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Wellness Center Targets
Asian & Pacific Islander Communities

 Addressing Prevention, Treatment, and Care
Aimee Swartz

Despite nationwide progress in reducing HIV
infection and preventing AIDS, rates of HIV
infection have remained constant in the Asian

American and Pacific Islander (AAPI) communities.
While the number of reported AIDS cases among AAPIs
remains small—about one percent
of total cases reported in the U.S.—
underreporting and a lack of de-
tailed HIV surveillance about
AAPIs may minimize the true im-
pact of the AIDS epidemic on these
communities.

“Many AAPI immigrants
come from countries with increas-
ingly high prevalence of HIV/
AIDS, including China, Thailand,
Viet Nam, the Philippines, and In-
dia, and often continue to travel
back and forth between these coun-
tries and the U.S.,” said Denise
Tang, associate director of commu-
nity services at the Asian & Pacific
Islander Wellness Center
(A&PIWC).

“AAPIs are a large and diverse
population, representing 49 eth-
nic groups, speaking more than 100 dialects and bring-
ing to the table diverse cultural backgrounds, and
unique immigration experiences,” said Tang. “Each
AAPI subgroup has specific cultural, historical, politi-
cal, and religious beliefs and practices; they are all so
different. As a result, HIV treatment, care, and preven-
tion efforts must be tailored to meet the needs of such a
dynamic community.”

Located in San Francisco, the Asian & Pacific Is-
lander Wellness Center is a comprehensive HIV/AIDS
services organization that targets AAPI communities

in the U.S.  The center was formed in 1997 by the merger
of the two Asian and Pacific Islander HIV/AIDS service
organizations in San Francisco: Asian AIDS Project and
the Living Well Project.

“A&PIWC’s HIV Care Services provides free and
confidential HIV treatment case
management, mental health, and
substance abuse counseling, on-
site primary medical and psychi-
atric care, client and treatment ad-
vocacy, and group and individual
support to AAPIs living with HIV/
AIDS,” said Tang. “In addition, we
provide support to their families,
friends, and partners.”
     Cofactors of HIV/AIDS, includ-
ing tuberculosis, sexually trans-
mitted diseases such as gonorrhea
and chlamydia, and hepatitis B are
well documented in AAPIs.
    “Many AAPIs suffer from high
rates of poverty and low rates of
education. Because of these fac-
tors, AAPIs continue to be at in-
creased risk for contracting HIV,”
Tang said. “But the greatest chal-

lenge in addressing HIV prevention in the AAPI com-
munity is the language barrier.”
    “Even with a staff that speaks 18 languages, there
are still many languages out there with no representa-
tive. For people who are monolingual, accessing care
can be difficult,” Tang added.

API cultures place a high value on medical pro-
viders and their words leave an impression. Health care
providers are perhaps the first and only point of con-
tact for many AAPI patients for health education and
early intervention services, Tang explained.

GPO
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“We place utmost importance on primary care services, and
because of this our HIV Care Services program builds upon
primary care as a means to increase AAPIs access to medical
services and a means to improve their health and quality of life,”
said Tang.

A&PIWC’s services are available at its home office or mo-
bile—in the clients’ homes, in clinics, and outreach settings.
“For example, Thai speakers go to Thai temples,” Tang explained.

The Center’s primary care services include a full range of
care, including initial intake, episodic and urgent care, and con-
tinuity care. In addition to treatment and care, A&PIWC specifi-
cally focuses on HIV/AIDS prevention through several different
programming efforts including community organizing and out-
reach, workshops and support groups, peer counseling, and pre-
vention case management. “A&PIWC targets youth, men who
have sex with men (MSM), transgender persons, and women,
particularly those working in massage parlors,” Tang said.

Its HIV testing includes pre- and post-test counseling. The
counseling is available in several Asian and Pacific Islander
languages, including: Vietnamese, Tagalog, Ilokano, Thai, Lao,
Japanese, Mandarin, Cantonese, Korean, and Visayan. In addi-
tion, interpretation services are available for other Asian and
Pacific Islander languages.  Tang said “A&PIWC has a diverse
staff of HIV testing counselors, with immigrant, refugee, Ameri-
can-born, lesbian, gay, bisexual, transgender, and heterosexual
representation.”

In addition, the Center hosts prevention workshops, rap
groups, and socials, distributes brochures and palm cards pro-
moting HIV testing, and maintains a comprehensive website. It
launched “Paying Attention,” a column on sexual diversity in
AsianWeek—the only national English language news weekly
for AAPIs—and developed the California Statewide Treatment
Education Program to bring its local training program which
educates non-medical service providers to cities across the state.

“We also have a Research & Technical Assistance program
that builds HIV prevention and capacity building in organiza-
tions and communities throughout the U.S. and its Pacific terri-
tories that work with communities of color, including AAPIs,”
Tang said. To date, A&PIWC has provided technical assistance
to nearly 50 community-based HIV/AIDS service organizations.

For more information about the Asian & Pacific Islander
Wellness Center,  visit the Web site at http://www.apiwc.org or
call 415-292-3400.u

Asian American and Pacific Islander Facts

Latest U.S. Census Bureau data show:

v 10.4 million Asian Americans and Pacific Islanders (AAPIs)
live in the United States and U.S.-associated Pacific Island
jurisdictions, comprising approximately 4 percent of the
total U.S. population;

v AAPIs are the fastest growing racial/ethnic group in the
United States, and are expected to reach 10 percent of the
population by the year 2050; and

v 40 percent of AAPIs do not speak English fluently.

Asian Americans and Pacific Islanders are often viewed as a
model minority with few health or social problems, however
emerging data on AAPIs show significant disparities and barri-
ers to health care and social service access.

v The poverty rate of AAPI families (14 percent) is higher
than that of non-Hispanic White families (8 percent).

v AAPIs lack health insurance at a higher rate than the total
U.S. population, with Korean Americans being the most
likely racial/ethnic group to be uninsured. An estimated 2
million AAPIs are uninsured.

v AAPIs face tremendous cultural and linguistic barriers to
health and social services.

v AAPIs suffer disproportionately high rates of hepatitis B,
diabetes, cancer and tuberculosis.

v Infant mortality rates in the U.S.-associated Pacific Island
jurisdictions exceed the U.S. rate, in some cases more than
twice as much.

v Less than 6 percent of Tongans, Cambodians, Laotians, and
Hmongs have completed college; the high school gradua-
tion rate for Hmongs is 31 percent.

From page 1
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A Dangerous Trend
Rates of Syphilis Increase for First Time in a Decade
Aimee Swartz

Rates of syphilis infections are on the rise for the first time
in a decade, according to a report by the Centers for
Disease Control and Prevention (CDC). The number of

syphilis cases among White and Latino men increased by 63
percent and 50 percent, respectively from 2000 to 2001.

“This increase occurred only among
men; the number of [primary and second-
ary] syphilis cases increased slightly in
2001,” wrote report author JD Heffelfinger,
MD, in “Primary and Secondary Syphilis—
United States, 2000-2001,” published in the
November 1 issue of CDC’s Morbidity and
Mortality Weekly Report.

Additionally, African American men
were the only men in any racial or ethnic
group to experience a decline.  However, the
3.5 percent decline among African Ameri-
can men represents a significant slowing in
the large decline reported last year (15 per-
cent decline from 1999 to 2000).

Syphilis is a sexually transmitted dis-
ease caused by the bacterium Treponema
pallidum. It is often called “the great imita-
tor” because so many of the signs and symp-
toms are indistinguishable from those of
other diseases. Its first symptoms are genital sores that go away
without treatments; patients often do not realize they are in-
fected. Six weeks to several months later, patients may experi-
ence a rash that will also go away untreated. The disease can
then recur, possibly causing heart damage and blindness.

Researchers found that cases of primary and secondary
syphilis in the United States rose by two percent between 2000
and 2001. According to the CDC, syphilis cases in New York
City more than doubled, 282 in 2001 from 117 in 2000, mark-
ing the highest number of cases in seven years. Recent syphilis
outbreaks have also occurred in Chicago, Los Angeles, Miami,
and San Francisco. Agency officials attributed the increase to
new infection in men who have sex with men.

According to the NYC Department of Health statistics, 93
percent of the city’s syphilis cases occurred among men and 81
percent involved men with male partners. More than half of the
men surveyed also have HIV. “It sends another signal that there’s
an increase in risky sexual behavior,” said Thomas R. Frieden,
city health commissioner. “We’re seeing more and more cases of
syphilis among men who have sex with men.”  In 2001, 6,103
cases were reported, up from 5,979 in 2000.

Though the nationwide increase was slight, it nonetheless marks
a definite setback in the agency’s effort to completely eliminate
syphilis. In October 1999, the CDC, in collaboration with other
Federal partners, initiated the National Plan to Eliminate Syphi-
lis in the U.S. The syphilis rate was at its lowest since 1941,

when the agency began keeping statistics
on the disease, and CDC officials believed
syphilis could be eradicated in five years.
    The plan focused initially on reducing
syphilis in African American communities
and in the south, home to more than half of
U.S. syphilis cases. Since its launch in 1999,
efforts have met with much success. Syphi-
lis infections in the south declined eight
percent and infection among African Ameri-
can women fell 18.1 percent.
    “These data clearly show that a targeted
concerted national effort to eliminate syphi-
lis can and will work,” said the CDC’s Na-
tional Center for HIV, STD and TB
Prevention’s  deputy director, Dr. Ronald O.
Valdiserri, in an October 31, 2002, inter-
view with The New York Times.
    In addition, Heffelfinger’s article notes,
“The data suggest that, although efforts to

reduce syphilis among women and African Americans appear
effective and should continue, efforts to prevent and treat syphi-
lis among men who have sex with men (MSM) need to be im-
proved.”
    The report points to the fact that many MSM are no longer
practicing safe sex, a dangerous trend with implications not
only for syphilis—which can be cured by an antibiotic—but for
HIV/AIDS. Health officials said that because the risk behaviors
for syphilis and HIV are similar, and because syphilis lesions
increase risk of HIV transmission between two and five times,
syphilis outbreaks among MSM could also signal a potential
increase in HIV transmission.

“The syphilis rates are a red flag,” said Ronald Johnson,
associate executive director of New York City’s Gay Men’s Health
Crisis. “This increase in syphilis indicates that there are increases
in the levels of unprotected sex.”

For more information about syphilis, call the CDC Na-
tional STD/HIV Hotline at 800-227-8922.u

*Data are from the STD Surveillance Report 2001 and can
be found at http://www.cdc.gov/std/stats/TOC2001.htmu

Primary & Secondary Syphilis
Reported Cases in 2000 and 2001*

Asian/Pacific Islander Males
29 in 2000 up to 51 in 2001

American Indian/Alaska Native Males
26 in 2000 up to 49 in 2001

Black Males
2,369 in 2000 down to 2,286 in 2001

Hispanic Males
405 in 2000 up to 607 in 2001

White Males
698 in 2000 up to 1,138 in 2001
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HIV infection continues to increase at an alarming rate
among young people, particularly within communities
of color. This population is not only disproportionately

affected by HIV/AIDS, but is particularly vulnerable to HIV
infection because it lacks access to valuable health informa-
tion, education, and services. Washington, DC’s Metro TeenAIDS
(MTA) addresses this issue head-on with a variety of program-
ming aimed at preventing
new HIV infections
among young people and
improving the quality of
life for young people al-
ready affected by, and in-
fected with, HIV.

Early on in the AIDS
epidemic, physicians,
educators, medical ex-
perts, and citizens began
to recognize the need for
more HIV education and
support services directed
towards young people in
the District of Columbia.
To help meet this pressing
need, the Washington Area Consortium on HIV Infection in
Youth was founded in 1988. Shortly afterward, the Consortium
was renamed Metro TeenAIDS.

Located in the heart of the city, MTA has been serving the
District’s youth, ages 13-24, since its inception. In 2001, MTA
made nearly 30,000 youth contacts through one or more of its
programs. Most of the youth served by MTA are African Ameri-
can, ages 16-18.

Youth Helping Youth

“Young people are a diverse population with unique needs,
realities, and preferences. There is no one right way to address
HIV prevention with youth, which is why we have a variety of
youth-focused services that tackle prevention,” said Adam
Tenner, MTA’s executive director. “We know that youth have
complicated and busy lives, just like adults. Youth have a lot
going on and making HIV prevention a priority is not an easy
task.”

Staffed by a team of outreach workers and youth volun-
teers, MTA provides outreach in schools, after-school programs,
the streets, youth centers, and shelters. Outreach workers dis-

tribute educational materials, and make referrals to medical and
social services. “Metro TeenAIDS provides peer-based outreach,
which is proven to be the most effective way to change high risk
behavior.” Tenner said. “All of our outreach workers are people
of color and most of them are youth as well.”

MTA also has a team of educators that are trained to teach
institutions, such as churches and schools, about health-related

issues and how they relate
to HIV infection. All of
MTA’s programs are
highly interactive, age-
appropriate, and use the
most current research to
provide the highest qual-
ity HIV/AIDS prevention
education.
     MTA has a drop-in
center open Monday-Fri-
day, 4-8 p.m., and con-
ducts activities for 10-30
youth, focusing on HIV
education.
    “It’s cool here,” said
James, a sixteen-year-old

high school student. “The adults  don’t seem like regular adults;
they listen to you and when they talk to you about AIDS, it’s
like we’re having a conversation, not like they’re giving a lec-
ture.”

“There aren’t a lot of places in Washington, DC, for young
people to hang out after school that are safe and provides these
youth with good messages about themselves, reinforcing the
importance of making positive choices about tough issues, such
as HIV,” Tenner said.

James has been participating in MTA’s drop-in center as
well as other activities for nearly 4 years. “It’s like my second
family,” he said.

In collaboration with Washington, DC’s Latin American
Youth Center (LAYC), MTA recently hosted a free HIV testing
day for youth. Through the partnership, MTA was able to test
nearly 50 youth. The testing day offered pre- and post- counsel-
ing in both English and Spanish, as well as referrals to care, if
needed.

“Metro TeenAIDS and the LAYC partnered to offer youth-
specific testing and counseling services so the youth would be
more comfortable in the testing environment,” Tenner said.

Youth continued on 5

Aimee Swartz

Young People in the Age of AIDS
Peer-Based Outreach Key to Communication with Teens
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Youth continued from 4

“We made sure testers were keyed
into young peoples’ lives and that they
were understanding of adolescent be-
haviors and environments.”

MTA and the LAYC passed out
flyers at youth-friendly local businesses
and other places where youth hang out.
“But, the best way to spread knowl-
edge is from youth to youth and word
of mouth,” Tenner said.

“Considering that the number who
showed up for testing is nearly double
that during our drop-in hours, we think
the testing day was a real success,”
Tenner added.

“It’s the only way to know for sure,”
said Stacie, a 17-year-old high school
student who participated in the free test-
ing day. “Then at least you know if you
have to start doing things, like taking
medicine, to take care of yourself.”

MTA is committed to ensuring
that HIV-positive youth are connected
to the medical care that they need. “We
estimate that there are at least 2,500-
3,500 HIV-positive youth that are in-
fected in Washington, DC, but only
100 of those are enrolled in medical
services,” Tenner explained.

To address this issue, MTA has
partnered with Children’s Hospital to
increase youth access to medical treat-
ment and care, as well as HIV testing
and pre- and post-counseling.

“We want to make sure that if these
young people need services that they
are getting them. A lot of infected youth
don’t even know they’re infected. It is
a complicated process.  We try to un-
derstand the young person and all the
issues they are facing,” Tenner con-
cluded.

MTA is also developing compre-
hensive programs that address co-fac-
tors of youth HIV infection, such as
drug and alcohol abuse, and low self-
esteem.

For more information about Metro
TeenAIDS, call 202-543-9355 or go to
http://www.metroteenaids.orgu

One of the greatest challenges fac-
ing AIDS researchers today is the
enrollment of racial and ethnic mi-

norities in clinical trials. As the virus con-
tinues to ravage communities of color,
now more than ever, minority representa-
tion is needed in clinical trials to ensure
that the results of HIV and AIDS research
is applicable to all populations affected
by the disease.

Participation in Research and Access
to Experimental Treatments by HIV-In-
fected Patients, a recent study conducted
by Allen Gifford and a team of researchers
at the Veterans Affairs San Diego Health-
care System, found that African American
and Hispanic patients, infected with HIV,
are less likely than Whites to participate
in clinical trials. Using results from the
nationally representative data of the HIV
Cost and Services Utilization study, re-
searchers found that while African Ameri-
cans make up 33 percent of adults receiv-
ing HIV care, they constitute only 23 per-
cent of clinical study participants.

Though a broad range of barriers con-
tribute to low participation of minorities
in clinical trials, perhaps the overriding
reason is government mistrust.  From the
Tuskegee scandal to more recent medical
errors, the public in general is fearful of
participating in clinical research.

“It is understandable that the public
has come to perceive that research institu-
tions put more emphasis on insulating
themselves from liability than on protect-
ing people from harm,” said Daniel
Federman, MD, Harvard Medical School,
at an October 3, 2002, public briefing in
Washington, DC.

Federman recently chaired the Insti-
tute of Medicine’s Committee on Assess-
ing the System for Protecting Human Re-
search Participants, whose report, “Re-
sponsible Research: A Systems Approach

to Protecting Research Participants,” rec-
ommended broader Federal oversight to
ensure increased protection of health and
safety of people who are enrolled in all
clinical trials, whether public or private.

“There is no single cause for the er-
rors and mishaps that unfortunately have
resulted in the deaths of some research par-
ticipants in recent years,” Federman said.
“It’s a combination of stresses, weaknesses,
and a lack of accountability that strains
the current hodgepodge of protections to
the point where fundamental changes are
needed to protect all participants and keep
public trust from being irrevocably
eroded.”

New insights in rigorous controlled
studies with human volunteers are needed,
Federman explained.

“No research effort is utterly without
risk,” said Federman. “Our committee be-
lieves that the promise of biological and
social research can be fulfilled, but re-
search can be done only with appropriate
safeguards for participants, whose pres-
ence is indispensable to the progress that
beckons us all.”

“By volunteering to participate in re-
search, many people have provided sci-
entists with unprecedented opportunities
to better understand human disease. In
some studies, these volunteers assume
great risks, though their personal benefit
is slim or nonexistent. Because of this, they
deserve society’s deepest gratitude.”

The report was developed at the re-
quest of the U.S. Department of Health and
Human Services following the death of 18-
year-old Jesse Gelsinger, a participant in a
1999 clinical study on gene therapy at the
University of Pennsylvania. This incident,
in combination with recent adverse events
at other research centers, highlighted is-
sues such as conflicts of interest, inad-
equate monitoring and oversight, and in-

The Key
Participant Protection Can Increase Minority
Enrollment in Clinical Trials
Aimee Swartz

Improving continued on 11
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Dining out is a thing of the past.
Grocery shopping has become a
stressful chore.  Misreading the

label on a bottle of water can be a matter
of life and death. The nutritional concerns
for people living with HIV/AIDS
(PLWHA) can make life extremely un-
comfortable. Fortunately,  people are tak-
ing control of HIV and AIDS by choosing
wisely what they eat.

“We can make better choices than
white bread, a bagel, or a Pop Tart,” said
registered dietician and nutritionist Marcy
Fenton, AIDS Project Los Angeles
(APLA), at the sixth annual United States
Conference on AIDS (USCA).

“Nutrition and immunity go hand in
hand. Cook rather than just relying on
fast food, supplement bars, or something
that’s packaged. Food and water born dis-
eases can be eliminated by safe food and
safe water practices,” Fenton said.

“It’s hard. There are a lot of obstacles. We
need to figure out how to do it because
the problems are not going away.”

The HIV virus exposes the human
body to a variety of opportunistic infec-
tions due to a suppressed immune system
and secondary diseases. There is a grow-
ing appreciation among the HIV commu-
nity that nutrition is an important com-
ponent in medical care for PLWHA.
Proper nutrition is important in building
and maintaining the immune system and
preventing malnutrition, nutrient defi-
ciencies, and weight loss.

After being diagnosed with
cryptosporidium, the result of a parasite
possibly transferred from tap water or un-
cooked food, Gregory Valenzuela of La
Mirada, CA, was recommended by his
dietitian to eat smaller portions of food
and maintain a high-fiber diet. “A lot of
us who are dealing with the nutritional

Kauthar B. Umar, MA

You Are What You Eat
Nutritional Concerns for People Living With HIV/AIDS

part of it [HIV/AIDS], it’s a difficult thing
to accept because you’re constantly say-
ing ‘wow, my body is changing,” said
Valenzuela, who participated on a nutri-
tion-related panel of PLWHAs at the
USCA.

“You don’t want to accept that you
have to change your whole lifestyle. I had
to come to the acceptance that I was tired
of beating my body. That’s when I got to
the point where I said ‘OK I got to do
something for me.’” Valenzuela said. “The
doctors ordered a bland diet, so that’s
what I eat: a bland diet. That’s how I keep
myself nutritionally balanced.”

To reduce the risk of opportunistic
infections, maximize the effectiveness of
medical treatments, and reduce the risk
for onset or complications of co-morbidi-
ties such as diabetes, cardiovascular, kid-
ney, and liver disease, PLWHAs are form-
ing close relationships with their dieti-
tians for nutritional counseling, educa-
tion, and, in particular, HIV medical nu-
trition therapy (MNT).

Saving Lives: Medical Nutrition
Therapy (MNT)

MNT is defined as specific nutrition
procedures, assessments, and interven-
tions in the treatment of an illness, in-
jury, or disease. Communication between
the primary care provider and the dieti-
tian is established through MNT, in as-
pects of planning, evaluation reassess-
ment, and outcome measurements. Par-
ticipating patients can be screened by a
registered dietitian, a dietetic technician,
or other healthcare professionals.

Though research shows that HIV
MNT reduces morbidity, health care
costs, and patients’ length of hospital
stays, lack of coverage by health care
plans is a barrier for PLWHAs and others
who need access to MNT. However, a

Fats, Oils & Sweets
USE SPARINGLY

Milk, Yogurt & Cheese Group
2-3 SERVINGS

Vegetable Group
3-5 SERVINGS

Meat, Poultry, Fish, Dry Beans,
Eggs & Nuts Group

2-3 SERVINGS

Fruit Group
2-4 SERVINGS

Bread, Cereal,
Rice & Pasta

Group
6-11

SERVINGS

Pyramid courtesy of U.S. Department of Agriculture

KEY
Fat (naturally occurring and added)
Sugars (added)

These symbols show fats and added sugars in foods.
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major breakthrough occurred when Con-
gress recently passed a bill providing
Medicare coverage of MNT for diabetes
or renal (pre-dialysis) disease. The HIV/
AIDS community is encouraging Con-
gress, currently considering an amend-
ment to provide such coverage for car-
diovascular disease, to introduce the bill
that would cover MNT for HIV.

Complete access to MNT is long
overdue according to USCA attendee
“Yolanda.” Diagnosed with HIV in 1989,
Yolanda, in an attempt to prevent weight
loss, was told by doctors to overeat. To-
day, 13 years later, she is overweight and
suffering from secondary diseases. “I prob-
ably won’t die from HIV or AIDS,” said
Yolanda. “I’ll probably die from a stroke.”

According to Fenton, two major rea-
sons people living with HIV/AIDS lack
proper nutrition are inconsistent support
and misinformation that results from lan-
guage barriers and poor literacy. Fenton
says nearly 60 percent of the APLA cli-
ents are racial or ethnic minorities, for
whom English is their second language,
and that there are too few bilingual regis-
tered dieticians to address their needs.

“Providing detailed, consistent nu-
tritional assistance to a multicultural
community of PLWHA is challenging,”
says Johanna Asarian-Anderson, MPH,
RD, manager of the Los Angeles County
Department of Health Services’.  “It’s dif-
ficult. We need nutritionists to be trained
and bilingual nutritionists are in high de-
mand. Training for nutritionists special-
izing in HIV/AIDS is very difficult and
it’s ever changing. Medications are
changing and treatments are changing,”
she added.

In an attempt to raise awareness of
HIV and nutrition, the L.A. County De-
partment of Health Services and the
APLA, are in the process of creating a
bilingual listserv that links nutrition spe-
cialists throughout the U.S.

“We want to establish communica-
tion nationally and internationally. We
want information to be more available
and translated in Spanish and in English,”
said Asarian-Anderson. “There is a lot of
work that can be done in the area of HIV.
Right now there’s a big gap and it’s just

not being filled. The listserv is just the
first step. We’ll see where it goes from
there.”

To spread the word on a local level
that a nutritionally balanced diet for
PLWHAs is not impossible, Fenton dis-
tributes to her clients a guide developed
by God’s Love We Deliver, a New York
City-based meals provider for PLWHAs
that also provides patients ways to track
their culinary practices and lists of unre-
stricted foods. Tailored to the language
and practices of the community being
served, the food guide meets cultural,
ethnic, and linguistic needs, providing
choices that reintroduce people living
with HIV/AIDS to the joy of eating.

“The food guide was really kind of
cool because when you start circling [the
food on the list] you find out you’ve got
so many more food [choices] that pro-
vide the vitamins A and C,” said Shelley
Singer of Tarzana, CA, and PLWHA pan-
elist at the USCA.

“You really start finding how much
[food] is available and so instead of re-
stricting you, this opens it up. I hate to
be told what I can and can’t eat.  I can
have sushi and I can have a dippy egg. I
can have meat tartare. I can do what ever
I want. It might kill me, but that’s my
choice. So I have to choose and this guide

HIV & Nutrition Resources

AIDS Project Los Angeles/
The Necessities of Life Program

http://www.apla.org

Association of Nutritional
Service Agencies

http://www.AIDSnutrition.org

Los Angeles County
Department of Health Services

Nutrition Department
http://www.lapublichealth.org/nut/

God’s Love We Deliver
http://www.godslovewedeliver.org

HIV Medical Nutrition Bill
http://www.hivaidsdpg.org/pp.htm

Meals on Wheels
Association of America

http://www.projectmeal.org

U.S. Department of Agriculture
http://www.nal.usda.gov/fnic/Fpyr/

pyramid.html

gives me a choice,” said Singer.
Unfortunately, difficulty lies in try-

ing to incorporate nutrition into programs
that service people living with HIV. As a
resident in a home for people living with
HIV/AIDS, Long Beach, CA’s Kent Speirs
encountered numerous difficulties with
the full-time cook, who provided a high-
sugar and high-fat diet. After multiple
meetings between Speirs’ dietician and
the house manager, proper dietary needs
were finally met.

“I haven’t had anything fried in that
house for a month,” said Speirs. “Now I’m
going to be thrown into independent liv-
ing, which is what I want to do very much.
I’m as healthy now as I’ll ever be, so I
need to make that move.”

Although difficult at times, nutri-
tional solutions for people living with
HIV/AIDS are obtainable with research,
education, and a little creativity. Accord-
ing to Fenton, the solution lies in five
simple steps: nutrition, activity, sleep,
self-esteem, and loving yourself uncon-
ditionally.

For more information on HIV and
nutrition, go to any of the Web sites listed
in the HIV & Nutrition Resources box, or
call the Office of Minority Health Re-
source Center at 800-44-6472.u
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Latinos living in the United States continue to be dispro-
portionately affected by the HIV/AIDS epidemic. The
AIDS case rate among Latino adults per 100,000 people

was almost four times greater than the rate for Whites in 2001,
according to the Centers for Disease Control and Prevention.

“Now that Latinos have become the largest minority popu-
lation in the United States, it is imperative that a national effort
to prevent HIV/AIDS in their communities be established. It is
vital that those working in health
and human services recognize the
unique issues facing Latinos,” said
Dr. Britt Rios-Ellis, project direc-
tor, National Council of La Raza’s
Latino Families HIV/AIDS Pre-
vention Project, and associate pro-
fessor of health sciences at Cali-
fornia State University, Long
Beach.

In 1999 NCLR launched the
“Latina HIV/AIDS Needs Assess-
ment,” later to be renamed as the
“Latino Families HIV/AIDS Pre-
vention Project,” following a
grant provided by the Department
of Health and Human Services’
Office of Minority Health. This
project, in its earlier stages, aimed
to determine Latinas’ HIV infec-
tion risk, barriers to prevention,
exposure to media messages and HIV prevention education, as
well as the needs of HIV-positive Latinas.

“There is a lack of understanding and information regard-
ing Latinas and HIV infection. Because of this fact, we under-
took a large-scale data collection effort with Latinas and their
families to be better assess their needs,” said Rios-Ellis.

Over a three-year period, Rios-Ellis and her team collected
qualitative data from 322 Latino men and woman at 14 sites
throughout the United States (Miami, FL; San Juan, Puerto Rico;
Paterson, NJ; Hartford, CT; New York City, NY; Harlingen, San
Antonio, and El Paso, TX; Los Angeles and San Ysidro, CA;
Boston, MA; Washington, DC; Durham, NC; and, Hattiesburg
and Jackson, MS.) These men and women ranged in age from
15-71 and were from Puerto Rico, Mexico, Cuba, El Salvador,
Dominican Republic, Honduras, Guatemala, Ecuador, Colom-
bia, Panama, Costa Rica, Peru, Bolivia, Venezuela, and the U.S.

Eighteen focus groups and in-depth interviews with high-

risk and at-risk populations were conducted with HIV-positive
Latinos and Latinas. The following themes were explored: gen-
der, power, traditional male/female roles, machismo, family, com-
munication, violence, religious, poverty, discrimination, barri-
ers to risk reduction, recall of media message, preferences for
prevention methods, change in risk upon immigration, infidel-
ity, bisexuality, sex work, and disclosure.

Over 100 demographic questions were posed, including:
age, income, marital status, edu-
cational status, preventive
health behaviors, condom use,
likelihood of future condom use,
family size, personal contact
with AIDS, language use in per-
sonal and social contexts, time
in the U.S., place of birth, resi-
dence, and availability of a tele-
phone.

“This project is a landmark
effort to increase the under-
standing and information re-
garding Latinas and HIV infec-
tion,” said Carlos Urgarte,
NCLR’s deputy vice president
for health. “No study like this
has ever been done and the find-
ings it produced blew all of us
away.”

“During the first two years
of the data collection, we interviewed only Latinas.  Through
our dialogue, it became apparent we needed to expand the scope
of the project in the third year to include HIV risk among Latino
men and Latinas’ experience of HIV risk through sex with their
partners,” Rios-Ellis said. “The women identified several risk
behaviors for HIV infection, but they all said the same thing: ‘If
you want to talk to us about HIV and AIDS, then you must talk
to our husbands.’”

“When we interviewed the men, we were surprised to hear
them speak so candidly, corroborating everything the women
had said. The men confirmed a number of HIV risk behaviors,
such as a reluctance to use condoms, infidelity, and failure to
disclose HIV infection,” Rios-Ellis said. Other risk factors in-
cluded the veil of silence surrounding sex in the Latino commu-
nity, Latino men’s frequent sex with men regardless of self-iden-
tification as a homosexual or a bisexual, and the language bar-
riers in accessing HIV/AIDS-related medical care.

Listening to the Community
Assessing the HIV Prevention Needs of the Latino Community

Aimee Swartz
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“All of these behaviors really put
Latinas at risk because the men are bring-
ing home the disease. We have found that
Latina housewives are at an extremely
high risk of HIV infection, despite hav-
ing only one sex partner and not using
drugs,” Rios-Ellis said. “What this tells
us is that Latino men must be included in
any and all prevention messages.”

Getting the Message Out

According to Rios-Ellis, many
people ask why HIV/AIDS rates continue
to increase when messages are being
translated and people are becoming more
savvy as to HIV/AIDS and related risk
behaviors.

“We wanted to know why Latinos
are at risk.  Perhaps the most important
finding in our needs assessment is that
the participants could not recall one HIV/
AIDS prevention message targeting the
Latino community,” Rios-Ellis said.  “Not
that we expect that any one message will
dramatically affect HIV risk behavior, but
our findings demonstrate that the few
messages that are available are not reach-
ing the population at all.  Prevention ef-
forts must be multifaceted and affect the
context of HIV risk behaviors within the
lives of Latinos.”

“Despite the fact that resources have
been invested in preventing HIV in the
Latino community, these findings show
us this is not the case,” said Urgarte. “A
‘one-size-fits all’ media campaign ap-
proach is definitely not the answer to pre-
venting HIV among Latinos.”

Through the needs assessment, the
NCLR identified several recommenda-
tions made by the community to help
develop HIV prevention programs. These
recommendations include developing
peer education and family sex education
programs; creating culturally and lin-
guistically appropriate and literacy-level-
specific programs; linking other issues
impacting HIV risk, such as substance
abuse and poverty; involving men and
families in HIV prevention; addressing
the needs of HIV-positive Latinas; and
creating HIV prevention television mes-
sages that involve men and family.

“These findings create a solid foun-
dation on which to build new direction
for HIV prevention in Latino communi-
ties,” Urgarte said. “We’ve gotten our
marching orders from the community.
They have told us what needs to be done.
Our first step is to go out and raise the
resources to support a large-scale HIV-
prevention project in the Latino commu-
nity.”

According to Rios-Ellis, NCLR is
applying the information learned in the
assessments to the creation of synergistic
prevention programming and examining
all of the findings and recommendations
to decide what HIV prevention strategies
to pursue moving forward.

Currently, NCLR has disseminated
four prevention brochures, each one avail-
able in both English and Spanish, which
target HIV-affected families, at-risk
Latinas, Latino youth, and Latino men
who have sex with men. To date, they
have distributed nearly 50,000 brochures
and are evaluating them at over 300 af-
filiate community-based organizations
throughout the country.

The brochures cover topics such as
“How to Communicate with Your Partner
About Sex,” “How HIV/AIDS Affects
Latino Families,” and “How to Talk to
Your Family About Sex,” and draw on
quotations gathered through the assess-
ments.

NCLR is also working with It’s a Gas!
in an effort to develop public service an-
nouncements with Latino artists to spread
the message of HIV prevention within the
Latino community and has started a dia-
logue with MTV Latino, BMI Record-
ing, and BMG Recording, all of whom
have expressed an interest in harnessing
the power of celebrities to increase HIV
prevention efforts in the Latino commu-
nity.

For more information about the
“Latino Families HIV/AIDS Prevention
Project,” contact Dr. Britt Rios-Ellis at
562-430-0044.

*Statistics are from the CDC’s Year-
End HIV/AIDS Surveillance Report,
Table 8. HIV infection cases by sex, age
at diagnosis, and race/ethnicity, reported
through December 2001.u

Welcome to AIDSinfo!

In December 2002, the HIV/AIDS
Clinical Trials Information Service

(ACTIS) and its sister service, the HIV/
AIDS Treatment Information Service
(ATIS), merged into AIDSinfo.

Offering the latest Federally ap-
proved information on research, clini-
cal trials, and treatment for patients and
health care providers, the AIDSinfo
project will continue to provide the
same services as ATIS and ACTIS.

The new project will also provide
quick and easy access to wide-ranging
Federal resources on HIV/AIDS clini-
cal research, HIV treatment and preven-
tion, and medical practice guidelines
for health care providers and consum-
ers.

The AIDSinfo Web site, located at
http://www.AIDSinfo.nih.gov, is user-
friendly and easy to navigate. The site's
many features include:

Ø Federally approved information
on HIV/AIDS treatment and pre-
vention guidelines;

Ø Comprehensive database of gov-
ernment- and industry-sponsored
HIV/AIDS clinical trials;

Ø Information about approved and
experimental HIV/AIDS drugs and
vaccines; and

Ø Education and Resource Center,
offering links and other
downloadable resources.

      AIDSinfo is sponsored by the fol-
lowing agencies: National Institutes of
Health: Office of AIDS Research, Na-
tional Institute of Allergy and Infec-
tious Diseases, National Library of
Medicine; Centers for Disease Control
and Prevention; Health Resources and
Services Administration; and Centers
for Medicare & Medicaid Services.

AIDSinfo’s English- and Spanish-
speaking health information special-
ists can provide confidential responses
by telephone, TTY/TDD, mail, and e-
mail.

To check out the new site, go to
http://www.AIDSinfo.nih.gov or call
800-HIV-0440 (800-448-0440).u
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Many African American women, who live in rural areas
of the United States, do not consider themselves at
high risk for HIV, according to a new study, HIV-Asso-

ciated Histories, Perception, and Practices Among Low-Income
African American Women: Does Rural Residence Matter? As a
result, these women often engage in more sexually risky behav-
iors than their urban and subur-
ban counterparts, said study au-
thor Dr. Richard A. Crosby of the
Rollins School of Public Health
at Emory University in Atlanta.

In the U.S., the incidence of
HIV infection and AIDS diagnoses
is increasing rapidly among Afri-
can American women. Compared to Hispanic women and White
women, African American women are, and have been since the
beginning of the AIDS epidemic, disproportionately affected
by HIV/AIDS.

Though women infected with HIV by and large reside in
urban epicenters and their surrounding suburbs, HIV transmis-
sion is increasing at rapid rates in rural counties throughout the
nation, where messages about HIV prevention often take a
backseat to the daily struggles of rural life. Unemployment,
poverty, teenage pregnancy, sexually transmitted diseases, in-
adequate education, and little or no access to health care all
contribute to the increase in HIV infection in rural counties.

Rural residents are also burdened by geographic isolation.
Patients may be spread out over hundreds of miles. Many don’t
have cars or access to other transportation to get to the doctor.
For those who do, rugged topography, harsh winters, and long
distances between towns can make traveling for medical care or
social services an all-day effort.

Moreover, rural residents often lack health insurance and
sufficient education to understand and adhere to complicated
drug regimens. Thus, in many cases, patients keep their HIV
status a secret for fear of being ostracized.

Rural African American Women Misperceive Threat of HIV

Crosby and a team of researchers surveyed 571 low-income
African American women who attended Federally-funded Spe-
cial Supplemental Nutrition Programs for Women, Infants, and
Children clinics in 21 Missouri counties.

Approximately 25 percent lived in rural counties—those
with a population less than 50,000—while the majority lived in
urban or suburban areas.

Researchers found that rural women were twice as likely as
urban or suburban women to say that they did not have a pre-
ferred way to protect themselves against HIV and other STDs.

Rural women were also twice as likely to report never hav-
ing used condoms or not using condoms because they believed
their partner to be HIV-negative (despite their partner not hav-

ing been tested for the virus). Ru-
ral women were also twice as
likely to report that their past or
current partner had not been
tested for HIV.

Rural women were about
half as likely to report that they
had ever been diagnosed with

syphilis or gonorrhea and were twice as likely to report not
having received counseling about HIV during their last preg-
nancy.

Because the belief that their partner’s HIV status was based
on something other than an HIV test, rural women may be more
likely than non-rural women to take their partners’ word that
they are HIV-negative, the authors added. Researchers suggest
this discrepancy in HIV beliefs and prevention practices be-
tween urban and rural women may exist because rural African
American women do not perceive HIV as a salient threat.

Getting the Message Out in Rural New York

The Catskill Rural AIDS Services (CRAS), located in
Oneonta, New York, is working within upstate New York’s rural
community to ensure that residents are informed about risk fac-
tors for the transmission of HIV/AIDS. “There are a lot of people
whose perception of risk is a lot lower than reality,” said Chuck
Christoffers of CRAS.

CRAS provides support and HIV-prevention services for
Delaware and Otsego Counties, two of the most rural counties in
New York state.  “Because this area is so rural, all of our services
are aimed at keeping people connected and informed about the
disease,” said Christoffers. “It’s important that people know and
remember that AIDS is out there.”

CRAS is currently providing support services, including
dinners, social events, or an annual retreat weekend, to about
30-40 people infected or affected by HIV/AIDS. CRAS serves a
diverse mix of people, including Caucasian, African American,
and Hispanic men and women.

In addition to support services, it also focuses on educa-
tion. When CRAS was organized in 1997, the founders added a

AIDS is Here
A Salient Threat to Rural America

Aimee Swartz

“It’s important that people know and

remember that AIDS is out there.”

      Chuck Christoffers
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prevention mandate as a role secondary
to providing support services to people
infected with HIV. “We understand the
importance of working to reduce the stig-
mas still attached to HIV/AIDS while at
the same time ensuring that people who
are not infected with the virus have the
facts that will help them avoid getting
infected,” Christoffers said.

To raise awareness of HIV/AIDS,
CRAS has an active speakers’ bureau of
people who are HIV-positive or living with
AIDS. The speakers’ bureau travels
throughout the region, presenting real-
life stories to students, women’s groups,
and nurses’ training days. “Though it can
be somewhat anxiety-provoking to
speak-out about an AIDS diagnosis, shar-
ing a personal story is a sure fire way to
raise awareness,” said Christoffers. “AIDS
is hardly mentioned at all here—not in
the newspapers, radio or television—and
that really reinforces the myth that it does
not exist.”

CRAS is also running an extensive
public relations campaign in local me-
dia. “We have raised enough money to
run weekly ads for our hotline in the free
shopper-newspapers that circulate in
both counties,” said Christoffers. “We also
submit press releases about HIV and our
organization to area newspapers and ra-
dio stations.”

In addition, CRAS has produced a
public service announcement aimed at
the rural population with the basic mes-
sage that “AIDS is here,” Christoffers said.
Because no one newspaper, radio station,
or television station reaches the entire
area, it is has been difficult to dissemi-
nate the message. In spite of this, CRAS
has experienced a significant increase in
calls to their hotline.

“I think our visibility is lifting the
veil of silence around HIV/AIDS,”
Christoffers said.

For more information about Catskill
Rural AIDS Services, call 800-976-
2727.u

Improving continued from 5

sufficient communication with study par-
ticipants, and underscored the need for
an in-depth review of the clinical trial
process.

“Our report calls for making sure that
all people enrolled in research studies,
whether public or private, should be ad-
equately protected and that research in-
stitutions’ leadership should continually
ensure that participant protection are con-
sistently being followed,” said Federman.

The committee found three core is-
sues around which its analysis was fo-
cused. First, the common finding was
widespread dissatisfaction with the cur-
rent system and significant doubt exists
regarding the current process. Second,
institutional review boards, currently re-
sponsible for determining research eth-

ics of trials, are overburdened and in need
of reform. Third, the existing regulatory
framework cannot adequately address the
ever-changing research environment.

“No research effort is utterly without
risk,” said Federman. “Our committee be-
lieves that the promise of biological and
social research can be fulfilled, but re-
search can be done only with appropriate
safeguards for participants, whose pres-
ence is indispensable to the progress that
beckons us all.”

For more information about the re-
port, contact the National Academy of
Sciences’  Office of New and Public In-
formation at 202-334-2138. Reports will
be available later this year by calling
202-334-3313 or by visiting http://
www.nap.eduu

Major Recommendations

Daniel Federman, MD, Harvard Medical School, outlined Responsible Research:
A Systems Approach to Protecting Research Participants recommendations at a
public briefing late last year [October 3, 2002]. These included:

v All research staff should be educated in the ethical principles of respon-
sible research;

v Patients and community representatives from all backgrounds should be
recruited to help in the design, review, and conduct of clinical trials;

v Three types of review of proposed studies should occur before moving
forward: an in-depth review of the scientific basis for research and possible
risks, an evaluation of possible financial conflicts of interest of the investi-
gators, and a comprehensive review by a research ethics review board;

v Obtaining informed consent should be an ongoing, rather than a finite,
process, and the document used to obtain consent should be written in
simple and objective language;

v All studies involving more than minimal risk should be monitored with
prompt reporting of adverse events;

v Reasonable compensation should be provided to people who are harmed
as a result of their participation in clinical trials; and

v Participant protection programs should strive for constant improvement.
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In the 1980s, the number of babies born with HIV was in-
creasing at an alarming rate. These infants, often dubbed
“AIDS babies” by the media, were the children of HIV-posi-

tive women, many of whom were still injecting drugs. Most of
them were very ill and were either given away or taken away
from their mothers. They were not expected to live until the age
of five.

By the early 1990s, HIV-positive births began to decline
thanks to the administration of anti-HIV medicine before,  dur-
ing, and after birth. According to the Centers for Disease Con-
trol and Prevention (CDC), offering AZT during the perinatal
period to infected women during pregnancy and delivery, and
to the infant after birth, resulted in decreases in mother-to-child
transmission of HIV from 20-25 percent in the 1980s to 5-10
percent today. Before perinatal, or mother-to-child preventive
HIV treatments were available, an estimated 1,000-2,000 in-
fants each year were born in the U.S. infected with HIV.

The Incarnation Children’s Center (ICC) in Brooklyn, New
York, has cared for many of these children, acting as surrogate
families for children whose mothers are otherwise unable to care
for them. Since its inception in 1989, the ICC has served hun-
dreds of children, with stays ranging from several weeks to sev-
eral years.

“Some of the children at the ICC have literally grown up
here,” said Dr. Catherine Painter, ICC’s medical director. “When
it first opened its doors to the AIDS community, the ICC was
New York City’s only residence exclusively for this population.
Since then we have served hundreds of children living with
HIV.”

The ICC provides outpatient diagnostic and medical care
for HIV-positive children, respite care for children whose natu-
ral and foster parents are temporarily unable to provide care,
residential transitional care with 24-hour nursing for chroni-
cally-ill HIV infected children who do not need hospitalization
but require round-the-clock care in a home-like setting, and
access to clinical trials for new medications.

The ICC is a joint venture of the Catholic Home Charities,
Columbia University’s Department of Pediatrics, Harlem
Hospital’s Pediatric AIDS Program, and the Samuel and May
Rudin Foundation. Housed in a four-story former convent in
Manhattan’s Washington Heights neighborhood, the ICC’s bed-
rooms, play rooms, and backyard garden help to create a home-
like atmosphere. A staff of nurses, doctors, social workers, and
child care staff not only provide 24-hour medical attention, but
also residential care for the Center’s 18 children living with HIV
and AIDS.

The majority of children the ICC serves are African Ameri-
can or Hispanic, with ages ranging from birth to 19 years old.
For the most part, the ICC develops long-term relationships
with children who stay at the center for six months to a year and
are having treatment adherence and compliance difficulties.

“At the beginning of the AIDS epidemic, the ICC saw a lot
more infants and toddlers because there were a lot more pediat-
ric infections at that time,” Painter said. “Now that these chil-
dren are growing up, our population is largely skewed to ado-
lescents.”

“The ICC has a unique combination of expertise and sup-
port that provides the child and his or her family with
multidisciplinary services that are designed to meet the chal-
lenges of pediatric HIV/AIDS and to minimize its effects on
their quality of life,” Painter said. “Often the biggest challenge
are the many issues that affect treatment adherence.”

“The vast majority of children we see have had HIV since
birth. As in adults, HIV affects every organ of the body. The
difference in children is that their immune systems are not as
mature as adults living with HIV, so the affects of the disease on
their body can be more challenging,” Painter explained. “I can-
not stress enough the importance of treatment adherence in the
long-term health of these children.

Many children have a hard time taking their medications
for a host of reasons, including their bad taste, big pills, and side
effects, Painter explained. “There are also a lot of mental health
and psychosocial reasons the kids aren’t taking their medicines,
and that is where the real challenge comes in. We work with the
families to understand what’s going on in the home environ-
ment that might be having a negative affect on the child’s treat-
ment adherence. While the children are here, we’re actually liv-
ing with them so we can see how they react to having to take
their medicine.”

The ICC uses a model of directly observed therapy (DOT),
to ensure that the child takes his or her medication at the right
time and in the right way. DOT refers to the taking of medica-
tions in the presence of a medical provider, so the provider can
actually watch the pills being swallowed.

“Some of these families might be grappling with substance
abuse or poverty or mental health issues, which makes it really
hard to adhere to a complex medical regimen of taking several
medications at the same time and in the right way,” Painter said.
“Or sometimes, it’s just a matter establishing some consistency.”

“In a lot of families, medicating has become a battleground,”
Painter said. “So we work to break that routine, allowing the

Bad Taste, Big Pills, and Side Effects
Helping Kids Take Their Meds
Aimee Swartz

Adherence continued on 13
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While much progress has been
made in erasing the stigma fac-
ing people infected with HIV,

living with AIDS, or impacted by the dis-
ease, many proactive measures still need
to be taken to ensure quality of life for
those directly or indirectly affected by
HIV and AIDS.

The workplace is often the scene of
prejudice, discrimination,  and harassment
for people infected or affected by HIV
and AIDS. However, the workplace also
offers many opportunities to change atti-
tudes, provide support to HIV-positive
people, and raise awareness about the dis-
ease.

HIV and AIDS are considered dis-
abilities under the Americans with Dis-
abilities Act.  This law prohibits employ-
ment discrimination against a person who
has HIV infection or AIDS, or against a
person perceived as having HIV infec-
tion or AIDS. This applies to all condi-
tions of employment, including hiring,
advancement, and compensation.

In addition, the ADA requires employers
of disabled people to make “reasonable
accommodations.” This can include flex-
ible work schedules, generous leave poli-
cies, reassignment to vacant positions,
and part-time work. 

To this end, many companies have
created HIV/AIDS policies to define their
positions and practices as they relate to
employees with HIV infection. HIV/AIDS
policies set the standards of behavior ex-
pected of all employees, establish com-
pliance with all Federal, state, and local
laws, and provide additional resources.
Companies with effective policies in
place are more prepared to manage AIDS
in their workplace.

Creating Corporate HIV/AIDS Poli-
cies—Where to Begin?

The Centers for Disease Control and
Prevention’s (CDC) Business Responds
to AIDS and Labor Responds to AIDS Pro-
grams help large and small businesses and
labor unions meet the challenges of HIV/

AIDS in the workplace and the commu-
nity. These programs partner with busi-
nesses and labor unions, as well as trade
associations, public health departments,
AIDS service organizations, and govern-
ment agencies to promote the develop-
ment of comprehensive workplace HIV/
AIDS programs.

These CDC programs work to sup-
port leadership and create resources not
only to eradicate the HIV/AIDS epidemic,
but also to address its social and eco-
nomic consequences, particularly within
the workplace. The program accom-
plishes this through technical assistance
and the implementation of HIV/AIDS
workplace programs that combat preju-
dice and fear and foster community ac-
tivism, volunteerism, corporate philan-
thropy, and leadership.

These programs recommend five
components for implementing compre-
hensive HIV/AIDS programming: (1)
HIV/AIDS policy development; (2) man-
ager/labor leader training; (3) employee
education; (4) education for employees’
families; and (5) community service and
volunteerism.

Likewise, the American Red Cross’s
Workplace HIV/AIDS program was cre-
ated to help businesses maintain a sup-
portive and productive work environment
for everyone and helps businesses meet
the need for reliable, factual information
about HIV and AIDS.

The Red Cross not only provides a
“Your Job and HIV” brochure and
“America at Work: Living with HIV”
video, but has also created a modular pro-
gram for a variety of workplaces. The pro-
gram:

v Provides to employees and employ-
ers reliable information about HIV
and AIDS, including facts about
transmission and prevention;

HIV/AIDS in the Workplace
Maintaining A Supportive and Productive Work Environment
Aimee Swartz

Work continued on 14

children to become active participants in their own medication.”  The ICC works with
the children to establish medication schedules that are comfortable. This gives them
more responsibility as they get older and learning to self-medicate.

“We might start by giving them a beeper, so they know when to come to take their
meds. Then we might give them a watch, so it’s on them to look at the time to go get
their meds,” Painter explained. “The last step of course is getting them to the point
where they can actually take the meds themselves.”

“Adolescents are unique because as they grow up they become more aware and
more responsible. At the same time, they are grappling with their diagnosis. With that
comes very complex issues that intersect, for example, with disclosure or control,”
Painter said. “Let’s say they just lost a parent and the one way to have control over their
life is to stop taking their medicine. Having to take medicine also reminds them of
something they don’t want to think about.”

“We cannot underestimate the affect of mental health on treatment adherence, just
as we cannot underestimate the affects of treatment adherence on keeping the virus at
bay,” Painter said. “Our goal is that discharge from the ICC will enable their adherence
and compliance to continue, eventually saving their lives,” Painter added.

For more information about the Incarnation Children’s Center and their
program, call 212-928-2590.u

Adherence continued from 12
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v Encourages discussion about topics including employee
and employer rights and responsibilities, legislation such
as the ADA, medical confidentiality, and reasonable accom-
modation;

v Helps employees understand that they can work safely, with-
out fear, alongside people living with HIV or AIDS;

v Promotes a compassionate environment for workers living
with HIV, or those whose family members, friends, or part-
ners may be HIV-positive;

v Includes a special interactive module for managers and su-
pervisors that prepares them for the unique challenges pre-
sented by HIV/AIDS in the workplace; and

v Identifies local resources and services.

In addition, the Global Business Coalition on HIV/AIDS, estab-
lished in 1997, is a rapidly-expanding coalition of international
businesses dedicated to combating the AIDS epidemic through
the business sector. As part of its mission, the coalition
enoucourages business to adopt HIV/AIDS friendly work envi-
ronments. Membership consists of nearly 100 international com-

Work continued from 13

AIDSinfo
P.O. Box 6303
Rockville, MD 20849-6303
800-HIV-0440 (800-448-0440)
http://www.AIDSinfo.nih.gov

American Red Cross
Workplace HIV/AIDS Program
431 18th Street, NW
Washington, DC 20006
202-639-3520
http://www.redcross.org/services/hss/
hivaids/work2.html

Asian & Pacific Islander
Wellness Center
730 Polk Street, 4th floor
San Francisco, CA 94109
415-292-3400
http://www.apiwc.org

panies, from Exxon Mobil to Coca-Cola to Levi Strauss, who
are committed increasing HIV/AIDS awareness.

The Global Business Coalition on HIV/AIDS has estab-
lished an advisory working group of representatives from lead-
ing companies and partner organizations to provide guidance
on the development of the Workplace Protocols and Best Prac-
tices.

The policy will provide detailed advice to company man-
agers wishing to implement comprehensive employee HIV pro-
grams, particularly those operating in resource limited settings.
It will include in-depth descriptions of interventions including
risk assessment, non-discriminatory policies, prevention and
awareness programs, condom distribution and treatment of sexu-
ally transmitted diseases, voluntary counseling and testing, care
support and treatment, and monitoring and evaluation.

For more information about the Business Responds to AIDS
and Labor Responds to AIDS Programs, visit http://
www.hivatwork.orgu

For more information about the American Red Cross Work-
place HIV/AIDS program, visit http://www.redcross.org/ser-
vices/hss/hivaids/work2.htmlu

For more information about the Global Business Coalition
on HIV/AIDS http://www.businessfightsaids.orgu

Organizations
Business Responds to AIDS and
Labor Responds to AIDS Programs
P.O. Box 6003
Rockville, MD 20849-6003
800-458-5231
http://www.brta-lrta.org/

Catskill Rural AIDS Services (CRAS)
66 Chestnut Street,
Oneonta, NY 13820
607-436-9554
http://www.catskill-aids.org/

Global Business Coalition
on HIV/AIDS
1515 Broadway, 45th Floor
c/o Viacom
New York, NY 10036
212-846-5893
http://www.businessfightsaids.org

Incarnation Children’s Center
142 Audubon Avenue
New York, NY 10032
212-928-2590
http://www.icc-pedsaids.org/

Metro TeenAIDS
P.O. Box 15577
Washington, DC 20003-5577
202-543-9355
http://www.metroteenaids.org

National Academy of Sciences
The National Academies
500 Fifth Street, NW
Washington, DC 20001
202-334-2000
http://www.nas.edu
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2002 Abbreviated Guide to Medical Management of HIV Infection
The Abbreviated Guide to Medical Management of HIV Infection is intended for

bedside clinical management decisions.  The parent text, Medical Management of HIV
Infection, provides the scientific foundation for recommendations.

This Guide provides complete recommendations but without the background
data and references of the parent text; the Guide came out 6 months later, so it is more
up to date; and it has new features in the drug section.

For more information, go to the  Johns Hopkins AIDS Service Web site at http://
hopkins-aids.edu/publications/abbrevgd/abbrevgd.pdfu

2002 HIV/AIDS Rural Resource Directory
This directory is a compilation of HIV/AIDS primary care, testing & counseling

and support services providing care to rural areas in the United States.  Program service
descriptions as contributed by providers are included.

For more information, contact the National Rural Health Association at 816-
756-3140 or go to http://www.nrharural.org/providers/HIV-Dir.htmlu

APIs in CPGs:  a Manual for Asians and Pacific Islanders Who are New to the
Community Planning Group Process

This manual contains basic information on:  the CPG process overall; stereotypes
about APIs and how they may affect participation on CPGs; what to expect at your first
CPG meeting; behavioral science and epidemiology; epidemiologic profiles and con-
ducting needs assessments; prioritization process; recruitment; coalition and alliance-
building; and leadership.

For more information, contact the Asian & Pacific Islander Wellness Center at
415-292-3400 or http://www.apiwellness.orgu

An Introduction to Clinical Trials
Choosing to participate in a clinical trial is an important personal decision. This

online source’s  frequently asked questions section provides introductory information
about clinical trials. In addition, it is often helpful to talk to a physician, family
members, or friends about deciding to join a trial. After identifying some trial options,
the next step is to contact the study research staff and ask questions about specific
trials.

For more information, go to the  ClinicalTrials.gov Web site at http://
clinicaltrials.gov/ct/gui/info/resourcesu

Physicians Guide to Working with Asians and Pacific Islanders Living with HIV
This guide from the Asian and Pacific Islander Wellness Center looks at treatment

goals and interventions to address cultural factors of Asians and Pacific Islanders
living with HIV.

For more information, contact the Asian & Pacific Islander Wellness Center at
415-292-3400 or http://www.apiwellness.org/v20/physician/clinicianguide.pdfu

What Are U.S. Latinos’ HIV Prevention Needs? (17ER)
This fact sheet provides the prevention needs, barriers to prevention, and cultural

barriers for U.S. Latinos.
For more information, call the National Prevention Information Network at 800-

458-5231 or go to HIV InSite at http://hivinsite.ucsf.edu/preventionu

Resources HHS Briefs
Caribbean Project

The Health Resources and Services
Administration’s HIV/AIDS Bureau
(HAB) has funding available for the
Special Project of National Signifi-
cance-Models of Comprehensive Care
for Caribbeans Living in the United
States (SPCCL).

The funding is to develop and
evaluate peer support interventions tar-
geted towards HIV infected persons of
Caribbean origin residing in the U.S.,
and to support development of human
and organizational clinical capacity in
the Caribbean.

Letters of intent are due March 3,
and the  application deadline is April
18, 2003.

For more information on this
grant, go to http://hab.hrsa.gov/
grants/Caribbean2003.htmu

Prisoners and Hepatitis C

In the January 24, 2003, Morbid-
ity and Mortality Weekly Report, the
Centers for Disease Control and Pre-
vention (CDC) urged states to test all
prisoners with a history of intravenous
drug use for hepatitis C.  The CDC re-
ported that of the one million hepatitis
C infected inmates released annually,
it is unknown how many are aware of
their infection.  Somewhere between
16-41 percent of inmates are infected,
depending on the state.

Federal law requires states to treat
sick inmates, but some prison officials
argue that money is not available for
tests and treatments for hepatitis C.

CDC’s recommendations spell out
the education and care prisons should
give inmates with the disease and say
targeted testing would find most cases.

For more information, go to
http://www.cdc.gov/mmwr/preview/
mmwrhtml/rr5201a1.htm u
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Conferences

March 30 - April 2, 2003
15th National HIV/AIDS Update Conference
American Foundation for AIDS Research
Miami, FL
Contact the National HIV/AIDS Update Conference (NAUC) at
http://www.nauc.org for more information.

April 27 - May 1, 2003
16th International Conference on Antiviral Research
Savannah , GA
Contact the International Society for Antiviral Research (ISAR)
at http://www.isar-icar.com for more information.

May 1-5, 2003
Voices 2003: The National Conference on HIV/AIDS and
Children, Youth, and Families
Washington, DC
Contact the AIDS-Alliance at 202-785-3564, ext. 34, or at
lhorton@aids-alliance.org for more information.

May 18 - 20, 2003
AIDSWatch 2003
Washington, DC
Contact National Association for People With AIDS at
aidswatch@napwa.org or http://www.napwa.org/aidswatch.htm
for more information.


