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Adolescents and HIV

demic among youth land outlines the central n< ^ overview of the epi^
for counseling, prevention, and outreach. ThLeco^r'^

Will examine clinical care of HIV- article . to appear in March
mfecred adolescerits.'

Worldwide, the highest rate of new

Haifa's WorW^, rt,
tw^n ir"' ^ infections
25% of young peopk.
aged 13 t<3 21 years; i rate of one new 
infection every hbur.^

of behavioral, biolc^gkal. and socioecon^ic highlights the interaction
of adolescents (paiticiilarly females) to sexualirtra"* vulnerability
ing HIV infection! Sexually tr Jmited^ ^STDs), includ-
ro HIV. Of the 12: million cases o?SS teSS n ^-eptibil.ty
among teenagers ^ 2/3 are acquited^T^22^ 
cases of chlamydia ^ the most common STD k the u‘ o repotted
cents aged 15 to 19 years.^ D in the U.S. — occur in female adoles-

Behoviorol Facteiv ^

port texuul inrercdurael with 16% havfng enSSTr!
than four partners.! Onlyi50% of youth rLjrfclndo ‘|''Crcourse with more 
Youth wlio are gay, bisexual tiansoendo ^ °^om use at last intercourse.’' 
users, incarcerated! in foster'care LnraM [^oaway. injection drug
abused are at increased risk for HlV infectfol^ 1^^ physically
virus in iheir social rreeWbrks. Thel vulnerabk ST
rates of health and sociillproblcms in general than dTtT ^ higher

and is associated with during adolescence
and violence. Alcohol and drug use may a£ iS ‘"‘^^'^ding sexual activity
social skill.,. Adolesbenta li likeTyP®Vchc- 
hoi use as problematic. Rarely do they initiate dZ r Or alco-
rhey tend ro enter treatment systems throuch the * ^^^read
justice system. One-third bf high schooWoJh? "i’
hohe beverage., at least once in the nrior mo drinking five or more alco-

Heroin use among rcensih|is nearly doubled since 1991
school students repo^ hav|ing injected an illegal drug^^’ ^

Biological Factors ill
young women, liuch^ru foe XsTlde^I infection rate among

Agenda c ho
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mydia and che gonococcus) are re­
placed by less susceptible multilayer 
y amous cells, 2) the greater efficiency 
of STD transmission from males to fe­
males because of che mechanics of sex­
ual mtemourse and the larger surface 
area of the female genital tract, and 
3) the fact that sexually transmitted 
d«eases arc more likely to be asympto­
matic (thus remaining unnoticed and 
untreated) for a longer period of time 
m women.

Socioeconomic Factors
Poverty and lack of access to health 
care, education, and prevention tools 

associated with increased vulnera­
bility CO HIV. Twenty-five percent of 
youths aged 15 to 29 years have no 
health insurance. Youth face additional 
earners to receiving adequate care 
Many adolescents fear inappropriate 
disclosure or do not understand their 
right to confidentiality in the provider- 
client relationship. They often use 
walk-in facilities and hospital emer­
gency rooms for their acute health care 
needs and so do not build a relationship 
With a health care provider. Moreover, 
providers often are unable to communi­
cate risk reduction messages adequate­
ly. Since adolescence is a time when 
behavior patterns, cognitive skills, 
decision-making ability, and attitudes 
towards health and self care are estab­
lished, youths’ experiences with health 
care providers form the basis for future 
provider-client relationships, commu­
nication patterns, and help-seekine 
behaviors.

State laws allow minors to consent 
to treatment (without parental con­
sent) for specific health services, in­
cluding emergency care, STDs, and sub- 
smnee abuse treatment services; but not 
all providers arc aware of these rights.’
As long as explicit information and 
messages remain controversial, the lack 
of adequate sex education for youth will 
continue to result in new HIV infec­
tions. Supportive and direct safe sex ed­
ucation for gay and bisexual youth is 
even more constrained, denying health- 
enhancing information to this vulnera­
ble population. Moreover, the adoles­
cents who are at greatest risk are those 
most likely to be outside systems chat 
could provide prevention, counseling, 
testing, and treatment .services.

@003

Intetnarional and national studies 
demonstrate that the AIDS pandemic 
remains dynamic among adolescents 
Nineteen percent of U.S. AIDS cases 
occur among people in their 20s.s ft u 
estimated that one in four new infec­
tions stnke people by age 21, and this 
may be lower than the actual rate be­
cause of the lO-year latency period be­
tween HIV infection and the develop­
ment of AIDS. ^

In comparison to adults, a disptopor- 
tio^e number of African-American 
and Hispanic adolescents arc HIV posi­
tive, accounting for 59% of the AIDS 
^ in this age group in the U.S. From 
1988 to 1993, csdmnrM i4r\/-----*in Ole U.C5, ^ro 1988 to 1993, estimates of HIV preva- 
lence increased 36% among women 
aged 18 to 22 while declining 27%

men in the same age group.* In 
199/, females comprised 37% of AIDS 
cases among adolescents aged 13 to 19 
compared with 18% among adult AIDS 
casw. The majority of young women 
wida ^DS (52%) are infected in hetero- 
seimal encounters, with an additional 
13% to 20% presumed to be infected 
sexually but classified as having “no 
identified risk” because they are unable 
to name their parnicr’s risk factor. In­
jection drug use accounts for a much 
s^ler percentage of transmission in 
this population than among adult wom­
en (13% of 13- to 19-year-oIds and 27% 
of 20- to 24-year-oIds). Perinatally in­
fected youth account for a small but 
growing number of adolescents living 
withHlV/AIOS.

The leading transmission category 
among adolescent males remains receipt 
of infected blood products (before 1985) 
by youth with hemophilia and ocher co- 
a^lation disorders, accounting for 43% 
of male teen AIDS cases. Tlie next high­
est transmission group in young males is 
^le-scx-with-malcs, accounting for 
33% of cumulative transmission in teens 
and 62% in males aged 20 to 24. How­
ever, by 1996 male-scx-with-rnales had 
become the leading transmission catego- 
p' for new infections antong teenage 
^ys. There is a difference between be­
havior and sexual orienration chat is 
important to keep in mind in communi­
cating With young people. Same-sex ex- 
^rituentation is more common than the 
development of a gay or bisexual identi­
ty. Moreover, for gay or bisexual youth.

’0 * A.ns CMN.CAt CAKt . F.B.UAgr 1.9,

Identity development is a process that 
UTffolds over several years. Some youth 
l^ected in same-sex encounters do not 
identity as gay or bisexual, and for this 
reason, safe-sex messages directed at 
S be viewed as personally

YOUTH OF HIV* PARENTS
It IS estimated that by the year 2000
over 80,0^ U.S. children and teenagers
will have lost a parent to AIDS. In addi­
tion to the emotional devastation of this 

the great disruption that occurs in 
femilies wh^ a parent is ill or dies may 
heighten risk behaviois among youth. 
Children of HIV+ parents are also often 
U^g in communities with high rates of 
HiV, placing them at increased risk of in- 
^on. The percentage of children of 
HIV+ p^nts who are themselves infect- 
^ IS unJmown. However, a review of 
SI sexually infected teens followed at 
M^tefiore Medical Center’s Adolescent 
AIDS Pro^ii found that 21% reported 
having at least one HIV+ parent. The 
ways in which parental HIV infection 
mediates sexual risk behaviors and subse­
quent HIV infection in youth needs fur­
ther rese^ch. However, these findings 
are already guiding a program initiative 
to offer risk assessment, referrals for care, 
and HIV counseling and testing to the 
adolescent chfidren of patients followed 
m Montefiore’s Adult AIDS Program.

ADOLESCENT-SPECIFIC 
HIV COUN5EUNG, TESTING,
AND PREVENTION
Although many youth engaging in un- 
safe practices do not believe that they are 
at risk, it is a myth that adolescents do 
not get tested for HIV and do not want 
providers to ask personal questions. In 
fact many youth prefer that the clinician 
initiate such discussions.’’ The promise 
of new advances in HIV care, combined 
with the documented advantages of early 
detection, heightens the need for routine 
HIV counseUng and testing among youth 
in more settings than just prenatal cafe.

In Older to be successfiil, HIV-resting 
propams must be accessible to youth 
Mobile units, school-based health clin­
ics, and dreg treatment programs are 
venues particularly well situated to pro­
vide testing programs geared to young 
^ople. Services need to be youth- 
friendly, flexible, free or low cost, and 
help youth overcome barriers such as 
transportation. In states with mandatory
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pander notification laws, providers may 
need to discuss with adolescents the im­
plications of the law and the availability 
Of anonymous HIV testing. However, 
the confidential testing relationship es­
tablishes a stronger clinical bond, oppor­
tunity for follow-up, and youth-sensitive 
cai^compared with anonymous testing.

The pretest counseling visit presents 
an opportunity for the health provider to 
promote preventive health behaviors 
and as^s concerns such as substance use 
or family planning needs. It also provides 
an invaluable opportunity to educate 
adolescents about condom use and safer 

regardless of whether testing occurs. 
Hfective HIV counseling for adolescents 
should be culnirally sensitive and tai­
lored to foe develc^imencal needs of foe 
^ufo and in accordance with local laws 
(see Table 1). Youth who are judged to

at risk for self-destructive or impulsive 
behaviors require carefol assessment prior 
to testmg. Special care to safeguard con- 
ndcntiality should be taken in settings 
such as foster care, ttsideniial institu­
tions, or detention facilities.'^

T^ere are new options for HIV test­
mg that have not been extensively im- 
p emoted with adolescents. For exam­
ple, OraSure, a noninvasive test that 
collects an oral sample, can facilitate 
testing in nonraedical settings. Rapid 
HIV tests enable youth to learn focir 
HIV antibody status on foe day they are 
tested, with a negative test being defini­
tive and a positive test requiring further 
confirrnation. While this method poten­
tially increases foe number of youth who 
learn their antibody status, implementa­
tion of rapid HIV testing will necessitate 
chances in l\cw anH n«-A«r^w...!__

miv resung wiu necessita changes in how and when prevention

TWf 1. AIDCR (taess,
I. ASSESS And inquire . “ _
CREATE A confidential ATMOSPHERE -:i ■:■■■: -—-------------—' ' ' '' __

UV/AIDS KNOWLEDGE ' T''.'- ■

®004

«3un*ling is delivered to youth. Regard­
less of foe testing method, a “one shot” 
app^fo to counseling does nor work 
wifo all at-risk youth. Two short coun- 
Mlmg sessions using personalized risk re­
duction plans can increase condom use 

prevent new HIV and other STD in- 
fectioi«.'^ Funding is needed to support 
more than one counseling session for 
some at-risk adolescents.

All facilities providing adolescent 
medical care should make condoms 
available and provide education on their 
proper Among the reasons youth 
have difficulty incoipotating condoms 
mto their sex lives are 1) lack of knowl­
edge on effective use, 2) lack of commu­
nication and social skills, 3) lack of avail­
ability of condoms at foe time of sexual

(Continued on page 15)
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tuces as PCP prophylaxis for chose who 
cannot tolerate TMP/SMX. While the toxi- 
cities for both drags were comparable, 
study authors found chat acovaquone was 
easier to tolerate than dapsone in dapsone^ 
naive patients. Further research is needed 
into alternatives for PCP prophylaxis in 
TMP/SMX'intolcrant patients.

El'Sodr WM et al. Arovoquone compared 
widi dlopsone far the prevention of Pneumo­
cystis carinii pneumonia m pociencs with HIV 
infection who cannot tolerate trimethoprim, 
sulfonamides, or both. N EnglJ Med 1998 
Dec 24: 339:1889-95.

Prophyituds Against 
Fungal Infections

Fluconoiole administered weekly was Toughly 
equivalent to daily admmistmdon m preventing 
invasive fwtgd disease and slightly less efficacious 
m prevenong thrush. Iwiicor««oIe is effective m 
preveniing relapse of Penidllium mameffei.

■ n patients with HIV, fongal infections 
I cause a broad spectrum of diseases, pre­
senting everything from mild complica­
tions to life-threatening conditions. Two 
recent studies looked at the efficacy of fun­
gal prophylaxis. The first studied the use of 
fluconazole. Ruconazolc is effective in pre­
venting thrush, but it is not routinely em­
ployed as prophylaxis agairrst Candidas and 
cryptococcus strains because it has not 
been shown to reduce rtrortality, is expen-

TOPIC

(Continued from page II) 
activity, and 4) impulsive behavior exac­
erbated by drug or alcohol use. Because 
condoms are used by men, gender power 
imbalances in relationships (heightened 
when the male partner is older) contrib­
ute to the greater vulneiability of adoles­
cent females and gay males. Helping 
youth to identify their pcisonal values 
may increase self-esteem and help them 
resist pressures to engage in risky sexual 
behaviors.

When assessing potential referral 
sources, health care providers should 
note that successful primary and sec­
ondary programs for adolescents are 
those that increase self-esteem and self 
efficacy, build social skills, and provide 
basic information. Successful prevention 
programs (not primary and secondary

sivc, and may lead to wider emergence of 
azole-resistant fungi, which are difficult to 
treat. This study explored whether weekly 
dosage of fluconazole is as efficacious, less 
expensive, and less likely to lead to resist­
ance as compared with daily use.

Researchcis compared fluconazole 400 mg 
weekly with 200 mg daily in a randomized, 
double-blind trial of 636 HIV-infected per- 
stms, all of whom had CD4 counts below 100 
cells/mm’. Invasive fongal disease (candidal 
esopbagitis, cadidemia, cryptococcosis, or 
histoplasmosis) occurred in 5.5% of daily 
users and 7.7% of weekly users. Mucocuta­
neous candidiasis occurred in 12-3% of daily 
users and 19.9% of weekly users- There was 
no impoitani difference in the rates of flu­
conazole-resistant isolates. Only 2 of 26 iso­
lates analyzed were resistant to fluconazole.

Weekly fluconazole did not offer major 
benefits over daily fluconazole and was 
slightly less efficacious In preventing super­
ficial disease. This and other studies indi­
cate that [he routine use of fluconazole in 
the primary prevention of fungal disease is 
not warranted- Rucorrazole may be useful 
in patients with particularly severe and fre­
quent recurrences of disease.

The second study looked at the adminis­
tration of itraconazole to prevent relapse 
after an episode of Penidllium mame^ei.
P. TTutmeffei is a common cause of invasive 
fortgal disease in Southeast Asia, Hong 
Kong, and southern China. In Thailand, it is 
the third most common opportunistic infec­
tion after tuberculosis and cryptococcosis.

benjamin DAVIS,

Researchers enrolled 72 HIV+ Thai pa­
tients who had completed initial therapy 
for P. mame^ei. Patients were rarvdomly as­
signed to receive itraconazole 200 mg daily 
or placebo. The mean CD4 count was 71 
cells/mm^ in the itraconazole group and 65 
ceiu/mm^ in the placebo group. None 
of the patients were receiving antiretro­
viral therapy. Twenty of 35 patients in the 
placebo group suffered a relapse of P. mar- 
ne^ei after a median interval of 24 weeks. 
No patient in the itraconazole group re­
lapsed. The study was not designed to de­
tect a mortality difference, and none was 
noted. Mortality ranged from 31% to 43% 
at 48 weeks in this advanced population.

Whether or not secondary prophylaxis 
against invasive fungal disease should be 
continued indefinitely, even after pro­
longed and successful viral suppression 
with HAART, remams unclear. For the 
time being, it seems prudent to continue 
prophylaxis against cryptococcosis, histo- 
plamosls, and P. mameffei until the issue 
is resolved through clinical trials.

Havlir et al. Prophylaxis with weekly versus 
daily fluconaTfile for fungd mfectians in pa­
tients with AIDS, Clin Infect Dis Dec 1998; 
27:1369-75,
Supparatpinyo K et al. A controlled trial of 
itraconazole to prevent relapse o/Penicillium 
mameffei infection iriiK padents infected 
with HIV. N Engl J Med 1998 Dec 10; 
339:1739-43.

programs) ate often built on a peer sup­
port model, and use adolescents to pro­
mote and diffuse the skills they learn into 
the community at large. Ideally, broad- 
based education and skills building to 
motivate the formulation of healthy pat­
terns of behavior should occur before 
youth become sexually active.

OUTREACH
Community outreach is central to the 
care of H1V+ youth. It is essential to 
engage the attention of youth at risk for 
1-IiV aivd their health care providers 
concerning the need for and availabili­
ty of services for prevention and care. 
The majority of HlV-infectcd youth are 
unaware of their infection, and connec­
tions with community service agencies 
are necessary to link adolescents with 
age-appropriate services chat address

their considerable mental health and 
social service needs.

Recognizing that existing agencies 
have not been sufficient to identify at- 
risk and HIV-t- youth and link them to 
care, the Adolescent AIDS Program initi­
ated a social marketing campaign span­
ning the HIV continuum, from preven­
tion to testing to care. “HIV. Live with 
it. Get Tested.” uses youth language for 
having sex (“knockin’ boots” of “hittin’ 
the skins") and links HIV risk with the 
importance of HIV testing. Designed in 
collaboration with an ad agency, medical 
communications company, and adoles­
cents themselves, the campaign used 
media placements and community out­
reach in the venues of at-risk youth to 
promote testing and care services at a

(Conrinued on back page)
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(Cancinued from page 15)
New York City-wide coalition of adoles­
cent HIV programs and community- 
ased youth agencies. A highly succcss- 

tul component of the campaign was 
“Get Tested! Week," launched at a 
youth-led town hall meeting. The cam­
paign generated extensive media cover­
age, more than 2.000 calls to the hor 
line, and — when coupled with peer-led 
community outreach ^ increased test- 
ing.‘5 The initial success of this cam­
paign has prompted efforts to duplicate 
ir on a national level within the Adoles­
cent Medicine HIV/aIDS Research 
Network (AMHARN).''^

CONCLUSION
HIV infection in adolescents continues 
to challenge health care providers, poli­
cy tnakere, and advocates for youth. 
Primary care providers working with 
at-risk youth and their parents are in a 
unique position to identify or help devel- 
op HIV prevention and care programs 
that address multiple needs. Effective in­
terventions arc those that move beyond 
moralism to realism and show a willing­
ness to engage young people. Youth at 
high risk for HIV should be identified 
and engaged in primary care as soon as 
possible. HIV+ youth need intensive in­
dividual and group interventions to stay 
healthy and reduce transmission to oth­
ers It IS meumbent on all providere to 
make adolescent services visible, flexible, 
affordable, confidential, culturally appro­
priate, and available for all youth

Dr. Chahon is Assistant Professor in 
Pediatrics at Albert Einsiein College of 
Medicine and a psychologist unth the 
^lescmt AIDS Program at Montefiore 
Medical Center. Dr. Futtemum is Asso­
ciate Professor in Pediairics at Albert 
Einstein College of Medicine and Director 
of Montefiore's Adolescent AiDS Program.
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