 
spite its attempts to invite persons from most countries, it is 
a meeting where most scientific submissions are of little rel­
e�ance to the areas with most infected people, those living 
in Asia and Africa. 

The theme of Amsterd�m was Ha world united against 
Atos•. The first indications, however, that the world was 
not united, was the movement of the conference form its in• 
tended site In Boston to Amsterdam to protest the United 

Selh Berkley 
States's immigration policy of restricting entry to those who 
are HIV Infected. 

The organizers, sensitive to the issues of human rights 
and the personal issues associated with the epidemic made 
every attempt to Include all constituencies in the confer­
ence. Thus unlike most scientific meetings, activists and 
politicians were placed side by side with scientists in the 
program. Consequently, the conference has lost much of its 
feel as an intense scientific gathering and is becoming a 
venue for global conscjousness raising. 

There were many flamboyant exhibition booths advertis• 
ing the expensive therapies and testing materials for HIV 
infections. There was also a great deal. of protesting but

tumfopoQ94 
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Amsterdam: Too Costly 
lrompooo4 Be(kley 

because the voices of the activists were officially included in 
the program, protests were less disruptive than in previous 
conferences. Most protests were directed at the discrimina· 
tory practices, at the lack of U.S. government leadership on 
HIV/ AIDS issues, and towards pharmaceutical companies 
that were accused of overpricing the life-saving drugs. 
These, however, were western-oriented protests. As in past 
years, there were no organized p·rotests for the victims in 
the poorest developing countries, such as sub-Saharan Af­
rica, who are dying of AIDS without the benefit of basic 
therapy or without pain relieving medications. 

The distribution and spread of the world wide pandemic 
make the absence of protest on behalf of those living in the 
less developed countries (LDCs) even more disheartening. 
During the conference WHO announced its late.st estimates 
of HIV infections: as of July 1992, over 13 million persons 
are infected worldwide.1 Of these, 70% are living in LOCs 
and of the one million persons estimated to have been in­
fected over the last six months, 85% of those are living in 
LDCs. 

Per�aps the most sobering session for the international 
scene was that on measuring and modeling the economic 
Impact of the epidemic. Attended by only about 50 persons 
of whom only two or three were from developing countries, 
Daniel Tarantola presented a paper written with Charles 
Cameron.l Using published information on costs and a 
survey of government expenditures in 37 countries, they 
calculated worldwide expenditures on HIV/ A(DS. They 
estimated that for 1990 alone, $2.6 -$35 billions dollars was 
spent on HIV/ AIDS care worldwide, 10-16% of which was 
being spent on developing countries where 60-70% of the 
cases were occurring. 

Expenditures in Africa, with over one half of the global 
burden of infection, were only 1� - 2% of the global total for 
direct care. Estimates of worldwide expenditures for pre­
vention and research were equally distressing: $1.4 billion 
for prevention with 90% spent in industrialized countries, 
and $1.7 billion for research with 94% spent in the North. 
Despite the magnitude of the epidemic 2.8% of the world's 
expenditure on preventio11- only $0.07 per capita. 

People from almost every country attended the con­
ference, reflecting an impressive effort by the organizers. 
However, while I was being confronted with an $885.00 on­
site registration fee, I contemplated the costs and impli­
cations of a conference of this scale. Over 80% of the partici­
pants were from the North. The costs of the cooference, not 
including salaries and lost productivity, were well over $25

million U.S. dollars by my estimate, or more than one-­
quarter of the World Health Organization's budget for 
worldwide AIDS activities. ls this a good use of scarce 
resources? 

Most of the scientific presentations at the conference were 
by Northern investigators focusing on issues that had little 
relevance for most of the infected persons in the world­
those living in Africa and increasingly Asia. Although it is 
Important for scientists from all regions to share experi­
ences, It is particularly important for scientists working in 

areas with similar transmission patterns and with similar 
constraints to work together, especially with younger, less 
experienced colleagues. Unfortunately, these younger rela­
tively unknown LDC scientists rarely receive support to at­
tend the International Conference. 

Furthermore, it is vital to convene researchers from the 
South because they lack the ongoing access to up-to-date li­
braries, personal journal subscriptions, electronic literature 
searches, regular visiting professors and guest lecturers en­
joyed by researchers from.the North. This type of education 
and networking is best done at the regional conference level 
where most of the science agenda addresses shared prob· 
lems. Yet, these conferences are overshadowed by their 
"big brother", the Arpsterdam style International Confer­
ence. Regional conferences for the South have been consid­
ered second class; for example, expatriate researchers 
working in Africa usually present their most important 
work at the International Conference which is considered 
more prestigious and has major donors in attendance. Ex­
patriate researchers may not even attend the regional con­
ferences. Budgets for these regional conrerences are a 
fraction of those of the International Conference and lower 
expenses and travel can allow many more researchers to at­
tend. Despite this, it is often difficult to raise funds for the 
regional meetings and to get researchers and speakers from 
the North to attend. This is due, in part, to the money spent 
on the International Conference, as well as the lower pres­
tige of the regional meetings. 

Perhaps, this will improve once the regional and the in• 
ternational meetings begin to be held biannually in alternat­
ing sequence scheduled to begin in 1995. I, for one, would 
like to see much more attention and resources focused 
where the need is greatest�mpowering those scientists 
who are attempting to deal with the majority of the worlds' 
infections. The prestige and visibility of regional confer· 
ences should be strengthened so researchers doing work in 
those regions consider these conferences as appropriate 
venues·for sharing scientific information. 

Despite the laudable motivations of the·organizers of the 
International Conference, we should ask if this gathering is 
cost effective and in the best interest of the international ef­
fort. In a world that is not providing the necessary re­
sources to fight the epidemic, perhaps a better protest to the 
U.S. policies would have been to cancel this year's confer­
ence and redirect the millions of dollars used by interna­
tional agencies to strengthen the regional conferences. ln 
doing so, the world would, in fact, acknowledge that the 
areas that bear the largest burden should receive a fairer 
share of the resources. That equitable treatment would indi­
cate a world truly working to unite against AIDS. U 

Notes: 
I) World HcalthOrgulizallon, Global l'rognmmeon

AIDS. The current global situation of the HIV/ AIDS 
epidemic. July 1992 (di,.tributed at the VIII International 
Conference on AIDS, 19•24 July 1992, Amsterdam 

2) CameronC, Tarantola D. The Costs of AIDS in the World, 
1990. Abstract Wc<:Hl38, VIII lntcmational Confcre.n� 
on AIDS, 19-24 July 1992, Amsterdam. 
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KEY POINTS ABOtrr HIV GUIDELINE 

BACKGROUND 

t. Early PIN:oosis and Cart Arc Essential

Prop&r manaeemenr of euly HIV lafeetloi, and lta complication, may enable tho _pem,11 livilie with l��� 
l)'mptom-ftee Jon:er &J>d to plAY an important rolo in future 1WU1a&ement. 

Early dia.tzlosi, and imorv"1tion allow for the development of a cloeo rolatio.a,bip between tlle HTV-lnfec� 
iadlvldual 11114 lhc provider. Additlondl,y, e11rly dla,110,1, of }{JV &ll.owa tho provider to counsel tb.e ponoll llvln: 
with HIV about way• to avoid twum.iuioD to others. 

1. PeopJc with my Liye Everywhere

HIV wcction ocoun iD both urban and 111ru populaiioiu. lUV infection lncreatiilgl)i affects mea and women of all 
n.u,, etlmicitic,, and suual orlontatlona, aa well a, in!aota, c:hildre.o, ud adole�m. 

3. frlmary On Can Make a Dtfferenct

Prillt&J)' care provicJca th& first opportunity for HTV-imected individual• to t�ivc early medical ud psycbo,oelal 
mtervontlon1. 

FOR PROVIDERS 

4. Iool tor All Practitioners, Especially Primacy Care

Thia gu.idclin6 is Ill hifo1U1ation tc;ol for health cue practltloo.en, oapcoially primary care providers. co evolwaco a.ad 
ml.Zlllp selected a.lllpeds of ea.dy HIV inf'�lioo. Tbe guideline pl'C3cnts Information In ·m&J14geabte Ullita &11d helps 
practitlonera be more off'C<lUvo and efficient i.o th.cir c-uo of people Jiving with }DV. 

s. Providers Should Coorrl.i"atc Care

Tbe practitioner re,ponsible for q; HIV-int�led peraon'• caro shouW "lllako every effort to coordinate all e.epeel! nf 
Chi$ car• and ftl.cilltate aceon to l\lpport se,vieea and oaeo DWIAJoment. 

6. ll!e Guideline Addresses Sclt!ctcd Toplc.5 or F4rlv Manaecment or mv Infection

Th& selected. topics add""scd 1n the guidaliti,c include: 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

dew!ed mc<licAl hutocy-taldnt io,c,ludin1 ,eirual and tubatancc use history and 6XAllllJtatlon of HIV tMI 
ruutu 
di.eelo"� of HIV scatw _and nr;cossa,y coun1eli11& 
US&SIDleCll of Uf\lJlUllO function. by Jheq11riDa CD4 cellt 
prevendve therapy for heu111oey,tii carinii pneumOdla (PCP) 
discussion of l.oltiation of antiret.1-ovinl therapy 
•valuation 411d 0>ua1eme.ut of i.o!cclion with Mycol,acterl\lm luborculosis (M.Tb.)
diacuosis' 1.11d creatme1ll of ,yphllls 
oral, �ye, And gyoecotogii: 11t1ess11.1en1 
reproductive COUllllOlin& 
accea» to c Uni cal trial, 



7. The Guideline Include, Special B«-Onnnmdations ror Womcg. Ad9!wroff. yd Q!fldrm

HIV tnf'ecdon J, incuull\& moat npidl;y amo111 womcn, adoleacew, and childron, Primal)' can provlden alinJ4 
&J.ve apeew � to: 

• womeo: replar polvk examinatlona, 1Doludhi1 P-i, smean, ADd reproduotivo coUD,MJin&
• adolescents: aaeowneat bued OD Jnel or sexual mat\lrity' and Jlte,4n'l,od druc do ... GS &&iju,ted

ac¢OrdlnaJy; evaluatloa ot Kxvaily active adole,ceta for t0X11ally tran1miUcd di.e..o. �•)
• infanU and cbU4ren: early di�si, and trea1111ent fo, lnfaiti., with special attentl011'.CO oeuroloi;ieal

anwmo.nt, beeAIUC \be dl.seue pic&rcsso, mo,e rapidly In •�all olaildren. than ill adult,
• providon should hcJp·HIV lofeetd pcrsoiu, e�i..Uy lnt'&J\tt, children, adolescent,, ud womeA (lncludm,

p�gnanl womeo), ccOA cllnicaJ trials and experhnent:al protocols; call l..g()()..TRJAJ,.c;..A for 1.nionn.atloo
about onaolr,, crlala

FOR PEOPLE LIVING WITH EARLY mv AND TIIEIR CAREGIVERS 

8. l&arn About mv

Learn all you CAI) &bold 1-DV io!�tion ud it.J manl.feswiom: WOl'k iii pa.rtuen� with your primlJY cl\J'e pN>llid.r to 
ei.y u h�thy u pouiblo. 

9. Develop PatientJProvldcc Partnership tor Bccutar Care

• Pcoplo llvin& with HIV abollld have th•ir immUDe t)'ltem checlced rcpluly.
• P�ple liviDg wkk mv &ff) suacq,til>Je to - type of pneumonia called Pn.umocyetia c:wli pc1eu.monia, or

PCP.
• People llvin£ with HIV mould be&iA takin& medJoalions to provent the dovoJopme11t of thit pneumOIUA wlwl

lheir immuce ,yetem beeomes weaker, u meanm by their CD4 count droppma below 200.
• Puouu with yow provider the need co monitor for illfectloi, with tuberculoeu &Del ,yphiti,, 
• Tallc to yO\lr priotaey care provider about oUicr treatment, you may need Md tho ,-.,allabillty of clloicaJ

uiala.

10. Women Should kequr-,t Addilional Servim

Women 1hould have reauw pelvic exui,, inoloding Pap smear., 1111'1 should die<:11ss quettioo, aboUl lnn,ily plalwng, 
proJDAl)ey, and breast fe4ldlna with 1helr primary cue pro..,iders, WomCA should at.o inqun &l,o\11 lhe availahility 
of clmicftl t.rlllls. 

11. Keep Otheu Sare 
- - -·

People livuig with }UV 1huuld speAk wilh their health CAre provider About ways to avoid tr1J1smis�i0n of HTV to
oUir.n. 

GF,NERAL POINTS 

u. GJII..deJlne Was J?cfelo9cd by Ilealth <dire Provi�era and Consumers

The l\lidellne WU developed by ..-�.1 ofprivlle �r, multi-diaclpUnaey Oltpettl who� for peo�lo livbia with 
HIV. Tho pa11eJ abo I.Deluded a 01a,i and a WOJIIAII who� UvJ.ni with ATV. 

13. Guldeljp�Sclence and Expert Qpjnio11

Tho auidelia.c coven sel�cled topics of CMly }UV care, and l1 bated upon tho bost sc:iellce availahlc. When Utcnuvre 
&Ad evidonce woro lAcki11.a, cootemmt &.Dlon, panel momben was u,ed. The panel roviowod over 30,000 ,ourcu in 
tho profe11tioJJ&.l lilerature, eomulted with a wido varitt), of out.ricJe expe"', and bad the doc:umao1 revie\lled by 
inteoded u,en &11d people livilla wilh HIV iJi IDAJ)y hcallh earc settl.ugs. The panel bopu llull lh.iJ iuidelinc will 
identify areu for (\dure remrch and ,uldewiis. 
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DRAFT 

• Enhance the quality and extend dura1ion of lire by
Improving skills to diagnose and treat selcclcd
important complications of eady HIV infection.

• Encourage the participation of patients and their
families in the development and implementation of core
plans.

• lncreasc the access of all patients to opportu1nitics to
obtain new treatments and participate in invcstigatlonal
trials.

• Establish the degree to which present trcatmetlf,
counseling. and diagnosis practices are scicnce-hased.

• Identify areas for future HTV guidelines.

Recommendations 

Recommendations as summariie<l below were issued

tor selected aspects of early HIV care: 

Disclosure Counseling 
• When disclosing HIV status lo a patient. include a face•

to-face discussion of the psychosocial and medical
effects of Hrv. available therapies and social services,
State reporting requirements, and potential advantages
and disadvantages of voluntary disclosure to family,
Criends, and associates.

• Strongly urge palicnls to disclose their HIV sttttus lo
significant others, particularly sex and needli:•sharir1a
partners, to prevent further transmission of HIV.

• During counseling. assess the patient's nw.f for
coorilina1c<.I c11re anti mental health treatment.

Evaluatfon and Care of Adults and Adolescents 
• Conduct a thorough medical. sexual. and substance use

history and a physical cxamina1ion of the pat icn1, with
particular 1111cntion to HlV-rclated symptom�.
Providers carin-g·for adolescent,; should be aware of
Issues specific to this age g,·oup, including MSCSSm(",nt
of physical and scJ(ual maturity, psychosocial aspects of
adolescern:e, and impcdimcnls to accessing care.

At the initial examination:

• Assess immune status by determining the numher of
CD4 cells. Measure the number of C04 cells every 6
months when the count is over 600 cellslµI and at least
every 3 mOnlh� whc� the count is between 200 and 600
cells/µ1. Discuss and offer antirctroviral thc,apy.
Recommend P11-tumocystis cari11ii pneumonia therapy.

• Serr.en palicnls for Mycob(lr.tuium tul>C!rculosis
infection and cutaneous ancrgy. Discuss and
re.commend 1,1evcnrive rhcrnpy if necei;1mry. Adlwrcncc
to trt'.1tlmcn1 cirn be im,,rovcd by <.lcvcloping strong
relationships with patient$ Ancl hy using clire<.·1ly
oh�crvcd tl1crnpy or cai;c nrnnagcme111.

2 Guid�line Overview

• evaluate patients for syphilis inr�tlon by taking a
careful history and perfonnlng a non-trcponemaf Lest.
.Perfonn a treponemal test and an evaluation of
cerebrospinal fluid if necessary. Begin pcnlcUlin
treatment if infected.

• Conduct an oral examination at each visit and
recommend I wice yearly visits lo the dentist.

• Conduct an eye examination, including a funduscopy.
Repeat at each visit. Ref er the patient to an eye
specialist when there are any unusual signs or
symptoms.

• For pregnant women,. measure CD4 cells at entry into
prenatal care or ar delivery i( there has been no prenatal
care. Recommend PCP therapy and discuss and offer
anliretroviral therapy as for non, pregnant adults.
Evaluate for syphilis infection at entry into prenatal
care, during the third trimester, at delivery, or at
exposure 10 or presentation with a sexually transmitted
disease. Complete penlcillio treatment at least 4 weeks
before delivery to prevent congenital syphilis.

• Conduct regular gynecological examinations in HN­
infected women, with particular attention to Pap
smears.

• Conduct objective, nonjudgmental pregnancy
counseling and include discussion or the risks of
perinn1al transmission, the effects of 1>regnancy and
chil�birth on mv progression, and the long-term
cffocts of pr<�gnnncy dcci$iOns· on the ramify. Advise
the patient again�t breast-reeding.

Evaluation and Care of Infants and Children 

Rccause HJV infection frequently progresses more 
rapidly in infants and children 1han in adults and because 
the dise.1sc characteris1ics are di!Terent. eal'ly diagnosis 
and aggresl\ivc management arc "itnl. 

.

• EvaJuate CD4 cell count and percentage at regulur
intervals. begin nine at I month of age. Begin PCP
prophylaxis after an episode of PCP or if the CD4 t:cll
count 01 percclltage falls below age-adjusted normal
value$. Begin ant irc1roviml thcr:tpy if there is
S)'llltltOtnatic HIV infection or if CD4 COUil( ()f
percentage falls below age-adjusted values.

• Condu<.:t a ncur0loaical assessment at cnch visit.
Pcrfonn n bc1sclinc CAT sc-111 or MRI at time of
dia&nosis, and conduct age-rcl:ited clcvclopmcntal
ui.scs�mcms -:very :l months 10 11i;c 2 11111! every 6
mo111hs thereafter. After cxduding other diaRno�s,
treat i11fon1� ,tn<l c:hildrcn with I IIV-rclatc\l cent,-al
nervous sy�tcm disease: wilh a111itc1rovirnl rhcmpy.



DRAFY 

Case Management 

• Coordinate.: medical care and support services for 1hc
patient or refer lO a formal ca.�c management system.
Develop contacts with ca�c management programs in
the community.

• Rccoinlu. thal In the early staucs of HIV, required
sctviccs will cmphasi1.e 11.',sistanc.:e wilh hou!:ins, job,

and Onttncial issues. rn the luter singes, the focus o( 
asi;istancc will shirt lo medlcal issues. 

• Ensure that patient.� arc referred lo ca.c;e management
prograrns 1hut are adminislcred and s11ufcd by
knowledgeable, resourceful, and empathetic
indi vidua Is.

Important Things to Remember About Early HIV Infection 

For the Practitioner: 

a Early detection and treatrnenl of HIV infection and 
preventiv� therapies arc offeotive in delaying the 
onset of life-threatening symptoms. 

Q lhe flrs1 counseling and evaluation session Is a
CtUelal one because it not only detenninoG the s1age 
of HIV Infection and the aspoct.s of the patient's 
condition that need care, but bo<:ause It lays tho 
foundatlon tor u,e future relationship with the patient. 
An open and construotive relationship f acilitstes 
greater paliont lnvolvemont In care and can help 
prevent tho spread of th8 disease. 

Q It is Important to keep abreast of cllnlcal trials open In 
the community. Advising palionts, Including pregnant 
women, of such trials will facilil(lle access of all 
patients to new treatment opportunities. 

0 There are many dimensions to the CAre of persons 
with early HIV infection in addition 10 the medical 
aspects. These include? providing mental health and 
crisis management counseling and assisting with 
social support seNiCes, such as housing, insurc1nce, 
and Jobs. Become.more knowledgcnble in theso 
areas. or develop referrals so that your patients ore 
given cornpreheni:;ivc and c;:oordinat.ed care. 

0 Find out more about early HIV management. Read 
Cllnlcaf Practice Guideline Nvmbor 7: £val1Jation and 
Managemc.•nt of Early HIV lnlectio11 nnd use ils 
companion Quick Refcronce Guido for Cllnieians.
Sock out sources of lnfosniatlon on aspects of early 
HIV care not covered In the guideline. Give your 
patio.nu. Understanding HIV or HIV and Your CfliJcJ so 
that ttley ca� be more informed about HIV and its 
treatments. 

Agcnt:y for I Jc.l\llh Carr. Policy and Resr.arch 

For the Consumer: 

a It Is Important lo find out if you have HIV 
lnfoction and to begin care early. Early caro 
can delay the onset of life-threatening illnesses 
associated with' HIV Infection. 

0 Talk frankly wilh your primary care provider 
about the pros and cons of teNing people your 
HIV status. Also discuss your concems about 
HIV i'llectlon, treatment and preventive 
therapl�, and the effects of HIV Infection on 
your life and ramily and friends. 

0 Find out about the many HIV information and 
support servicos avallable to you and your 
family and use them. Worl< with your care 
provider to develop a coordinated and 
oomprehensivc treatment plan. 

0 Order the !rec consumer booklet Unde,sta11din9
HIV 01 HIV and Your Child, which provides 
Information on HIV Infection and its treatments 
and lists sources for furtt1er information and 
help. 

(J The U.S. Government's Agency for Health C11re 
Policy and Resea,ch, which prP.pared the 
consumer booklcls, also has a Clinical Practiee 
Guideline and a Quick Refercnc8 Gulde for
Clinicians on cvoluating and m.inaglng early 
HIV Infection. You can order these free 
publications IOt your primary care· provider. 

I IJV Guideline 3 



DRAFT 
· Guideline Development 

Tho Agency for Health Caro Polley and Research 
convened a prlvate�sector, Interdisciplinary panel of 
physicians, nurses, allied health prof esslonals, and 
others active in the HIV and AIDS fields who worked 
together to develop the guideline. One of the panel's 
first tasks was to seloct the topics that would be 
covered by tho guideline. Once the topics wcro 
chosen, the panel and selected outside consultar:its 
reviewed thousands of scientific and clinical studies. 
After this review, the panel consldored health poricy 
Issues, such as the eff ecl of the guideline on hcollh 
care resources, medical ethics Issues, concerns of 
patients and practitioners, medlcolegal Issues, and 
insurance concerns. During this phase of guideline 
development, the panel held two public hearings to 

sollclt oral and written testlmony from groups and 
Individuals not on the panel but concerned abOut thtt 
issue. 

·•

The rosults of the literature review and public hearings 
wero used to develop a draft guldellno. The draft 
guideline was then submilted to a carefully chosen 
group of experts for peer review of scientific content 
and to cllnicians and other health care prof esslonals 
representative of the users ror whom the guideline 
was being developed. This latter group evaluated the 
guideline for validily, credibility, and usofulness In their 
own practice settings .. Comments from reviewers 
were used In finallzing the guldellno. HIV-infected 
Individuals and parents of Infected children provided 
Input for the cons1:,1mer guldos. 

Early HIV Guideline Presentation 

The Guldettne is presented In soveral forms. The 
Guideline Report presents supporting technical 
Information and a comprehensive bibliography. The 
Cllnfcal Practice Guideline, Intended for the 
practitioner, contains a discussion of the topics, the 
panel's recommendations with suppor1ing evidence 
and ref crences, and a series of algorithms and tables. 
The Quick Reference Guide for Cf in/clans, also 
intended for the practittoner, is a brief summary of and 
companion volume to the Clinical Practice Guideline. 
It provides highlights of the guideline and presents the 

<-t 
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tables and algorithm$. Two Con�vmtJr Guides -
Undsrstandlng HIV and HIV and Your Ch//d­
publlshed In English and Spanish, provide Information 
to help patients work in partnership with their health 
care providers. The Cllnlcs/ Practice Guideline, the 
Ouick Ref erenco Guide, and the Consumer Guides 
are available free of charge. Write to AHCPR HIV 
Ouideilne. CDC National AIDS Clearinghouse, P.O. 
Box 6003, Rockville, MD 20849, or call (800) 342· 
AIDS. 
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____ Guideline 
Overview 

h the epidemic of HIV/AIDS in the United Slales 
enters a second decade, persons with HIV infeclioo arc 
living tonger and have an improved quality of life. In the 
face of sometimes oveiwhelmfng barriers, the efforts of 
many in the public and private sectors, working as 
individuals or f n groups, have had an efY'ect on tJ\is ,nost
challenging public health crisis. 

Yet, the re.alities of the epidemic must be confronted. 
Evecy year, there are 40,000 to 60,000 new cases of HIV 
ln the United StAtes. In 1992, the IIlV-telated costs for
our Nation just for medical care and time Josi from work
were more than $10 billion. This figure d9cs not i,,clude 
the cnonnous physical, cmotion31, and psychological 
injury Lo individuals and families coping with an illness 
that oncn is considered to be sclf-innicted and deserved. 
Our society must addre.� an epidemic 111111 is sprcnding lo 
diverse art'..as 1md unsuspcc1ing populations. 

This guideline was developed wi1b a sense of hope and 
an urgent need to continue to respond inlensively. 
Clinicians, scientists, administrators, advocarcs, 
politicians, activists, those Infected, and affected families 
must persist in their work to enhance and expand 
advances in trca1ment and care, while forging a mo�
effective public heallh response to I.his epidemic. The 
lmpottance of preventio11 and its link.age to early 
dia�osis and care, has put into focus the nee<! for lh� 
primary care provider to coordina_le and manage n1a11y 
aspects ot early HIV in(cclion. The guideline rccog.niu:s . 
Chia cnicial rote and provides specific r¢::ommcnd11tions 
on the evaluation and management of selected aspec1s of 
early HIV care. 

Evaluation and Management 
of Early"· HIV Infection 

January 1994 No. 7 

Addressing the Problem 

The Age.ncy for Heallh Care Policy and Research, a 
Federal Government agency within the U.S. Public Health 
Service. convened a panel of private-sector expcrtS and 
consumers to develop a clinical practice guideline on HIV 
inf cotion. The panel chose to focus on the evaluadon and 
management of early HIV infection. This topic was 
considered important for a number· of l'C4Sons: 
• More people wlth HIV infection arc living wjthout

major symr,toms.
• Medical lmerveiltlon In early mv infectio•n has more

pocencial io prevent complications and delay disease
progrcs�ion. ·

• Counseling and educarion provided during the early
slages of HIV infection have the potential to prevent lhc
spread of IDV.

• Assuring early diagnosis and enrollment into case
management program.� facilitates palient and family
involvement in treatment and cue programs.

• Access to and availi\bility of required medical and
psychosocial services can be anticipl'llcd and
successfolly managed when HIV is diugnosed before
illness or disabilities develop,

The panel developed several major objectives in
shaping the guideline: 
• E<lucutc health professionals and consumers rcgl\rding

tho Importance of early diagnosis, counseling, Md
coordinalcd c-arc in limiting the conscque11ces of HIV
infection.

BlV Gvld�lnt l'aMI; Wala l:l-Sldr, M.O., M.P.11. (Cu-ChAlr), llwm Ho,p;ul <".emu, New Yo,l, New YOtk; JamcsOlcskc, M.D .• M.P.11.. ((;ti.OW,), N,w Jwuy
Medical Sdlool; 8NC( 11Clnw, M.D .. New Yori,; St.ate Oq1a,11llt.rl1 cfHr..\\ld1; l<ay Bauman, M.D. M.P.H., WffliawaOcnerol Rc$pltal, Willliawa. H1wai!; ('111)1 RtlllJll1, 
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