
1HIV Clinician • Summer 2011

▲

Louisiana State University Health Sciences Center • University of Mississippi Medical Center • Jefferson Comprehensive Care System, Arkansas      

▲
DELTA REGION

AIDS EDUCATION
& TRAINING CENTER

Educating 
health care providers 

about HIV/AIDS

Inside

7 Nutrition

8 Native Americans

11 Conferences

11 Consultation

12 CE Programs

12 Journal Articles

Summer 2011 • Vol. 23, No. 3formerly FACULTY NOTES

HIV Clinician	 ISSN: 1551-885X

See Adolescents, next page

See Health literacy, page 4

change
toc

1. change 
date
-front
-inside

2. change
toc

3. drop cap

4. end sym-
bol

5. auto black Low health literacy predicts poor adherence

A PEER-REVIEWED ARTICLE

April Palmer, MD

Since 1994, rates of perinatal trans-
mission have dropped dramatically 
due to antitretroviral prophylaxis 

of HIV-infected pregnant women. Cur-
rently only 100-200 new cases of perina-
tal transmission are seen in the US an-
nually.1 During the same period, highly 
active antiretroviral therapy (HAART) has 
become available for pediatric patients. 
Perinatally-infected adolescents have been 
exposed to HAART and in most studies 
over 50% have successful viral control 
resulting in longer and healthier lives.2-5 

However, these adolescents have mul-
tiple risk factors for mental illness. Living 
with a chronic disease is associated with 
increased rates of mental illness and many 
older adolescents were infected prior to 

the advent of HAART and may have 
had a period of ineffective therapy with 
resultant uncontrolled viral infection in 
the central nervous system. Many have 
lost a biological parent to HIV/AIDS 
and may be living with another relative 
or foster parent.  These adolescents are 
also frequently subjected to environ-
ments of poverty, crime, and substance 
abuse. Finally, many have family mem-
bers with mental illness.1,6-7

	 The HIV epidemic in adolescents 
now includes mostly those infected 
through high risk behavior. Similar 
to the perinatally-infected adolescent, 
behaviorally-infected teens generally 
live in areas of high poverty, crime, and 
substance abuse. Unlike those infected 
perinatally, these teens usually live 
with a biological parent.8 Mental illness 
and substance abuse rates are predict-
ed to be high in this population since 

Daniele Farrisi, MPH

	 Health literacy is a topic that has 
been gaining attention in HIV care as well 
as the healthcare field in general.  More 
than just a buzz word, health literacy is 
emerging as an important factor in health 
disparities and adverse health outcomes.
	 In their Healthy People 2010 report,  
the Department of Health and Human 
Services defined health literacy as “the 
degree to which individuals have capac-

ity to obtain, process, and understand 
basic health information and services 
needed to make appropriate health 
decisions.”1 Health literacy is not the 
same as prose literacy; it is more than 
just being able to read words on the 
page.  A patient with adequate health 
literacy is expected to be able to inter-
act with health information: put it in 
context, recognize important informa-
tion, make informed decisions, and ul-

HIV-infected adolescents have
multiple risk factors for mental illness
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More research is needed on HIV+ adolescents in rural areas

both are associated with high 
risk sexual behaviors. 
	 Understanding prevalence 
rates and types of mental illness 
in both groups is important to 
practitioners treating HIV-infect-
ed adolescents. In HIV-infected 
adults, mental illness has been 
shown to affect adherence to 
antiretroviral therapy.9 Mental 
illness and substance abuse 
in the HIV-infected adolescent 
may lead to poor adherence to 
antiretroviral therapy and risky 
sexual practices.  
	 Prevalence rates for psychi-
atric disorders in perinatally-
infected children vary depending 
on the type of study but gener-
ally are 55-61%. The most com-
mon disorders found are anxiety 
disorders (24.3-49%) followed 
by attention deficit hyperactiv-
ity disorders (ADHD) (14-28.6%), 
conduct disorders (1-12%), 
oppositional defiant disorders 
(16.7%), and mood disorders 
(4.3-25%).2,6,7,9  Compared to the 
general population, psychiatric 
disorders are higher in HIV-
infected children. Gaughan et al, 
in their prospective cohort study 
of the long-term effects of in ute-
ro and/or postnatal exposure to 
HIV and antiretroviral therapies 
(PACTG 219C), found the rates 
of psychiatric hospitalization in 
HIV-infected children 4-17 years 
of age to be about six times high-
er than the general population 
with most hospitalizations for 
depression and behavioral disor-
ders. No psychiatric hospitaliza-
tions were seen in the HIV-neg-
ative population.7 Mellins et al, 
using the Diagnostic Interview 
Schedule for Children IV (DISC-

IV) as a baseline assessment of 
9-16 year old HIV-exposed youth, 
compared rates of psychiatric 
disorders in HIV-infected and 
HIV-seroreverters. They found 
higher rates of psychiatric illness 
in HIV-exposed children than the 
general population with slightly 
higher rates in the HIV-infected 
than the HIV-exposed but unin-
fected. The HIV-positive youth 
had higher rates of ADHD than 
the HIV-negative youth but rates 
of other psychiatric disorders 
were not significantly different 
between the two groups.6  In a 
prospective observational study 
comparing HIV-infected children 
6 to 17 years of age to a control 
group consisting of HIV-exposed 
and uninfected or children unin-
fected but living in a household 
with at least one HIV-infected 
person (IMPAACT 1055), no 
difference in rates of psychiat-
ric conditions were detected by 
having the youth and caregiv-
ers complete the Diagnostic and 
Statistical Manual of Mental 
Disorders, Fourth Edition (DSM-
IV) referenced rating scales and 
Child and Adolescent Symptom 
Inventory-4R (CASI-4R).2

	 Similar to perinatally-infected 
youth, youth infected through 
high risk behaviors also have 
higher rates of mental illness 
than the general population. Pao 
et al, using the Structured Clini-
cal Interview for DSM-IV Axis I 
Disorders–Patient Edition (SCID-
P), found that of the HIV-infected 
adolescents in their clinic, 85% 
had a current axis I disorder, 
68% had a history of depres-
sion, and 44% currently had 
depression. Medical chart review 
revealed that 26% had a diagno-
sis of conduct disorder. A large 

percentage reported sexual and 
physical abuse, 50% and 38% 
respectively, which may partially 
explain the exceptionally high 
rates of mental illness.8 
	 Risk factors for mental ill-
ness in perinatally-infected and 
-affected youth have been evalu-
ated in a few studies. Traumatic 
life events are associated with 
mental illness in this population. 
Gaughan found that significant 
life events were reported three 
times more frequently in patients 
hospitalized for psychiatric ill-
nesses.7 HIV-associated variables 
such as CD4 count, CDC stage, 
ART use, and viral load have 
not been associated with having 
mental health disorders, but the 
relationship of mental illness and 
knowledge of HIV status varies 
by study.6-7  In the study by Mel-
lins et al, older youth with HIV 
were more likely to have behav-
ioral disorders than younger 
HIV-positive youth.6  In another 
study by this same group, hav-
ing a mother with HIV did not 
increase mental health disorders 
in a group of HIV-negative ado-
lescents 10-14 years of age, but 
knowledge of mother’s HIV infec-
tion did predict worse mental 
health problems in this popula-
tion.10 

	 Substance abuse is reported 
in both groups of HIV-infected 
adolescents. Rates of substance 
abuse in perinatally-infected 
youth vary from 2% to 14%, with 
higher rates seen in older ado-
lescents. Alcohol and marijuana 
are the most frequently abused 
drugs.3,6  Williams et al found in 
their study (IMPAACT 1055) that 
substance abuse was associated 
with having other mental health 
disorders and lower CD4 counts. 
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However, when compared to HIV-
negative controls, HIV perinatally-
infected youth did not have higher 
rates of substance abuse.3 In the 
report by Pao et al, 59% of their 
behaviorally-infected youth re-
ported ever having a substance 
abuse problem.8  Older adoles-
cents are at higher risk of sub-
stance abuse, which may increase 
risk-taking behaviors and medica-
tion nonadherence. This could ex-
plain the association of substance 
abuse with lower CD4counts seen 
in the IMPAACT 1055 study.
	 HIV clinicians should there-
fore be aware of possible mental 
health problems such as anxiety 
disorders and ADHD in perina-
tally-exposed/infected youth and 
mood disorders in behaviorally-
infected youth. Therapy for psy-
chiatric conditions in HIV-infected 
youth includes both behavioral 
and pharmacologic therapy. Ap-
proximately 20% of HIV-infected 
youth are treated with psychotro-
pic drugs and between 25-50% 
receive some form of behavioral 
intervention.2,6,8  Psychotropic 
medications most frequently used 
include stimulants for ADHD, 
antidepressants, and antipsychot-
ics for mood disorders.11  When 
compared to HIV-exposed but 
uninfected youth, HIV perinatally-
infected youth are more likely to 
be treated with medications and 
behavioral therapy for mental 
disorders.2 This difference may be 
explained by a disparity in inter-
action with health care providers 
between HIV-positive and HIV-
negative youth, although evidence 
to support this theory is needed. 
Selective serotonin uptake inhibi-
tors (SSRIs) are the most common 
pharmaceutical agents used for 
moderate to severe depression. 
The FDA has issued a black box 
warning of a possible increased 

risk of suicide after starting 
SSRIs, however, careful evalu-
ation of the literature does not 
show a clear link and should not 
prevent the use of these medi-
cations if needed.12,13  Instead, 
careful monitoring for suicidal 
ideation should be practiced with 
all patients with a diagnosis of 
depression. Practitioners should 
also be aware of the many drug 
interactions that can occur 
between psychotropic medica-
tions and certain antiretroviral 
agents, antibiotics, and anti-
fungals. Studies evaluating the 
efficacy of behavioral therapy in 
HIV-infected youth are extremely 
limited but suggest that group 
intervention may decrease stress 
and improve behaviors such as 
improved medication adherence 
and safe sex practices.11 

	 Mental illness has been as-
sociated with poor medication 
adherence in adults.9  Rudy et al, 
in a cross-sectional observational 
study, evaluated patient-related 
factors for medication adherence 
in HIV-infected youth 12 to 24 
years of age. They found no re-
lationship with having a mental 
health disorder and medication 
adherence. Poor adherence was 
associated with low self-efficacy 
(one’s sense of being able to ad-
here to medications prescribed) 
and low outcome expectancy 
(one’s sense of benefit from an-
tiretroviral drugs). Greater than 
50% nonadherence was seen in 
HIV-infected youth with low self 
efficacy/outcome expectancy, 
structural barriers, and a mental 
health disorder. These findings 
were consistent between youth 
infected perinatally and those 
infected through high risk behav-
iors. The only difference found 
between the two groups was 
more structural barriers related 

to nonadherence in the behav-
iorally-infected group.4,5  It is not 
clear why a lack of association 
with poor medication adherence 
and a diagnosed mental health 
disorder in HIV-infected youth 
was not seen in these studies 
but one explanation may be high 
rates of treatment for mental 
health disorders in their study 
population. Based on the re-
sults of these studies, the HIV 
clinician should address issues 
of self-efficacy, outcome expec-
tancy, and structural barriers, in 
addition to treatment of mental 
disorders in order to maximize 
antiretroviral treatment adher-
ence.
	 HIV-infected adolescents 
have very high rates of mental 
illness. However, several limit-
ing factors exist in the literature. 
None of the studies are popula-
tion-based but instead depend 
on samples of convenience from 
clinics in large metropolitan ar-
eas. This limitation may be par-
ticularly significant for behavior-
ally-infected youth where at least 
50% may not even be diagnosed 
and in care.14  Another limitation 
is that different researchers use 
different methods of evaluation of 
mental illness, making compari-
sons between studies difficult to 
impossible. 
	 All of the large cross-sec-
tional studies evaluating mental 
health in HIV-infected adoles-
cents are of populations living in 
large metropolitan areas. Future 
research is needed on the mental 
health care needs and barriers 
to mental health care for HIV-in-
fected and -affected adolescents 
residing in rural areas where 
mental health care resources are 
scarce.v 

See Adolescents, next page
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timately take action to improve 
or maintain health status.2

	 A patient’s level of prose 
literacy may serve as an indi-
cator of his or her health lit-
eracy.  However, the Institute 
of Medicine cautioned against 
relying too heavily on general 
prose literacy level as a proxy 
for health literacy level.  They 
warn that many people who 
have adequate literacy skills 
in everyday contexts can lack 
the skills to effectively read 
and use health information.3  
Information from the medical 
and scientific fields often con-
tains terminology and subject 
matter that is unfamiliar to the 
average person.  For this rea-
son, even patients with high 

Too much information can sometimes overwhelm patients
Health literacy, from page 1 literacy skills in everyday situa-

tions often prefer to read health 
information that is presented at 
a more basic level.
	 Listed below are some ex-
amples of common health-related 
tasks that require a patient to 
draw upon his or her health lit-
eracy skills:

•	 Follow the instructions on a 	
	 medicine label
•	 Calculate how many days 	
	 worth of medication he or 	
	 she has
•	 Fill-out registration forms
•	 Give his or her medical 
	 history
•	 Read an appointment slip
•	 Follow preparation instruc-	
	 tions for a procedure
•	 Give informed consent
•	 Understand the nature of 	
	 his or her diagnosis and 		
	 corresponding treatment.

Consequences of 
low health literacy
	 Keeping in mind the tasks 
that require health literacy, it 
follows that low health literacy 
can have serious consequenc-
es.  Patients who are unable to 
understand their medication 
instructions can have poor 
adherence to treatment.  Low 
health literacy skills can make 
it very difficult for a patient to 
navigate the healthcare sys-
tem, leading to missed ap-
pointments or worse, delayed 
entry into care.  Patients with 
low health literacy are less 
likely to have a full under-
standing of their disease or 
treatment plan, which hinders 
their ability to give informed 
consent.4

	 Ultimately, patients lacking 
adequate health literacy skills 

HIV Clinician back issues are online at deltaaetc.org
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often have poorer health status 
than patients who are able to 
effectively use health informa-
tion.  It has been shown that 
health literacy level is a stronger 
predictor of health status than 
education level, income, race/
ethnicity, and even age.3

	 Patients with low health 
literacy report a lower level of 
understanding their health 
conditions and corresponding 
treatments than people with 
higher health literacy levels.3  
Kalichman and his research 
group demonstrated this rela-
tionship between health literacy 
level and treatment knowledge 
specifically in HIV patients.6  
His group showed that low 
health literacy is a predictor of 
poor adherence to highly active 
antiretroviral therapy (HAART).7  
As such, HIV patients with low 
health literacy are more likely to 
have a detectable viral load and 
low CD4 count.8

Who has low health literacy?
	 The most recent National 
Assessment of Adult Literacy 
(NAAL), conducted by the U.S. 
Department of Education in 
2003, contained a separate 
survey assessing participants’ 
health literacy skills.  Not only 
does this inclusion empha-
size that health literacy is a 
topic of national importance, it 
also provides national data on 
the prevalence of poor health 
literacy and associated demo-
graphic factors.  The NAAL 
report on health literacy found 
that 14% of the US adult popu-
lation has below basic health 
literacy.4  People in this category 
had difficulty completing rudi-
mentary tasks such as locating 

information in short texts and 
performing simple mathematical 
calculations.4 

	 Although 14% may seem 
like a low prevalence of Ameri-
cans with below basic health 
literacy, looking at the numbers 
based on certain demographic 
factors can paint a different 
picture.  When the NAAL results 
were stratified by race/ethnic-
ity, it was found that 41% of 
Hispanic adults, 25% of Native 
American adults, and 24% of 
African American adults have 
below basic health literacy.4 By 
age, those 65 years and older 
had the lowest health literacy 
scores.4  Differences in health 
literacy levels were also seen 
with respect to health insurance 
source.  Recipients of Medicaid 
and Medicare had below basic 
health literacy prevalence of 
30% and 27% respectively.4 Ed-
ucational attainment was also 
found to have an association 
with health literacy level.  49% 
of adults with less than high 
school (or equivalent) education 
had below basic health literacy, 
compared to only 3% of adults 
who completed a four-year col-
lege degree or higher.4 No state-
level health literacy data was 
available, but prose literacy data 
shows that residents of South-
ern states (including Arkansas, 
Louisiana, and Mississippi) have 
lower scores than the nation as 
a whole.3 Given the demographic 
factors associated with low 
health literacy, it is conceivable 
that some HIV treatment pro-
grams (particularly those in the 
public sector) may have preva-
lence of low health literacy well 
above the national average.

Clear health communication
	 An individual’s health 
literacy is influenced by many 
societal factors, including the 
educational system and cul-
tural aspects.3 Poor health 
literacy will not change with-
out intervention both within 
and outside of the healthcare 
system. Within the healthcare 
system, the onus falls on pro-
viders to ensure that we com-
municate clearly with patients.  
Clear communication and 
consideration of health literacy 
level are part of the patient-
centered model of care that is 
becoming a popular approach 
to medical care.3 All profes-
sionals who provide care to 
HIV-positive clients (doctors, 
nurses, case-managers, etc.) 
have the opportunity to im-
prove communication by being 
aware of the barriers that low 
health literacy can create.
	 Even without expertise 
in the fields of health literacy 
and health education, care 
providers can take steps to 
make medical information 
more accessible and usable.  
When explaining information 
to a patient, it can facilitate 
understanding to use a variety 
of teaching methods (writ-
ten, oral, visual) as preferred 
learning style varies by indi-
vidual.  Written materials are 
most effective when they are 
concise and employ everyday 
language.2 
	 As experts in the field, 
healthcare professionals can 
easily fall into the trap of over-
informing a patient.  Although 
some patients may be inter-
ested to learn more about a 

See Health literacy, next page
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subject, many will be over-
whelmed by the extra infor-
mation. Faced with an over 
abundance of information, 
patients with poor health 
literacy skills have difficulty 
discerning which points are 
most important and should 
be acted upon.2 To help pro-
viders and patients improve 
communication, the National 
Patient Safety Foundation 
developed the Ask Me 3 tool, 
which reminds both parties of 
what information is most es-
sential. Ask Me 3 consists of 
the following three questions:

•	What is my main 
	 problem?
•	What do I need to do?
•	Why is it important for 		
	 me to do this?9

Patients are encouraged to 
ask these three questions, 
and providers are reminded to 
provide the answers in a way 
that the patient can under-
stand.
	 How does a provider know 
that a patient understands 
the information given?  Pa-
tients often do not speak up 
if they are confused or un-
sure of what to do.  When a 
provider simply asks if the 
patient understands, the an-
swer is often “Yes” regardless 
of whether or not it is true.  A 
better way to get a sense of 
what the patient has under-
stood is the “teach-back” 
method in which the client 
is asked to explain what has 

just been explained to him or 
her.  Giving the patient the 
opportunity to repeat informa-
tion in his or her own words 
allows the provider to confirm 
that he or she has communi-
cated clearly or to try again in 
cases where the client does not 
recount the intended message.

Summary
	 Low health literacy can 
create significant barriers to ef-
fective care and treatment for 
HIV or any other health con-
dition.  Low health literacy is 
more commonly seen in tradi-
tionally marginalized popula-
tions: racial/ethnic minorities, 
the elderly, those with lower 
educational attainment.  Re-
gardless of a patient’s potential 
for low health literacy, clini-
cians should strive to make all 
health communication easily 
understood and easily acted 
upon.  Care providers have 
the responsibility to ensure 
that each patient understands 
the actions to take in order 
to achieve his or her desired 
health outcome.v
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At Delta AETC,
our HIV trainings 

can be 
individualized 

for you or 
your group.

In Louisiana, 
contact Dana Gray 

at 504-826-2144

In Mississippi, 
contact Mauda Monger 

at 601-984-5552

In Arkansas, 
contact Derrick Newby 

at 870-535-3062x105

Use Ask Me 3 tool to decide what information is essential 
Health literacy, from preceding page
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Peanuts can be important part of diet for HIV-infected patients
Leigh Anne Kamerman 
Burns, MS, RD, LDN

	 Food security and malnutri-
tion continue to be leading prob-
lems internationally among indi-
viduals living with the HIV virus. 
	 The peanut, an important 
member of the legume family, 
may be the most economical and 
nutrient-dense food available for 
use in the diet in the treatment 
and prevention of malnutrition. It 
can also be a beneficial part of a 
well-balanced diet as recommend-
ed by the 2010 USDA Guidelines. 
	 These guidelines were written 
to promote health and reduce the 
risk of chronic diseases, as well 
as to reduce the prevalence of 
obesity (USDA 2011).  All of these 
have become concerns for prac-
titioners who care for the many 
individuals now living longer lives 
with the HIV virus. One concern 
regarding the use of peanuts in 
the diet is the high fat content but 
studies have consistently shown 
an association between consump-
tion of nuts and the reduction of 
coronary heart disease, as well as 
a lower risk of obesity and weight 
gain (Sabaté 2009).  Peanuts 
also contain more of the antioxi-
dant resveratrol than is found in 
grapes. More importantly, the cost 
per serving is less than 15 cents.* 
It is important that health care 
providers understand the value 
of this simple legume to provide 
an important food source often 
needed in HIV/AIDS care when 
food security is a concern.
	 Peanuts and peanut butter 
contain many nutrients and they 
are commonly used to increase 
both the protein and the calories 
required to improve the nutri-

tional status of patients who are 
underweight or have muscle wast-
ing. Although malnutrition knows 
no boundaries, many individuals 
facing both the challenges associ-
ated with starvation and an HIV 
diagnosis reside in the develop-
ing world, especially in India and 
sub-Saharan Africa (Hawn 2007).  
In some of these countries, a 
peanut-based product known as 
Plumpy’nut is making the differ-
ence between life and death for 
HIV-positive infants and young 
children. Plumpy’nut is non-
water-based, easy to store, easy 
to eat, and an overall ready-to-
use therapeutic food that deliv-
ers ~500 calories in one 3-ounce 
packet. If a 22-pound child is fed 
two packs a day, he/she is pro-
jected to gain around 1.5 pounds 
a week.  
	 Plumpy’nut delivers about the 
same amount of calories, pro-
tein, and fat found in a peanut 
butter and jelly sandwich and a 
glass of whole milk, as well as the 
vitamins and minerals generally 
found in a multivitamin. One ben-
efit to Plumpy’nut, in comparison 
to other therapeutic foods such as 
a powdered milk formula (F-100), 
is the fact that it can be con-
sumed without mixing with water. 
This is vital since clean water is a 
rare commodity in some of these 
countries.  
	 At this time, Plumpy’Nut  is 
being used to address only one 
kind of hunger: acute food de-
privation. Moreover, it is impor-
tant to note that presently the 
focus is only on young children. 
Plumpy’nut is a so-called “quick 
fix” for children 6-24 months of 
age. Due to fear of peanut aller-
gies, the use of peanuts in the US 

school system has greatly de-
creased but peanut allergies are 
not often found in children in de-
veloping countries.  It is claimed 
that the use of Plumpy’nut has 
transformed many of the infants 
and children at highest risk for 
starvation from a skin-and-bones 
condition to thriving in as little as 
four to six weeks (Sachs, 2010). 
	 The nutritional value of the 
peanut has become more im-
portant than ever in the fight to 
prevent malnutrition among both 
children and adults living with 
HIV and AIDS. It is important 
for us as providers to remem-
ber the peanut’s true value as a 
food staple that can provide the 
necessary protein, carbohydrates, 
healthy fats, and even important 
antioxidants. The peanut can not 
only help prevent malnutrition 
but it can help in the manage-
ment of other chronic diseases 
and co-morbidities that are a 
concern for today’s patients who 
are living longer with the HIV 
virus.v

*Priced at three local groceries in the  
New Orleans area and averaged.
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Arkansas AETC takes aim at Native American health disparities
Derrick Newby, MPA, BS

	 The phrase “American In-
dian and Alaska Native” (AI/AN) 
refers to “people having origins 
in any of the original peoples 
of North and South America (to 
include Central America) and 
who maintain tribal affiliation or 
community attachment,” accord-
ing to the U.S. Census Bureau.2 
Although HIV has not thus far 
had the profound effect on Native 
American communities in the 
Delta region as experienced by 
other minority communities, the 
compounding effect of other chal-
lenges warrants a focus on HIV 
prevention efforts in the com-
munity. Native American popu-
lations continue to face serious 
issues related to the prevention 
of sexually transmitted diseases 
(STDs), as well as challenges as-
sociated with the integration of 
their culture into the mainstream 
culture. The limited visibility of 
community members is an ad-
ditional challenge.  
	 Although we have not been 
able to solve all of these prob-
lems in Arkansas, we have initi-
ated a dialogue with the Native 
American community to address 
the challenges. We have docu-
mented unique experiences cap-
tured in needs assessments and 
these are being shared within the 
region to help reduce the dispari-
ties and develop innovative ways 
to reduce future challenges in 
Arkansas. The article is intended 
to serve as a limited guide for 
opening a dialogue between pro-
viders about how they interact 
with the Native American com-
munity and for identifying steps 
that should be taken to prevent 

the spread of HIV in Native 
American communities.

STDs in Native American 
communities
	 In Arkansas, Native Ameri-
cans make up an estimated 0.8 
percent of the population. 52% 
live in areas considered rural 
and 48% live in areas consid-
ered urban. National STD rates 
among American Indians are 
two to six times higher than 
rates for whites.1 In some states 
with American Indian popula-
tions over 20,000, gonorrhea and 
syphilis rates are twice as high 
as among other ethnic groups. 
These facts are important be-
cause the presence of other 
sexually transmitted diseases 
that compromise the mucosal 
membrane increase a person’s 
vulnerability to an HIV infection 
if exposed to the virus. They are 
also indicative of unsafe sexual 
practices. STDs can make it 
easier for an individual to receive 
the HIV virus and transmit it to 
another person through sex.4

	 It is also important to note 
that American Indians are often 
misclassified in race/ethnicity 
STD data. Therefore, one should 
be skeptical in reviewing local 
data related to these communi-
ties. Misclassification increases 
when there are lower percent-
ages of American Indians overall 
in a community. This misiden-
tification or misclassification in 
reporting dilutes the challenges 
that Native Americans are fac-
ing related to STDs, an impor-
tant but little publicized health 
problem affecting this popula-
tion.5  These infections not only 
contribute to sizable morbidity 
and health care expenditures, 

but they also may lead to serious 
sequelae.5

	 In order to prevent an in-
crease of HIV infections, it is 
important to properly classify 
new infections and accurately 
track HIV and STDs in Native 
American communities and it is 
increasingly important to identify 
and treat infected members of 
these communities. Primary care 
providers should be aware of the 
increased risk for STDs among 
Native Americans and other 
minority groups so that timely 
diagnosis, treatment, and case 
reporting can occur.6 
	 The Delta Region AIDS 
Education and Training Center 
in Arkansas is working to help 
improve state STD monitoring 
and surveillance. Improvements 
include an increase in accuracy 
and complete case reporting by 
race and ethnicity to help iden-
tify special communities in need 
of targeted STD prevention and 
education activities. These types 
of improved measures of surveil-
lance can serve as an important 
tool to evaluate STD/HIV preven-
tion programs in Native Ameri-
can communities. This integrated 
approach to STD control is need-
ed to help reduce the burden of 
STDs and their consequences 
among American Indians.6

Identifying cultural aspects 
related to HIV prevention
	 The role of culture is often an 
overlooked component of effec-
tive HIV and STD prevention, 
intervention, and care. Culture 
can be defined in a number of 
ways, but generally it is the sum 
of attitudes, behaviors, customs, 
and beliefs of a people, including 
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Arkansas AETC takes aim at Native American health disparities thoughts, styles of communica-
tion, ways of interacting, and 
views of roles and relationships.3 
When culture is overlooked in 
relation to Native Americans, 
we have learned that a gap in 
care may be created. Some Na-
tive Americans we encountered 
during our statewide needs as-
sessment reported seeking care 
outside of Arkansas regardless of 
the availability of local care. They 
reported feeling more comfortable 
accessing care at Native Ameri-
can health service sites located 
in Oklahoma. Those who identify 
themselves as Native Americans 
often do not feel connected to 
the current health care system 
and do not believe their cultural 
needs are being met by non-
native American providers.7

	 At a 2011conference in 
Arkansas, Lee “Standing Bear” 
Moore, a spiritual healer, ad-
dressed a group of health care 
providers and discussed tradi-
tional healing versus pharma-
ceutical treatment as related to 
HIV. Traditional Indian medi-
cine has been a part of Native 
American health and well-being 
for hundreds of years. For cen-
turies, Native American people 
have looked to their tribal heal-
ers to prevent or cure physical, 
mental, and spiritual aliments 
through the use of a complex 
pharmacology and/or ceremony. 
For many Native Americans, reli-
ance on traditional healers and 
medicine continues amid modern 
technological advances in West-
ern medicine.8  Standing Bear 
emphasized that the practice 
of traditional healing continues 
to play an important role in the 
health status of modern Native 
Americans. This may need to be 
a topic of discussion between Na-
tive American patients and their 

primary care providers in order 
to develop strategies for improv-
ing health outcomes. If patients 
are supplementing the treatment 
recommendations of their health 
care providers with recommenda-
tions from their spiritual healers, 
the expected outcomes of both 
providers could be affected. Seri-
ous drug interactions between 
herbal remedies and antiretrovi-
rals, leading to serious adverse 
effects or drug resistance, could 
be an issue. An open and accept-
ing attitude by traditional health 
providers would make it more 
likely American Indian patients 
would share information about 
their use of native medicines. 
Both types of providers may need 
to work together for the best out-
come.  

Addressing identified needs 
of hidden populations
	 Even though the number of 
reportable HIV cases in Native 
Americans is small (less than 
1%) compared to other popula-
tions affected by HIV/AIDS, the 
Native American population is 
also small in comparison to the 
total population. 
	 Through our continued rela-
tionship building with the Native 
American community in Arkan-
sas, progress has been made and 
training opportunities created by 
partnering with groups across 
the state, both in the public and 
private sector. Our search for 
this hidden population has led 
us to vital gatekeepers to whom 
we now send educational mate-
rial related to health care. At the 
request of the elders, most of the 
information we provide is tar-
geted towards the youth. While 
an early study revealed that 
the HIV/AIDS rate per 100,000 
population among American 

Indian/Alaska Native youth was 
greater than whites and Asian/
Pacific Islanders, at this time 
these numbers have somewhat 
stabilized.9 AI/AN males showed 
significant increases in diagno-
sis rates from 2003 to 2006. In 
addition, the study showed that 
the survival of youth 36 months 
after AIDS diagnosis was lower 
for AI/AN youth compared with 
white youth.  While that study 
was based on 2006 data, this 
was an important finding that 
laid the foundation for evaluating 
youth survival across the region. 
The study further revealed that 
in the United States, both racial 
and ethnic minorities suffer dis-
proportionately from HIV/AIDS. 
Earlier reports and our current 
findings suggest that to be ef-
fective in service provision, it is 
important to monitor the epi-
demic and identify the needs of 
Native American communities to 
further understand the behaviors 
of those infected and those who 
fit the profile for “high risk.”

Communicating and partnering
	 The CDC maintains re-
cords of seven racial and ethnic 
groups: American Indian/Alaska 
Native, Asian, Black/African 
American; Hispanic/Latino, 
Native Hawaiian/Other Pacific 
Islander, White, and Multiple 
Races (see Figure 1.1). It will be-
come increasingly important for 
providers to access this informa-
tion and contribute to the data 
by identifying patients from the 
Native American community and 
accurately reporting STDs and 
HIV infections. The Indian Health 
Care Improvement Act (IHCIA) 
was implemented in 1976 with 
the purpose of improving the 
health status of Native Ameri-
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Native Americans can feel disconnected from health system

cans.  Recognizing the unique 
trust relationship between the 
Federal government and Indian 
tribes as established through 
treaties for ceded lands, agree-
ments, legislation, and case law, 
Congress created the IHCIA to 
provide appropriations for health 
services and facilities for Na-
tive American people. The health 
services established through the 
IHCIA are based on a modern 
Western model of medicine and 
health care.8 It may be the right 
time to partner with Indian Health 
Services to create a new model of 
care based upon cultural aware-
ness. 

Conclusion
	 Developing a new model of 
care will allow providers to in-
tegrate native medicine and 
Western medicine. Traditional 
behaviors used by individuals 
to protect, maintain, or promote 
their health status are an intri-
cate part of their cultural identity. 
Understanding these aspects has 
helped us build a dialogue with 
our Native American community. 
We intend to use this dialogue as 
a tool to address health dispari-
ties and to suggest that the same 
opportunities are possible among 
health care providers and their 
Native American patients to ad-
dress issues like HIV. Our experi-
ences with this approach provide 
evidence that the model can help 
prevent an increased prevalence 
of HIV within Native American 
communities. 
	 Providers should openly seek 
to understand the culture of their 
Native American patients and 
research the epidemiology related 

to STDs in their communities in 
an effort to reduce health dis-
parities. It will be a challenge 
because addressing the atti-
tude of a portion of the popula-
tion toward any given proposi-
tion, based upon a measurable 
amount of factual evidence and 
involving some degree of reflec-
tion, analysis, and reasoning is a 
challenge. Yet we must not allow 
history to repeat itself in the Na-
tive American population when 
we can address the problem 
now.v
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Race or Ethnicity Estimated # of AIDS 
Diagnoses, 2009

Cumulative Estimated 
# of AIDS Diagnoses. 

Through 2009*

American Indian/
Alaska Native

155 3,700

Asiana 429 8,324
Black/African 
American

16,741 466,351

Hispanic/Latinob 6,719 190,263
Native Hawaiian/
Other Pacific 
Islander

50 839

White 9,467 426,102
Multiple Races 686 12,726
* From the beginning of the epidemic through 2009.   aIncludes Asian/Pacific Islander legacy cases.
b Hispanics/Latinos can be of any race.

Figure 1: 
In 2009, the estimated number of AIDS diagnoses in the 50 states 

and the District of Columbia, by race or ethnicity, was as follows:10
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Make plans now 
to attend HIV/AIDS

conferences

▲ August 14-17, 2011
2011 National HIV 
Prevention Conference
Atlanta, Georgia

▲ September 5-7, 2011
International Conference 
and Exhibition on Virology
Baltimore, Maryland

▲ September 8-12, 2011
International Symposium  
on Hepatitis C Virus and  
Related Viruses
Seattle, Washington

▲ October 20-23, 2011
Annual Meeting of the  
Infectious Diseases Society 
of American
Boston, Massachusetts

▲ November 10-13, 2011
United States  
Conference on AIDS
Chicago, Illinois

▲ November 17-21, 2011
Annual ANAC Conference
Baltimore, Maryland

Let us 
customize 

an HIV training 
for your facility

▲ WORKSHOP

▲ CASE CONFERENCE

▲ CHART REVIEW

▲ PRECEPTORSHIP

▲ MINI-RESIDENCY

To discuss possibilities in 

Louisiana, contact Dana 

Gray at 504-826-2144; 

in Mississippi, Mauda 

Monger at 601-984-5552; 

in Arkansas, Derrick Newby 

at 870-535-3062x105.

Native Americans can feel disconnected from health system
Clinical Consultation

for 
Health Care Providers

 	 Delta AETC consultants 
are HIV specialists at state 
university medical centers.
	  Requests for consultation 
are taken from 9:00-4:00 CST 
on weekdays and by voicemail 
on weekends. Consultants re-
turn calls within two business 
days.
	 If you are a clinician and 
wish to discuss a case with 
one of our consultants, use 
these numbers to contact your 
state warmline: 

In Louisiana: 
504-826-2186

In Mississippi: 
601-984-5542

In Arkansas: 
870-535-3062 x104

We invite you to submit an article to HIV Clinician
If you’re a clinician with HIV 
patients, we invite you to 
submit an article for possible 
publication in HIV Clinician. 
Topics must pertain to HIV 
and have a clinical focus. 

Medicine and pharmacy articles 
are peer reviewed. Articles are 
included in the Medline data-
base and are thus available to 
physicians and medical profes-
sionals around the globe. 

Author guidelines are available 
at deltaaetc.org/authorguide-
lines.htm. Please email your 
submission to the Managing 
Editor of HIV Clinician at 
tnewto@lsuhsc.edu.* From the beginning of the epidemic through 2009.   aIncludes Asian/Pacific Islander legacy cases.

b Hispanics/Latinos can be of any race.
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NEW ORLEANS, LOUISIANA
Clinical preceptorship for physicians, nurse 
practitioners, physician assistants: Care and 
Management of the Patient with HIV Disease—
September 12-13, 2011. 15.5 CMEs. Contact 
Danielle Pierce, 504-903-0788 or dpierc@
lsuhsc.edu.

Clinical preceptorship for dentists and dental 
professionals: Oral Health Management for the 
HIV/AIDS Patient—October 10, 2011. Up to 6.7 
CDEs. Contact Danielle Pierce, 504-903-0788 
or dpierc@lsuhsc.edu.

Clinical preceptorship for nurses and clinical 
service providers: Comprehensive Management 
of the Patient with HIV Disease—November 
7-8, 2011. 11 contact hours. Contact Danielle 
Pierce, 504-903-0788 or dpierc@lsuhsc.edu.

JACKSON, MISSISSIPPI
Course for physicians, physician assistants, 
nurse practitioners, nurses, pharmacists, case 
managers, social workers: Care and Manage-
ment Overview of HIV Infection—September 
22-23, 2011. Discipline-specific CEUs. Contact 
Joan Bounds, 601-984-1300 or jbounds2@
umsmed.edu.

PINE BLUFF/LITTLE ROCK, ARKANSAS
Clinical preceptorships for primary care provid-
ers—ongoing by request. To arrange, contact 
Derrick Newby, 870-535-3062 or dnewby700@ 
aol.com.

DELTA  AETC’s ONGOING 

redo

CONTINUING 
EDUCATION 
PROGRAMS

Stay current with the 
latest HIV/AIDS journal articles 

s 

NEW LOCATION!
Delta Region AETC central office and Louisiana site are now

located at 2235 Poydras Street, New Orleans, LA 70119

s Factors affecting brain structure in men with HIV 
disease in the post-HAART era. Becker JT, Maruca V, 
Kingsley LA, Sanders JM, Alger JR, Barker PB, Good-
kin K, Martin E, Miller EN, Ragin A, Sacktor N, Selnes 
O; for the Multicenter AIDS Cohort Study. Neuroradiol-
ogy. 2011 Mar 22.

s Quantification of lean tissue losses during cancer 
and HIV infection/AIDS. Thibault R, Cano N, Pichard 
C. Curr Opin Clin Nutr Metab Care. 2011 Mar 16.

s Vitamin D deficiency in HIV-infected patients: 
associated with non-nucleoside reverse transcrip-
tase inhibitor or efavirenz use? Pasquet A, Viget 
N, Ajana F, de la Tribonniere X, Dubus S, Paccou J, 
Legroux-Gérot I, Melliez H, Cortet B, Yazdanpanah Y. 
AIDS. 2011 Mar 27;25(6):873-4.

s Antiretroviral treatment interruption leads to 
progression of liver fibrosis in HIV-hepatitis C virus 
co-infection. Thorpe J, Saeed S, Moodie EE, Klein MB; 
for the Canadian Co-infection Cohort Study (CTN222). 
AIDS. 2011 Feb 16.

s HIV/AIDS: The Continuing Challenges of Mental 
Health Nursing: Introducing a Special Issue on 
HIV/AIDS. Thomas SP. Issues Ment Health Nurs. 
2011;32(6):343-4

s HIV-associated nephropathy: experimental 
models. Avila-Casado C, Fortoul TI, Chugh SS. Contrib 
Nephrol. 2011;169:270-85.

s Stamping out stigma in HIV. Lewis R. Nurs Times. 
2011 Mar 22-28;107(11):16-7 

s Vitamin A supplementation for reducing the risk 
of mother-to-child transmission of HIV infection. 

Wiysonge CS, Shey M, Kongnyuy EJ, Sterne 
JA, Brocklehurst P. Cochrane Database Syst 
Rev.2011Jan 19;(1):CD003648.

s Knowledge about HIV in People with Schizo-
phrenia: A General Population Comparison. De 
Hert M, Trappeniers L, Wampers M, Van Damme 
P, Van Hal G, Peuskens J. Clin Schizophr Relat 
Psychoses. 2011 Jul;5(2):80-6

s Comparison of abacavir/lamivudine and 
tenofovir/emtricitabine among treatment-
naïve HIV-infected patients initiating therapy. 
Tan DH, Chan K, Raboud J, Cooper C, Montaner 
JS, Walmsley S, Hogg RS, Klein MB, Machouf 
N, Rourke S, Tsoukas C, Loutfy MR, The Canoc 
Collaboration. J Acquir Immune Defic Syndr. 2011 
Jun 24

s Acupuncture and the relaxation response 
for treating gastrointestinal symptoms in 
HIV patients on highly active antiretroviral 
therapy. Chang BH, Sommers E. Acupunct Med. 
2011 Jun 24.

s An Intervention to Help Community-Based 
Organizations Implement an Evidence-Based 
HIV Prevention Intervention: The Mpowerment 
Project Technology Exchange System. Kegeles 
SM, Rebchook G, Pollack L, Huebner D, Tebbetts 
S, Hamiga J, Sweeney D, Zovod B. Am J Commu-
nity Psychol. 2011 Jun 21

s Substance abuse treatment utilization among 
adults living with HIV/AIDS and alcohol or drug 
problems. Orwat J, Saitz R, Tompkins CP, Cheng 
DM, Dentato MP, Samet JH. J Subst Abuse Treat. 
2011 Jun 21.


