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The Academy Mentoring Program 
matches seasoned, credentialed 
HIV care providers with practitoners 
seeking additional clinical support. 
Through one-on-one interactions, 
we can build the next generation of 
HIV care providers! 

Mentoring benefits everyone.  
Mentees receive expert guidance 
from experienced HIV care 
providers. Mentors have the 
opportunity to pass on their 
accumulated knowledge and 
experience to a new generation of 
skilled practitioners. And patients 
receive a higher quality of care.

Enrollment for both mentees and 
mentors is now open! 

You can find more information about 
the Academy Mentoring Program, 
at https://community.aahivm.org/
mentoring.

Introducing the 
Academy Mentoring 

Program!

To better accommodate candidates affected by the strain of  
COVID-19,  the Academy has augmented our testing dates this year.  
The first opportunity to earn or renew your HIV SPECIALIST™, 
 HIV PHARMACIST™, or HIV EXPERT™ credential is in November, 2020.

Testing will also be offered in January/February of 2021.  
Complete testing dates are posted at  www.aahivm.org/
examiniation-dates.

If you’re interested in testing THIS YEAR,  
registration closes  on October 13, 2020.

Go to www.aahivm.org/credentialing or contact us at  
credentialing@aahivm.org to learn more!

It’s Not Too Late to  
Register for Credentialing!
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Heeding the Call  
for Health Equity

By BRUCE J. PACKETT II

Executive Director, AAHIVM

AS A FOLLOW-UP  to our June HIV Specialist issue on Covid-19 and its various 
connections, clinical and social, with the HIV epidemic, our editorial advisory 
group decided an issue specifically on enhancing racial equities in healthcare 
settings was the next thematic move. I wrote in my last column about how 
the novel coronavirus pandemic brought into sharp relief our already existing 
systemic racial disparities, during a time of protest and acute outrage over racism 
in America. Now in the wake of yet another high profile police shooting of a black 
citizen, the chorus of discontent is growing louder and broader.

I would like to personally and warmly thank our guest editors, Dr. Michelle Ogle 
and Dr. Ada Stewart, two well-recognized thought leaders in HIV medicine for 
their important contributions to this issue. They specifically highlight the immense 
and painful history of racism in the American healthcare setting and medical 
research. This is not just a history lesson, but rather a narrative of accreting 
systemic rot that brings us to where we are today in terms of medical mistrust and 
disproportionately poorer health outcomes for black and brown bodies. 

Even after nationwide protest and barbed anger inevitably quells, the Academy 
will not lose focus on critical organizational strategies around Diversity, Equity 
and Inclusion (DEI). We have assembled an advisory body of some of our leading 
African American and Black member providers, provisionally called the Academy 
Council on Racial Equity. This group of experts will set the organizational agenda 
for tackling clinical disparities in Black communities head on. 

We have also retained the services of the Almond Group, a DC-based 
consultancy on DEI to train our Academy staff on these important issues, to help 
us craft an organizational mission statement around DEI (long overdue) and to 
provide a thorough review of our policies and programs with an eye towards these 
key principles. 

This is not the time to be quiet about race and racial issues in America.  
We thank you for your voices and advocacy on behalf of your patients. 

LETTER FROM THE

DIRECTOR
INFORMATION FOR HIV CARE PROVIDERS

IN 
THE NEWS

Long-Acting, Injectable Drug  
Could Strengthen Efforts to Prevent, Treat HIV

SCIENTISTS have developed an 
injectable drug that blocks HIV 
from entering cells. They say the 

new drug potentially offers long-lasting 
protection from the infection with fewer 
side effects. The drug, which was tested 
in non-human primates, could eventually 
replace or supplement components of 
combination drug “cocktail” therapies 
currently used to prevent or treat the virus.

University of Utah Health scientists led the 
study in collaboration with researchers from 
the National Institute of Allergy and Infectious 
Diseases (NIAID), Beth Israel Deaconess 
Medical Center in Boston, and Navigen, Inc.

“This is an exciting new HIV therapeutic 
option for both prevention and treatment, 
with a unique mechanism of action compared 
to other approved drugs,” says Michael S. Kay, 
M.D. Ph.D., a senior author of the study and 
a U of U Health professor of biochemistry. “It 
has great potential to help patients who suffer 
from drug resistance as well as those who 
would benefit from a longer-acting, injectable 
anti-HIV drug cocktail.” 

The study appears in Proceedings of the 
National Academy of Sciences (PNAS).

In 2019, about 1.7 million people worldwide 
were newly infected with HIV, according to the 
World Health Organization. More than 38 million 
people are currently living with the infection. 
Combination antiretroviral therapy (cART), 
the so-called “drug cocktail,” has dramatically 
improved survival and quality of life for such 
patients, but it is also costly, often has serious 
side effects, and requires patients to take 
pills daily. In addition, because HIV frequently 
mutates, drug resistance is a constant challenge, 
Kay says, so researchers are always seeking 
new drugs with novel mechanisms of action to 
produce more robust combination therapies.

In this new study, the researchers tested 
a unique drug called CPT31, based on a 
D-peptide that targets a critical pocket on 

HIV’s fusion machinery that rarely mutates. 
D-peptides are mirror images of naturally 
occurring peptides. To imagine it, think of 
right and left hands. The building blocks 
and overall structure of natural peptides are 
analogous to our left hand versus our right 
hand for D-peptides.

Because of that, CPT31 and other 
D-peptides are not degraded in the body. 
Therefore, they last much longer than natural 
peptides, making them especially suitable for 
a long-acting injectable formulation. 

“In addition to their durability in the body, 

D-peptides are largely ignored by the immune 
system, preventing immune reactions that 
are a side effect often seen with traditional 
peptide and protein drugs,” says Brett Welch, 
a co-author of the study and senior director 
of technology and strategy at Navigen, Inc., 
the Salt Lake City company that co-developed 
CPT31 and is managing clinical trials. “As a 
D-peptide, our hope is that CPT31 will provide 
extended viral suppression with a lower dose 
and reduced side effects.”

To see if CPT31 could prevent HIV 
infection, Kay and colleagues first injected the 
drug into healthy macaque monkeys starting 
several days prior to exposure to a hybrid 
simian-human form of HIV called SHIV. The 
monkeys were completely protected from this 
very high SHIV exposure, much higher than 
what humans typically encounter, and never 
developed signs of infection. Subsequently, 
the scientists identified the minimum dose of 
CPT31 needed to confer complete protection, 

information that will help inform clinical trials. 
“We think this drug could be used by 

itself to prevent HIV infection because initial 
HIV exposure typically involves a relatively 
small amount of virus,” Kay says. “This study 
showed that the vast majority of circulating 
HIV strains from around the world are 
potently blocked by CPT31.”

But what about later stages of the disease 
when there are billions of copies of the virus 
circulating in the body? 

To find out, the researchers gave CPT31 to 
monkeys with untreated SHIV infections and 
high viral loads. Over the course of 30 days, the 
drug significantly lowered the presence of SHIV 
in their bloodstreams. However, virus levels 
rebound in two to three weeks due to drug 
resistance, as typically observed when treating 
established infections with a single drug.

“Such a simplified ‘maintenance therapy’ 
could present patients with a new option 
for viral control that is more cost-effective, 
convenient to take, and has fewer side 
effects,” Kay says.

In parallel with clinical trials, Navigen 
is developing a long-acting injectable 
formulation of CPT31 with the goal of only 
requiring injection of the drug once every 
three months.

 “Long-acting injectable formulations 
appear to be greatly preferred by both 
patients and physicians compared to current 
daily drug regimens that can be challenging 
to maintain,” Welch says. “Additionally, the 
steady therapeutic drug levels provided by 
such a formulation would reduce the risk of 
drug resistance caused by missed daily pills, 
as well as reduce side effects.”

Upcoming human trials, scheduled for 
later this year, will help determine whether 
CPT31 is safe and effective in humans. Kay 
says that the full course of human clinical 
trials and subsequent FDA approval could 
take several years. 
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INFORMATION FOR HIV CARE PROVIDERS

IN 
THE NEWS

Unique HIV Reservoirs in Elite Controllers
Xu Yu, MD, Ragon Institute group leader, 
recently published a study entitled 
“Distinct viral reservoirs in individuals with 
spontaneous control of HIV-1,” in Nature. 
Yu’s lab, in collaboration with Ragon 
group geaders Mathias Lichterfeld, MD, 
PhD and Mary Carrington, PhD, and Ragon 
Director, Bruce Walker, MD, found rare 
sequences of HIV DNA by analyzing billions 
of cells from 64 elite controllers (people 
living with HIV who suppress the virus 
naturally without the need for medication), 
and 41 individuals on antiretroviral drugs 
(ART). Unlike ART-treated individuals, 
elite controllers’ viral reservoirs appear 
to be incapable of being reactivated. This 
likely helps the elite controllers maintain 
spontaneous, drug-free control of HIV and 
may represent a distinguishing feature for a 
functional cure of HIV infection. 

HIV affects more than 35 million people 
worldwide and can be effectively controlled, 
but not cured, with a daily regimen of ART. 
Upon infection, retroviruses like HIV place 
copies of their viral genetic material into cells’ 
genomes, creating viral reservoirs, sanctuaries 
where HIV persists despite ART, throughout 
the body. When a complete copy of the virus, 
or intact viral genome, is incorporated into a 
cell’s genome, it can be used to create new 
copies of HIV. For people living with HIV, this 
means that if they stop taking ART, the intact 
viral genomes previously integrated into the 
cells’ genomes start making new copies of 
the virus, leading to rapid viral rebound and 
disease progression. The HIV viral reservoir 
has remained a major obstacle to an HIV cure.

Elite controllers’ immune systems use a 
T-cell mediated immune response to control 
the virus without medication, to the point 
that the virus is completely undetectable by 
standard assays. Understanding the interplay 
between their immune system and HIV may 
hold the key to helping the immune systems 

of people living with HIV to suppress the virus 
without daily treatment, achieving what is 
known as a functional cure.

Yu’s group studied the viral reservoir 
in elite controllers, using next-generation 
sequencing techniques to precisely map 
the locations of intact HIV genomes in the 
human genome. They found that in elite 
controllers, HIV was often found in locations 
of the genome that researchers call gene 
deserts. In these inactive parts of the human 

genome, human DNA is never turned on, 
and HIV cannot be effectively expressed but 
remains in a “blocked and locked” state. This 
means that HIV is locked in the cell’s genome, 
and the viral genome is blocked from being 
used to create more viruses and is therefore 
incapable of causing disease.

“This positioning of viral genomes in elite 
controllers,” Yu, says, “is highly atypical, as in 
the vast majority of people living with HIV-1, 
HIV is located in the active human genes 
where viruses can be readily produced.” 

When the authors collected cells from elite 
controllers and infected them with HIV in the 
lab, they found the virus integrated into active 
sites in the cell genomes, not in the inactive gene 
deserts. This suggests that the elite controllers’ 
unique viral reservoirs may be a result of their 
HIV-suppressing T cell response eliminating 

intact viral genomes from active sites.
If researchers are able to identify which 

viral reservoirs can make new copies of the 
virus after treatment stops, it may help them 
to target a treatment against the active, or 
rebound-competent, reservoirs. This study 
suggests that if researchers can activate the 
kind of T cell immunity that is present in elite 
controllers, they may be able to eliminate 
rebound-competent viral reservoirs in people 
living with HIV, achieving a functional cure. 
The remaining viral DNA, located in non-
active parts of the human genome, could be 
allowed to exist without causing disease. 

“NHLBI is interested in understanding 
how the immune systems of some people 
living with HIV naturally control their infection 
without medication,” said Keith Hoots, M.D., 
director of the Division of Blood Diseases and 
Resources at the National Heart, Lung, and 
Blood Institute, part of the National Institutes 
of Health, and a veteran HIV researcher 
himself. “What happens with these individuals, 
whom we call elite controllers, may shed light 
on an HIV-1 cure and also help us understand 
how a person with HIV might control virus and 
avoid HIV-associated comorbidities.”

Yu’s group had one more finding: one of 
their elite controller participants had no intact 
HIV found in over 1.5 billion cells analyzed. 
This raises the possibility that a “sterilizing 
cure” of HIV, in which the participant’s 
immune system has removed all intact HIV 
genomes from the body, may be achieved 
naturally in extremely rare instances.

This project was supported by the National 
Heart, Lung, and Blood Institute, the National 
Institute of Allergy and Infectious Diseases, 
the National Institute of Drug Abuse, the 
National Institutes of Health, the Mark and 
Lisa Schwartz Family Foundation, the Ragon 
Institute of MGH, MIT and Harvard, the 
Bill & Melinda Gates Foundation, and the 
Foundation for AIDS Research (amfAR).

MS Drug May be Used to Inhibit HIV Infection and Reduce Latent Reservoir
Fingolimod, used to treat multiple sclerosis 
flare-ups, may inhibit HIV replication and 
consequently reduce the latent reservoir, 
according to research published in PLOS 
Pathogens by GW researchers

Fingolimod, an FDA-approved 
immunosuppressive drug used to treat 
multiple sclerosis flare-ups, may be used 
to block HIV infection and reduce the 
latent reservoir. Researchers at the George 
Washington University (GW) published their 
novel findings in PLOS Pathogens. 

“While antiretroviral drugs 
have been effective in treating 
HIV thus far, drug resistance, 
negative side effects of 
antiretroviral therapy, and its 
varying efficacy underscore 

the need to develop alternative treatment 

and prevention options,” said Alberto Bosque, 
PhD, MBA, assistant professor of microbiology, 
immunology, and tropical medicine at the GW 
School of Medicine and Health Sciences. “For 
the first time, our research team found that 
by targeting the receptors to the signaling 
molecule Sphingosine-1-phosphate (S1P), 
we could effectively block HIV infection and 
cell-to-cell transmission of the virus and 
consequently reduce the seeding of the latent 
virus in the test tube.”

Treatment for HIV is lifelong, due to a latent 
reservoir of HIV-infected cells that may reactivate 
at any time. In addition to other drawbacks, 
current antiretroviral therapies do not specifically 
target latent infection. Finding ways to not 
only target infection, but also reduce the latent 
reservoir would have a great impact on the nearly 
40 million people living with HIV worldwide.

Fingolimod, known also as Gilenya, works 
by acting as a functional antagonist of S1P 
receptors. By observing human immune 
cells, Bosque and his research team found 
that HIV infection was blocked by targeting 
S1P receptors with Fingolimod. The team 
discovered that the HIV life cycle was impacted 
at multiple levels. First, the drug reduced the 
surface density of the HIV receptor in T-cells, 
inhibiting viral binding and fusion. Secondly, 
Fingolimod activated the antiviral restriction 
factor SAMHD1, leading to a reduction in levels 
of total and integrated HIV. 

“We believe this compound may be a 
promising novel therapy for HIV treatment 
and prevention,” said Bosque. 

“Fingolimod inhibits multiple stages of 
the HIV-1 life cycle,” was published in PLOS 
Pathogens.

Kidney transplantation between people with HIV is safe, NIH study finds
Multicenter HOPE Act study expands pool of available kidneys

K IDNEY TRANSPLANTATION from deceased donors 
with HIV to people living with both HIV and end-
stage kidney disease is feasible and safe, investigators 

supported by the National Institutes of Health have found. Their 
study demonstrates that the pool of available kidneys for people 
with HIV can be expanded by including donors with HIV, making 
more kidneys available for all who are awaiting a transplant. 

The new findings build on research from 2019, when scientists 
from the University of Cape Town and NIH reported that people living 
with HIV who received kidney transplants from deceased donors with 
HIV had high overall survival and kidney graft survival after five years.

People living with HIV have a growing prevalence of end-stage 
kidney disease and are nearly three times more likely to die while 
on kidney dialysis than people without HIV. Kidney transplantation 
extends the lives of people with HIV and end-stage kidney disease, 
but these individuals face a shortage of donors and limited access 
to donor kidneys. The HIV Organ Policy Equity (HOPE) Act, passed 
by the U.S. Congress and signed into law in 2013, allows organ 
transplants from donors with HIV to recipients with HIV in approved 
research studies in the United States. Experts concurred that kidney 
transplantation between people with HIV would expand the pool of 
available organs and save lives. Consequently, investigators sought 
to explore the safety of this innovative transplantation practice.

The multicenter study was conducted by the HOPE in Action 

team led by Christine M. Durand, M.D., associate professor of 
medicine, and Dorry Segev, M.D., professor of surgery at Johns 
Hopkins University in Baltimore. NIH’s National Institute of Allergy 
and Infectious Diseases (NIAID) funded the study with additional 
support from the National Cancer Institute, also part of NIH.

Between March 2016 and July 2019, investigators at 14 clinical 
research sites enrolled 75 adults with end-stage kidney disease 
and HIV whose virus was reliably suppressed by anti-HIV therapy. 
Twenty-five participants received kidney transplants from deceased 
donors with HIV, and 50 participants received kidney transplants 
from deceased donors without HIV. The latter group included 22 
donors who had false-positive HIV tests, another new organ source 
that has been an unexpected benefit of the HOPE Act.

All participants survived transplantation at a median follow-up 
of 1.4 years for recipients of HIV-positive kidneys and 1.8 years for 
recipients of HIV-negative kidneys. One year after transplantation, 
overall graft survival was excellent and comparable between 
recipients of HIV-positive kidneys (91%) and HIV-negative kidneys 
(92%). In addition, there were no differences in the rates of 
infections requiring hospitalization, serious adverse events (1.1 per 
person year) or HIV-related complications, which were rare.

Dr. Durand also is leading the HOPE in Action Multicenter Kidney 
Study, a large-scale, NIAID-sponsored clinical trial to further study 
the safety of kidney transplantation between people with HIV.

Unlike ART-treated 
individuals, elite 
controllers’ viral reservoirs 
appear to be incapable 
of being reactivated. 
This...may represent a 
distinguishing feature for 
a functional cure of HIV 
infection.
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Ronald Cathcart, MD, AAHIVS 
Melbourne, Florida

 ‘‘BY FAR, FOUR OF THE BEST YEARS OF MY 

LIFE.”  This is how Dr. Cathcart recalls his time at 
Meharry Medical College, a HBCU in Nashville, TN, 
specializing in healthcare education. As part of his 

medical training he did externships in Mississippi and Alabama 
where he ‘delivered’ babies. “Of course,” Ronald says, “the mothers 
did all the work! I also had the privilege and pleasure of doing an 
externship in Ghana for one summer.” After medical school, he did 
his internship and residency in Internal Medicine at the University 
of Florida in Jacksonville before going into private practice in Fort 
Myers for about three years in the late 1980s. 

“A friend of mine in Fort Lauderdale asked me to come into the 
health department to treat people living with HIV,” recalls Ronald. 
“I was not satisfied with private practice and, after about two years 
of telling her ‘no,’ I agreed to sign on and become a staff physician. 
I became the medical director of the clinic.” Dr. Cathcart spent 17 
years with the Broward County Health Department treating patients 
living with and dying from HIV from 1989 to 2006. “It was a lot of 
heartbreak and tears for a while because, at first, most of our patients 
(most of whom were young) eventually died. In 1996, things did 
change: highly active antiretroviral therapy became available and 
patients started living.”

In 2006, Dr. Cathcart moved to Brevard County and joined 
Comprehensive Health Care, a non-profit, Ryan White support-
ed, stand-alone practice in Melbourne, Florida; officially called 
Unconditional Love, Inc. doing business as Comprehensive Health 
Care. He is still in practice as a staff physician here today along with a 
robust team. “We have a nurse practitioner, four registered nurses (one 
of whom is the chief operating officer), eight case managers, medical 
records personnel, one nurse assistant and receptionists, drivers, and 
assistants to the CEO. The clinic was started by a nurse practitioner 
who worked at the Brevard County Health Department because there 
was no non-private medical entity that treated people with HIV in 
1991. She and her brother and friend were the first staff of the clinic.”

Together with a nurse practitioner, Dr. Cathcart sees about 20 pa-
tients a day and works five days a week. He has about 700 active patients; 
most (about 87%) of whom have undetectable viral loads. Asked to con-
sider his patient population, Ronald shares, “We have a broad mixture 
of patients with HIV. Some work, others are retired, many are disabled. 

We only see adults (18 years and older). Our 
oldest patient is 91 years old. More than half of 
our patients are over age 50. The most common 
risk factor for acquiring HIV is men who have 
sex with men (about 60 to 65%), followed by 
heterosexual transmission, intravenous drug 
use, and vertical transmission from mother to 
child. A minority include blood transfusion and 
unknown risk factors. European-Americans 
make up about 50 percent of our patients 
followed by African-Americans being about 
40 percent and Hispanic-Americans and 
Caribbean-Americans make up about 10 per-
cent of our patients.”

Dr. Cathcart and his team epitomize 
the kind of multidisciplinary collaborative 
approach to care that many practices strive 
to achieve. He says, “We have a team of 
people here who could probably make more 
money elsewhere. However, with all of us 
working together with and for our patients, 
they (the patients) seem to have bought into 
our approach: treat patients like family and 
show them that we care for and about them. 
Until the money ran out, we had Christmas 
parties for our patients and their families. 

ACADEMY MEMBER

SPOTLIGHT
BY AARON AUSTIN, MEMBERSHIP DIRECTOR

Our goal is to do whatever we can to keep our patients as healthy as possible. We are aware that 
the patients must do their part every day. We see them about once every four to five months, so 
during their appointment we do our best to treat them as best as we can.”

Dr. Cathcart tells his patients the secret to having and keeping an undetectable viral load: 
take your antiretrovirals (usually one pill once a day) as directed. His patients generally take 
their medications and keep their clinic appointments. “My job is made easier by the drug 
companies,” says Ronald. “They have antiretrovirals that are friendly, easy to take, and with 
little in the way of side effects. This way, our patients are generally adherent and that means 
everything. In the bad old days things were much different and patients didn’t live long enough 
to suffer from most of the comorbidities. Today, our patients die, not from HIV, but from what 
I call diseases that could be treated and sometimes reversed by a healthy lifestyle. There is a 
great reluctance, as I see it, by our patients to adopt changes in their lives that would require 
action on their part. These changes include diet, exercise, and stopping smoking, drinking alco-
hol, and using street drugs.” 

Looking to the future, Dr. Cathcart believes we will have long-acting medications that may 
only need to be given once a year or longer, meaning patients may need to be seen less often. He 
hopes a cure for HIV will materialize one day but has doubts. He thinks preexposure prophy-
laxis (PrEP) will become more widespread, and hopefully among high risk groups such as 
young, African-American men who have sex with men. “I am coming to the end of my career,” 
Ronald shares. “I hope to work as long as possible. I want to continue to see and be a part of 

“… I want to continue to see  
and be a part of progress  
in the field of HIV medicine  

and I would like to see  
more patients (and staff)  

adopt a healthier lifestyle to  
avoid preventable diseases  

caused by poor diet and  
poor choices in general...”

progress in the field of HIV medicine and I 
would like to see more patients (and staff ) 
adopt a healthier lifestyle to avoid prevent-
able diseases caused by poor diet and poor 
choices in general.”

Dr. Cathcart recently had the opportuni-
ty to return to his medical school, Meharry 
Medical College, after almost 47 years and 
give a talk to medical staff and students. 
“I had the opportunity to return to a place 
where I had the best time of my life. I was 
welcomed with open arms. Of course, I cried 
tears of joy. I took pictures with some of the 
medical students. It was great to return to a 
place I will always cherish!” 

Outside of work, Ronald’s life is about 
family, including his children and grand-
children. “I want to see them all grow to be 
successful in life. Of course, that success is 
whatever they think it is. I want to be the best 
dad and grandpa possible. That means always 
to be myself and to continue to live as healthy 
a lifestyle as possible.”

Asked why he joined AAHIVM as an 
Academy Member, Ronald says “I joined 
AAHIVM because it was an organization 
that had the tools to continue to educate me 
on matters of HIV. I look forward to read-
ing the information in the emails and the 
challenge of continuing to credential as an 
HIV Specialist. This organization is truly 
dedicated to its members in keeping us up-to-
date with the latest information in the field of 
HIV.”  HIV

AAHIVM Membership Director AARON AUSTIN 
organizes, engages and leads the Academy’s global 
membership of frontline HIV care providers around 
initiatives of advocacy, education and professional 
development. He is currently completing coursework 
for his MPH at The George Washington University 
Milken Institute School of Public Health.
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RACISM IS DEFINED AS A BELIEF that different 
races possess distinct abilities, characteristics 
or qualities which are used to distinguish them 
as inferior or superior to one another.1 From 
the earliest recordings in history, racism has 

been based on the myth that Black people are different, and 
have inferior physical and mental abilities. In fact, the gross 
disparities within the healthcare system is based on racism.

From the beginning of slavery, white physicians played a key role in 
the abuse and mistreatment of black bodies. Slaves were medically ne-
glected and abused because they were not legally human beings, which 
left them powerless. Slave owners decided when and if healthcare 
was given. They often allowed medical care to be rendered to save the 
life of their property after their homemade remedies failed. Too often 
medical treatment was late or diseases were improperly diagnosed. 
When slaves were ill, they were accused of faking, feigning or being 
lazy. Physicians were used to reinforce the owner’s diagnoses or decide 
whether the slaves were actually ill. But many southern physicians’ 
profitability and support of slavery put them in a position to render 
medical decisions based on their shared economic success with the 
slave owners, not what was best to save another human being.2 

Dr. Samuel Adolphus Cartwright was the most prominent physi-
cian, surgeon, and medical scientist in antebellum Mississippi.3 He 
published more than eighty articles in the national medical press on a 
variety of topics, winning numerous awards for his original research 
and contributions to medical literature. His influence extended 
beyond medicine, and he became widely known as a slavery advocate 

The Origin 
of Medical 

Mistrust

The Somber  
History of Racism  

in Healthcare
By Michelle Ogle, MD, FAAP, AAHIVS and  

Ada Stewart, MD, FAAP, AAHIVS

and published articles on slave physiology and health. In 1846, Dr. 
Cartwright was elected as first president of the Mississippi State 
Medical Society, turning his focus on writings based on pro-southern, 
pro-slavery and black inferiority theories.3 He stressed that blacks and 
whites were physiologically and structurally different, thus requiring 
different medical treatments. Cartwright also suggested Black slaves 
were mentally incapable of functioning without a white master. 

Many nineteenth-century southern physicians also owned slaves 
while shaping the role of ethnicity in medicine and health.2 In the 
antebellum south, these physicians propagated flawed theories that 
Black patients had different diseases, disease susceptibilities and med-
ical outcomes than whites. Doctors often used these ideas to provide 
scientific justifications for slavery and black inferiority. Cartwright 
contended that the relation of the slave and master was “not based 
upon human but Divine law” and concluded that the Bible doomed 
Blacks to be “servant of servants.”3 Cartwright’s extreme racial and 
pro-slavery views became the template for southern physicians to con-
tinue supporting slavery as many of them acquired their wealth from 
providing medical care for slaves. In 1853, Dr. Cartwright said, “The 
most profitable kind of practice is that among negroes.”4

When slaves were too old or sick for monetary gain, their own-
ers would sell them to physicians for use in experiments. It was also 
common practice to “raise slaves” for the sole reason to be used in 
experiments. Involuntary experimentation on freed slaves occurred 
by kidnapping, and selling them to the highest bidder. The concept of 
informed consent was not seen as essential in all experiments and not 
required by law when Blacks were used as study participants. When 
consent was obtained, Black people were often lied to about the purpose 
of the experiment and how they would benefit from participation or 
would add other clinical experiments without informing participants. 
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Teaching Racism 
As the concept of teaching hospitals evolved 
in the nineteenth century, medical students 
were expected to experience specialized 
teaching, including gaining knowledge by 
experimenting on black bodies. This became 
more difficult after the abolition of slavery 
because black people were not permitted 
to receive inpatient care at hospitals with 
wealthy whites. 

To address this dilemma, many hospitals 
established “Charity Wards” to house experi-
mental subjects which mainly included Blacks 
and poor whites.5 In exchange for payment 
of medical services rendered, patients on the 
Charity Ward would agree to be subjects 
of experimentation and teaching material. 
In many cases, patients were unknowingly 
agreeing to life saving medical treatment 
being withheld so students could observe 
disease progression. Having access to 
black bodies, enslaved and free was used 
as a marketing tool to attract students 
to attend medical schools and teaching 
programs throughout the south

This unlimited access to black bodies 
became very lucrative, providing limitless 
access for surgeries, observing physical pro-
gression of infections and response to various 
experimental treatments. Physicians would 
perform unnecessary surgeries to gain noto-
riety and skills at the expense of black lives.5 
The overall mission was to use black bodies 
and poor whites to collect data on success 
or treatment failures of diseases common in 
wealthy, well to-do-whites. 

Overtime, physicians learned and accept-
ed that medical or surgical treatment were 
based on race and socioeconomic status. 
Physicians and nurses graduated from teach-
ing institutions with little regard for black 
lives and understanding they were nothing 
more than research material. 

Paving the Way
In 1847, Rush Medical School in Chicago, 
graduated the first African American 
physician in the U.S.6 Dr. David Jones Peck, 
paved the way for other African American 
men to pursue medical careers to provide 
care for Black people who were being denied 
fair and equal medical treatment such as Dr. 
Daniel Hale Williams, who graduated from 

the Chicago Medical College in 1883 (today 
known as Northwestern Medical School).7 
Dr. Williams practiced medicine in Chicago 
at a time when there were only three other 
Black physicians in Chicago and became the 
first surgeon to perform open-heart surgery 
on a human. Dr. Williams was not only a suc-
cessful open heart surgeon, he was a fierce 
advocate in addressing disparities within 
healthcare, co-founding the National Medical 
Association, a professional organization for 
black medical clinicians founded as an al-
ternative to the all-white American Medical 
Association that did not extend membership 
to Black doctors.7

Black physicians, like Dr. Williams, 
provided the impulse for the establishment 
of black hospitals as a means of providing 
medical education and much needed care 
for freed slaves. In 1862, in Washington, 
D.C., the Medical Division of the Freedmen’s 
Bureau (Bureau of Refugees, Freedmen and 
Abandoned Lands) established Freedman’s 
hospital to provide medical care to slaves, 
especially those freed following the after-
math of the Civil War.8 Approximately 30 
years later, Dr. Williams founded Provident 
Hospital and Training School in Chicago 
which became the first black owned and op-
erated hospital in the United States providing 
training for Black nurses and interns.7 For 
the first time, medical treatment for Black 
patients, was provided by Black medical and 
nursing students both of whom had been 
denied access to white hospitals. 

Until the 1960s, many hospitals would not 
admit Black patients or hire Black medical 
staff. According to Nathaniel Wesley Jr.’s 
book, “Black Hospitals in America: History, 
Contributions and Demise,” about 500 
hospitals were exclusively owned or operated 
by Black doctors who primarily served 

system. The effects from this horrific exper-
iment on Black men are still lingering and 
a major factor for the distrust felt by Black 
Americans today. 

HIV adds to the Problem 
The HIV medical community is not innocent 
in adding to the distrust felt by many popula-
tions of color. In 1981, CDC reported the first 
known cases of AIDS (26 cases, one African 
American). By 1984, 50 percent of pediatric 
AIDS cases are among African Americans 
and between 1988–1991, for the first time, 
the number of new infections among African 
Americans exceeded the number of infections 
in whites. Today, African Americans have the 
highest rates of HIV infection in the nation.

Although just 13 percent of the U.S. popu-
lation, Blacks account for nearly 50 percent of 
those living and dying with HIV/AIDS. As the 
demographics of HIV infection changed from 
gay white men to African American women 
and men, America’s attitudes towards people 
living with HIV/AIDS changed as well—from 
empathy for the victims to apathy for Blacks, 
with many onlookers assuming the positive 
minority population contracted HIV because 
they were sexually promiscuous or drug users. 

Nowhere can this be seen more vividly 
than with the experimentation conducted on 
infants and children with HIV in foster care. 
Since the early 1990’s HIV-positive orphans 
were the subjects of many national clinical 
trials conducted by Columbia University 
Medical Center, as well as other New York 
area hospitals and teaching institutions. 
Pharmaceutical companies, including but 
not limited to GlaxoSmithKline (GSK), the 
makers of Zidovudine (AZT), had run clinical 
trials testing the first antiretroviral, as well 
as other medications on about 100 HIV posi-
tive orphans living in New York’s Incarnation 
Children’s Center (ICC).10 In the late 1980’s 
through 2005, Columbia University managed 

AIDS ARV trials through the Pediatric AIDS 
Clinical Trials Group (PACTG).10 These 
trials were supported at the highest levels 
within the state’s government including 
the National Institute of Child Health and 
Human Development with the approval of 
New York’s administration for Children’s 
Services. These infants and children’s bodies 
were experimental subjects for many HIV 
treatment drug trials. It is reported that 
36 drug trials were conducted at the ICC 
between 1997 and 2003.10 

The major concern is there were no 
parental consents or consent from legal 
guardians or foster parents. Decisions for 
participation was made by ICC or Columbia 
University. Federal law gives parents the 
right and responsibility to decide if their 
children should be enrolled into a clinical 
trial and when they should be withdrawn. 
The children placed in ICC didn’t have 
parents who were deemed responsible, given 
that many were incarcerated or dead. The 
children certainly could not provide assent. 
These children were property of the city of 
New York and governmental agencies. They 
gave consent for these children to be used as 
experimental subjects. 

“We’ve Always  
Done it This Way”
It’s hard to change 400 years of structur-
al racism and discrimination. We tried to 
present a brief, painful history of how racial 
discrimination has shaped the current 
disparities within the healthcare system. At 
no time since the beginning of slavery has 
the health of black and brown people been 
equivalent to that of whites. Racism was built 
into our healthcare system and old habits are 
hard to break. This legacy of discrimination, 
and treating black bodies as experimental 
subjects has resulted in mistrust and an 
understanding that Black people receive 

substandard healthcare. Trust can facilitate 
or deter ones willingness to seek healthcare. 
What matters is having healthcare providers 
who can communicate in a language that pa-
tients culturally relate to and trust who treats 
them with dignity and respect.  HIV
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Tuskegee-Guatemala Syphilis Study

Black patients in their communities during 
the height of the country’s segregated past. 
Today, Howard University Hospital, previ-
ously the Freedman’s hospital, remains the 
only black-owned and operated hospital in 
the country.8 

Tuskegee-Guatemala  
Syphilis Study (1932-1972):  
The Real Story 
In 1932, the U.S. Public Health Service 
commissioned its study of syphilis in 
the “Untreated Negro Male” (Tuskegee–
Guatemala Study).9 Once again, poor Black 
men were promised free healthcare to allow 

white doctors to use their black bodies 
for experimentation. Syphilis was 
pervasive in Macon County, Ala., with 
Black men being infected at alarming 
rates. The U.S. government promised 
approximately 600 impoverished Black 
men living free treatment for their 
syphilis. In reality, the syphilis study’s 
design was to collect data on the pro-
gression of untreated syphilis in “negro 
males.”9 

After these men died, autopsies were per-
formed to document disease progression and 
organ system involvement. The underlying 
theory was that syphilis behaved differently 
in white men than in Blacks. Syphilis was 
thought to affect the brain and neurologic 
system in whites, while the disease was 
thought to primarily affect the cardiovascular 
system in Blacks because their brains were 
smaller, less well developed than white men’s, 
and therefore the infection would spare the 
neurologic system including the brain. Black 
men were stigmatized as whores, sexual 
deviants and responsible for the spread of the 
infection, thereby unworthy of treatment. 

In 1958, the U.S. Public Health Service, 
awarded certificates and the participants $25 
for their sacrifice. Another fact not widely 
known is the U.S. government also promised 
to pay Guatemala to allow the same study 
design to be implemented in incarcerated, 
poor and mentally disabled Hispanic men.9 
The Tuskegee - Guatemala Syphilis study is 
the longest and most widely known experi-
ment documenting the gross abuse suffered 
by Black and Guatemalan men and their 
families at the hands of the U.S. healthcare 
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By Ada Stewart, MD, FAAP, AAHIVS

RURAL BLACK AMERICA  faces significant health 
disparities due to many multifactorial 
challenges. These include stigma, a poorer 
elderly population, food deserts, and a lack 

of resources. These communities often have reduced 
access to healthcare, clean water, and transportation. 
Thus, these myriads of challenges have resulted in a 
disproportionate impact on African Americans related to 
HIV and SARS-CoV-2. 

The COVID-19 pandemic has unveiled and exacerbated 
the inherently flawed American healthcare system where 
people of color suffer disproportionately from disease.1 
Many physicians who are committed to serving HIV 
patients in underserved communities are now experiencing 
the same challenges and barriers in treating COVID-19 in 
rural America. (Table 1)

In regards to HIV, southern states are not evenly 
burdened compared to the rest of America. The majority 
of the southern region is rural and a majority of new HIV 
cases are concentrated in the south.2 (Table 2)

In President Donald Trump’s State of the Union 
Address in February 2019, he announced plans to erad-
icate HIV/AIDS by 2030. Until recently, HIV/AIDS 
was thought of as a predominantly urban issue, but the 
2015 HIV outbreak in Scott County, Ind., brought a new 
light and a new lens to the disease’s prevalence in rural 
America. As Congress works with the Administration to 
develop strategies to prevent future cases of HIV/AIDS, 
they must acknowledge the challenges and needs of rural 
Americans living with the HIV and struggling to access 
necessary care.3

The COVID-19 pandemic  
has unveiled and  
exacerbated the  

inherently flawed American 
healthcare system  

where people of color  
suffer disproportionately  

from disease.

Why COVID-19  
and HIV are  

Killing UsIN RURAL  BLACK AMERICA

SHUTTERSTOCK/ IAKOV FILIMONOV

HEALTH DISPARITIES
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The program “Ending the HIV Epidemic: A Plan for America,” was 
a call to action and has been implemented to reduce the number of 
new HIV infections in the United States by 75 percent by 2025, and 
at least 90 percent by 2030. Phase I of the plan focuses on 57 priority 
jurisdictions, including 48 counties, Washington, D.C., and San Juan, 
Puerto Rico, and seven states with a disproportionate occurrence 
of HIV in rural areas. This includes six of the seven states which 
are in located in the South, notably Alabama, Arkansas, Kentucky, 
Mississippi, Oklahoma, and South Carolina.3

The impact of HIV in the South varies by race. African Americans 
are disproportionately impacted in every risk group, accounting for 
53 percent of new HIV diagnoses in the region in 2017. Black gay, 
bisexual, and other men who have sex with men (MSM) account for 
six out of every 10 new HIV diagnoses among African Americans in 
the South. Among MSM, the number of new diagnoses in Black MSM 
is nearly twice that of white and Hispanic/Latino MSM. While the 
number of new HIV diagnoses is similar among the latter two groups, 
new diagnoses among Hispanic/Latino MSM in the south have 
increased 27 percent since 2012. While new diagnoses among white 
MSM in the South have decreased nine percent in the same period. 
Among women, Black women are also disproportionately impacted, 
accounting for 67 percent of new HIV diagnoses among all women in 
the South.2 (Table 3.)

Despite significant progress in treating HIV with antiretroviral 
therapy, the mortality rate continues to remain high in the South. In 
some southern states the HIV death rate is three times higher than 
in other states. Although death rates have declined since 2012, the 
South accounted for nearly half (47 percent) of the 15,807-people di-
agnosed with HIV in the U.S. who died in 2016. These high mortality 
rates are secondary to the challenges and barriers to care in the rural 
areas.4 

Pre-exposure prophylaxis (PrEP) for HIV 
is underutilized across the nation with less 
than a quarter of the 1.1 million Americans 
who could benefit from its use. The South 
has had limited uptake and Southerners ac-
counted for only 27 percent of PrEP users in 
2016, even though the region has more than 
half of new annual HIV cases.5 However, im-
plementation of PrEP has slowly improved 
over the past few years because of programs 
such as the “Ready Set Prep” initiative which 
makes PrEP medications available at no cost 
to individuals who lack prescription drug 
coverage.6

What factors are  
behind these disparities?

Stigma
Stigma is one of the most significant barriers 
to individuals living in rural communities. 
In rural areas, especially in the South, the 
stigma surrounding HIV/AIDS and its asso-
ciated risk factors limit people’s willingness 
to get tested, disclose their HIV status, seek 
treatment and or receive preventive services. 
Associated risk factors that can further cre-
ate additional barriers include: sexual orien-
tation, substance abuse disorder, poverty, and 
commercial sex work. These individuals are 
usually a part of a smaller community where 

Table 2

Table 1 Table 3

HEALTH DISPARITIES IN RURAL BLACK AMERICA
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everyone knows everyone and therefore 
may not seek out the necessary services for 
prevention or treatment. 

Implicit bias among physicians can further 
limit one’s opportunity to obtain HIV testing, 
care, or prevention services. Several myths and 
misinformation often run rampant in rural ar-
eas regarding HIV. Issues such as homophobia 
and transphobia, racism, and general discom-
fort with public discussion of sexuality may be 
more widespread in the South (rural areas). 
These challenges can limit access to accurate 
sexual health information, which people need 
to protect themselves from infection. 

One way to address this is to expand sex ed-
ucation in school and have community health 
services that are focused on the overall health 
of individuals in these areas. Some commu-
nities have found success with the support of 
the Black churches in these areas. In addition, 
having support services and needle exchange 
programs with these areas can be of great ben-
efit. If issues around stigma are not addressed, 
the number of individuals living and dying 
with HIV/AIDS will not decrease. 

Poverty 
Rural areas tend to have higher poverty rates and lower rates of health in-
surance coverage. Among the total non-elderly population, 15 percent of in-
dividuals in the South are uninsured compared to 10 percent of individuals 
in the rest of the country. Uninsured rates are lower for children compared 
to non-elderly adults, but children and non-elderly adults in the South are 
still more likely to be uninsured than those in the rest of the country. 

Compared with urban areas, rural populations have lower median 
household incomes, a higher percentage of children living in poverty, 
fewer adults with postsecondary educations, and more uninsured 
residents under age 65, and higher rates of overall mortality.7

Many rural residents live on farms, ranches, reservations, frontiers, 
or in unstable housing and may live far from places to access the care 
that they need. They often must travel long distances to reach a health-
care provider. That means taking hours off from work for an initial ap-
pointment or follow-up, which causes many to delay or avoid care. Due 
to lack of insurance, some cannot afford medications and the associated 
cost of care. Many of the southern states have not expanded Medicaid 
and now due to the COVID-19 pandemic, many have lost their source of 
employment and income and may not be eligible for coverage.

In expansion states, Medicaid coverage for people living with HIV 
increased six percent between 2012 and 2014 nationwide. In those 
same states, the uninsured rate of people with HIV dropped six per-
cent, according to the Kaiser Family Foundation.8

Furthermore, we must educate individuals living with HIV and 

the community about Ryan White Programs. 
These programs provide a comprehensive 
system of HIV primary medical care, essen-
tial support services, and medications for 
low-income people living with HIV who are 
uninsured and underserved.9

Lack of Access to Healthcare
Rural areas are negatively impacted by the 
lack of healthcare clinicians in addition to 
the increased closure of hospitals in rural 
areas. As of January 1, 2020, the rural hospital 
closure crisis has claimed 120 facilities across 
the nation over the past 10 years according to a 
recent study released by the Chartis Center for 
Rural Health.10 With 60 million Americans liv-
ing in rural communities (roughly 19.3 percent 
of the population) and access to healthcare in 
these regions already being a daily struggle, 
the study sheds light on an issue that requires 
rapid attention by policy makers, as well as 
local and state governments. 

Current research shows that one in four 
rural hospitals are at risk of closure. But 
what are the factors contributing to these 
hospital closures? One study found that the 
overwhelming factor contributing to the 
increased risk of rural hospital closures was 
that “hospitals located in states that have 
not adopted Medicaid expansion have lower 
median operating margin and have a higher 
percentage of rural hospitals operating with a 
negative operating margin. Of the eight states 
with the highest levels of closures since 2010, 
none are Medicaid expansion states.”7

Lack of Access to Providers 
 to Treat the Community
Rural communities may experience limited 

access to healthcare services and providers. 
Clinicians may have limited experience with 
HIV and may not provide testing or treatment 
or feel comfortable prescribing PrEP. This 
may be the result of stigma, implicit bias, or 
discrimination towards those living with HIV. 

Solutions include increasing loan forgive-
ness and encouraging medical schools to use 
a more holistic approach to medical school 
admission processes, exposure of medical 
students to rural communities’ rotations and 
secured funding for Rural Teaching Health 
Centers. In addition to recruiting prospec-
tive medical students to work in rural areas, 
there needs to be increased focus on cultural 
sensitivity and humility, and the inclusion of 
implicit bias training to bring awareness to the 
social determinants of health in rural areas.

Digital Divide
Almost half of the U.S. population lacks 
broadband Internet access. Furthermore, 
areas without broadband often lack adequate 
cellphone service, and many low-income 
Americans quickly reach their mobile data 
allotment - even if they have mobile data 
plans. Individuals who are older or younger 
may have difficulty operating telehealth 
services. There needs to be greater education 
in both the community and the clinicians sur-
rounding telemedicine. Telehealth provides 
a means of addressing the lack of access to 
care—eliminating issues relating to transpor-
tation and the need to miss work. 

National advocacy for increased broad-
band is needed along with expanded support 
for telehealth services in rural areas. 
Telehealth has provided a critical access to 
care during COVID-19. We must not lose the 

opportunity to use this valuable tool while ad-
dressing barriers to its use in rural areas.

As we hopefully move forward to a post 
COVID-19 pandemic time period, we must 
address health disparities as they relate to 
both COVID-19 and HIV in rural black com-
munities. We need to advocate to keep rural 
hospitals open and encourage more clini-
cians to practice in rural communities. Work 
needs to be done within rural communities 
to incorporate the use of community health 
workers. Issues such as stigma, discrimination 
and implicit bias must be addressed to ensure 
adequate access to screening, testing for HIV 
and linkage to care. Increased willingness of 
clinicians to provide PrEP, and treatment of 
individuals who test positive for HIV is also 
necessary. Ultimately, by addressing the social 
determinants of health that serve as barriers 
among Blacks in Rural America, we will em-
brace health equity and reduce the mortality 
rates among Black Americans suffering from 
HIV, in addition to COVID-19.  HIV 
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HEALTH DISPARITIES IN RURAL BLACK AMERICA

Compared with urban areas,  
rural populations have lower  
median household incomes,  

a higher percentage of children  
living in poverty, fewer adults  

with postsecondary educations, 
and more uninsured residents  

under age 65, and higher  
rates of overall mortality.
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Mo’olelo Hawai’i/ Hawaiian History
The native people of Hawai’i, or Kanaka Maoli, were descendants of 
Polynesians who migrated to here in two waves: the first around AD 
400 from the Marquesas Islands, and later around the ninth or 10th 
century from Tahiti. Captain James Cook was the first European to 
arrive, on the island of Kauai in 1778. During these times, Hawai’i was 
a sovereign kingdom, one currently defined as: the ability of a people 
who share a common culture, religion, language, value system and 
land base, to exercise control over their lands and lives, independent 
of other nations.1 

By 1820, the first Christian missionaries arrived and so began 
the colonization in the islands. Many settlers came, introducing new 
foods, new ideas/culture, and inevitably, new diseases; all things that 
have led to the depopulation of these people. While there was once 
about 300,000 Native Hawaiians at Captain Cook’s arrival, this num-
ber had dwindled down to 70,000 by 1853.2

In 1893, the Hawaiian monarchy was overthrown and annexation 
by the United States sealed in 1898, an act that was opposed by many. 
Foreign influence in politics, economics, culture and education be-
came insurmountable. During this time, lands were taken from natives 
who lacked satisfactory documentation to prove the land belonged 
to them. After the monarchy was overthrown, teaching and learning 
with Hawaiian language was banned in 1896. Many were punished for 
speaking Hawaiian at school. The language would go silent in school 
and in many households for generations. For a culture whose early 
history lacked a written language, this was devastation of a culture rich 
in oral teachings history, practical knowledge, and culture. 

It was not until the late 1960s and early 1970s, perhaps parallel to 
the African American and American Indian movements on the main-
land America, the renaissance of Hawaiian culture, its practice in 
language, and identity, gained momentum for a resurgence in cultural 
pride and an increase in grass roots community activities involving 
music, hula and recognition of their history. 

As time has passed, ancient day Hawai’i’ is much like modern day 
Hawai’i with Native Hawaiian population pushed to the margins of 
society. With each country contributing to Hawaii’s population and 
culture, the Native Hawaiians have endured vast cultural changes 
which contributed to their disparities in health.

Ke Olakino Hawai’i/ 
Native Hawaiian Health
Just as the identity and culture of the Native 
Hawaiian population became marginalized, 
their current socioeconomic status and 
health conditions reflect this.3

	■ Native Hawaiians in Hawai’i have high 
rates of risk factors for cardiovascular dis-
ease and cancer due to low incomes that hin-
der access to healthcare. Native Hawaiians 
suffer mortality rates that are higher than the 
other ethnic and national groups in Hawai’i 
for heart disease (68 percent higher), cancer 
(34 percent higher), stroke (20 percent high-
er) and diabetes (130 percent higher). 

	■ Of all 50 states, Hawai’i residents are 
graced with the greatest longevity of life, 
but Native Hawaiians have the shortest life 
expectancy of all major ethnic groups studied 
due to heart disease, stroke, cancer and dia-
betes, with a life expectancy of 74.3 years, 6.2 
years lower than the life expectancy for the 
State, at 80.9 years. 

	■ In 2013, Native Hawaiians made up 28.9 
percent of the homeless population in the 
Hawaiian Islands. Among the unemployed 
in Hawai’i from 2006 to 2010, 6.2 percent 
of the Native Hawaiians were unemployed 
as compared to 3.6 percent for the State of 
Hawai’i overall.

	■ Lastly, in 2016, Native Hawaiians/Pacific 
Islanders were 1.6 times more likely to be 
diagnosed with HIV infection, as compared 
to the white population.

(NATIVE HAWAIIAN HEALTH)

I Ola KaKou, I Ola Ka Lahui

“Growing up in Hawai’i, I always felt like I didn’t have a homeland that was ours.  
I would think the Japanese could go back to Japan, the Koreans have Korea,  

but where do us Hawaiians go? What and where do we call our home country?”

–as spoken by Dr. Elliot Kalauawa

By Jeanelle Ahuna, PA-C, AAHIVS,  
Patricio Battani, MPH, Carlton K. Handley,  
and Elliot J. Kalauawa, MD, AAHIVSKE OLAKINO HAWAI’I

(Thriving Individually but also Staying Together  
as a Native Hawaiian Community)
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At Waikiki Health (WH), one of our many 
foci is on health equity for all, and access to 
care wherever this may be for the client. Our 
team comprised of a medical and behavioral 
health provider, medical case management, 
Native Hawaiian healer, and pharmacist, 
work together with our patients at whatever 
part of the linkage to care continuum they 
may be at, in attempts to find that balance of 
HIV suppression and respect for one’s per-
sonal healthcare goals and beliefs. Here are 
the stories of our patients, “J.P.” and “C.C.” 

Kanaka Ho’ohalike/ 
Our Patient’s Story
J.P., a 48-year-old person of mixed Native 
Hawaiian and Asian descent, is living with 
HIV, and uncontrolled diabetes, without 
employment or permanent residence. 
In 2017, while residing on his/her aunt’s 
couch and after several healthcare provider 
changes, the patient came to WH to seek 
medical treatment. Mistrusting of Western 
medicine, he/she had been off all antiviral 
medications with a high HIV viral load, and 
was looking for alternative ways for treat-
ment. After twelve encounters with medical 
case management and two behavioral health 
(BH) interventions, he/she agreed to consult 
with our Native Hawaiian healer (NHH). 
Subsequent visits to NHH and BH, eventu-
ally led to the patient’s first medical visit two 
months later. From these visits, the patient 
remained connected to care, choosing to ini-
tiate ART, and controlling the patient’s HIV 
viral load after a year’s work of engagement 
with members of the healthcare team. At the 
end of 2019, patient remained linked to care 
but continues to work on securing permanent 
housing and controlling other co-morbid con-
ditions, including hypertension. 

“C.C.” is 59-year-old Native Hawaiian 
transgender patient living with HIV/Hepatitis 
C co-infection, methamphetamine-induced 
cardiomyopathy and schizoaffective disor-
der. Despite the challenges he has faced with 
his health and drug use, he has had success 
working as a case manager, and attending 
further graduate school studies. His career 
goals paused, when housing became the most 
recent challenge for him, living on the streets, 
at friend’s places, and bouncing from shelters 
in the last six years. These life-stressors led to 

several suicide attempts. In 2019, he obtained 
stable housing, and his focus on health became 
a priority. During this time, he was be able to fi-
nally verbalize that the nausea associated with 
prior ARVs bothered him but he did not want to 
seem too “humbug” about changing regimens. 

The change in regimen and achieving 
virologic suppression of his HIV, allowed for 
Hepatitis C treatment with intense harm re-
duction counseling on drug use along the way. 
This was a huge effort that required the dedi-
cated participation from several case manag-
ers, a housing navigator, a behavioral health 
provider and lastly, meeting with his medical 
provider weekly or at least every two weeks, 
for the past 12 months. The team not only pro-
vided transportation for every visit, attention 
to other aspects of medical health, medication 
pill box management, but mainly the sense 
of community and support for this patient, 
allowing him to thrive with his medical health 
achievements. At one of his most recent visits, 
the provider overheard him talking to a friend 
on speaker phone saying, “Took 20 years Tita, 
but I got treated for my Hep C!”

Before westernization of their culture, the 
Native Hawaiian’s view of health was multi-fac-
torial, one embracing the lokahi (balance) trian-
gle, of a person’s physical, mental, and spiritual 
well-being with a deeply rooted connection to 
the world, their ‘aina (land), environment, and 
community. For healing, a person may need 
to look toward setting right their emotional 

health before the physical body can heal or 
will find resources in native plants/foods for 
healing properties. ‘Ohana, or family, is a very 
strong component in their view on promoting 
good health. As many live in multi-generation-
al homes, the extended family unit permits a 
strong sense of kuleana (responsibility) and 
laulima (cooperation) in this strong and prima-
ry social structure. Often, the sense of caring 
for the land and the community is equally, if not 
stronger, than caring for one’s self. 

The deep complexity of Native Hawaiian 
culture, and its strong integration with this 
population’s health, is a practice that is still 
lacking and leaving much more attention and 
application. 

Mana’o Holomua/Final Thoughts
Throughout the history of colonization of 
Hawai’i, Native Hawaiians have endured many 
health disparities with origins referencing to 
the historical cultural trauma as the source 
of their ill outcomes. They lost their land, the 
ability to grow their own food, and to contrib-
ute to a previously sustainable community, 
with the arrival of new migrants. This trauma 
of colonialism including massive depopulation, 
landlessness, economic and political marginal-
ization, institutionalization in the prisons, have 
contributed to the outcomes of poor health. 

The Hawai’i Legislature in Act 195 
(2011) affirmed that the Native Hawai’ian 
people are the “only indigenous, aboriginal, 

maoli people” of Hawai’i. Therefore, Native 
Hawaiians are a distinct people that lived 
in and exercised sovereignty over territory 
for centuries prior to European contact and 
the formation of the federal government 
and having maintained their own identity 
with a unique language, history, culture and 
ancestral land base.4 They are a decreasing 
population, making up less than 20 percent of 
the population of Hawai’i. 

The importance of healthcare for Native 
Hawai’ians, respective of their own beliefs 
and practices, is critical for this population 
to thrive—in not only HIV care but health-
care overall. Acknowledging and integrating 
their culture in medical practice, recognizes 
their approaches to health and well-being. At 
Waikiki Health, our mission put forth is con-
gruent with the Native Hawaiian health strat-
egy map (fig.1). We align our medical team to 
assist the patient-centric medical model and 
strive for ways to think out of the box when 
identifying focused strategies for improving 
access to insecurities in health, food and fi-
nancial need. We correlate mental healthcare 
with medical care, while offering traditional 
Native Hawaiian healing practices. We keep 
in mind the importance of the lokahi triangle 

in connection to our patient’s relationship to 
their ‘aina and ‘ohana; and while doing so, we 
can provide and help to promote better health 
for all populations.  HIV 
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a family practice physician assistant and 
specializes in HIV and has been treating 
HIV patients for over 12 years.

PATRICIO BATTANI is the Director of 
Health Equity at Waikiki Health. He 
oversees all the Ryan White programs, 
and the homeless shelters of Waikiki 
Health.

CARLTON K. HANDLEY JR. is a 
Native Hawaiian and the Ryan White 
Program Manager for Waikiki Health. He 
has been an advocate for the LGBTQ and 
HIV positive communities for 10 years.

ELLIOT J. KALAUAWA is a Native 
Hawaiian and the Chief Medical Officer 
of Waikiki Health, a community health 
center in Honolulu, Hi. He specializes in 
Internal Medicine and HIV and has been 

treating people with HIV for over 34 years.

REFERENCES

1.	 The Struggle for Hawai’ian Sovereignty-Introduction; 
Haunani Kay Trask, https://www.culturalsurvival.org/
publications/cultural-survival-quarterly/
struggle-Hawai’ian-sovereignty-introduction

2.	 Hawai’i: History and Heritage; https://www.
smithsonianmag.com/travel/
Hawai’i-history-and-heritage-4164590/

3.	 Mo’olelo Ea O Nā Hawai’i, History of Native Hawai’ian 
Governance in Hawai’i; https://www.doi.gov/sites/doi.
opengov.ibmcloud.com/files/uploads/
Mo%CA%BBolelo%20Ea%20O%20N%C4%81%20
Hawai%CA%BBi(8-23-15).pdf

4.	 Mo’olelo Ea O Nā Hawai’i, History of Native Hawaiian 
Governance in Hawai’i https://www.doi.gov/sites/doi.
opengov.ibmcloud.com/files/uploads/
Mo%CA%BBolelo%20Ea%20O%20N%C4%81%20
Hawai%CA%BBi(8-23-15).pdf

Mo’olelo Ea O Nā Hawai’i History of Native Hawaiian 
Governance in Hawai’i; https://www.doi.gov/sites/doi.
opengov.ibmcloud.com/files/uploads/
Mo%CA%BBolelo%20Ea%20O%20N%C4%81%20
Hawai%CA%BBi(8-23-15).pdf 

Hawaii-History and Heritage; https://www.smithsonianmag.
com/travel/hawaii-history-and-heritage-4164590/ 

Native Hawaiian Health Strategy Map; http://www.papaola 
lokahi.org/images/Strategy-Map-logo-2016-large.jpg 

Traditional Health Beliefs: Native Hawaiian Values; https://
geriatrics.stanford.edu/ethnomed/hawaiian_pacific_
islander/fund/health_beliefs.html 

History of Hawaiian Education; http://www.
hawaiipublicschools.org/TeachingAndLearning/
StudentLearning/HawaiianEducation/Pages/
History-of-the-Hawaiian-Education-program.aspx 

The Struggle for Hawaiian Sovereignty-Introduction, Haunani 
Kay-Trask; https://www.culturalsurvival.org/publications/
cultural-survival-quarterly/
struggle-hawaiian-sovereignty-introduction 

FIG.1  Native Hawaiian Health Strategy Map
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By Kevin Ogle, DMD

DENTAL CARIES  is the most common childhood 
chronic disease with 50 percent of adolescents 
affected between the ages ofsix through 12.1 It is 
a lesser known fact that minorities, specifically 

those within the American Indian and Alaskan Native 
communities are disproportionately affected by oral disease 
when compared to other ethnic groups. Diminished access 
to professional oral healthcare is the root cause of this 
preventable epidemic. 

The American Indian /Alaskan Native (AIAN) population has 
the highest rate of tooth decay of any population cohort in the United 
States. Native children aged two through four years are five times 
more likely than other ethnic groups to present with significant tooth 
decay. Seventy-nine percent of AIAN children, aged two through five 
years, have tooth decay with 60 percent of these children diagnosed 
with severe early childhood caries (baby bottle stimulated tooth de-
cay). Eighty-seven percent of these children in mid adolescence (aged 
six through 14 years) will have a history of tooth decay which amounts 
to twice the rate of dental caries experienced by the general populace. 
Ninety-one percent of AIAN young people, aged 15–19 years, have 
history of dental caries. It is conservatively estimated that 68 percent 
of AIAN children suffer from untreated chronic dental caries.1

 The implications and consequences are even further reaching. One in 
three school children report missing school because of dental pain while 
25 percent report avoiding laughing or smiling because of the way their 
teeth look. The prevalence of caries infection persists in this population 
in spite of the implementation of patient directed dental education 
and decay prevention programs by the Indian Health Service (IHS) 
and tribes. Measures taken such as fluoridation of water systems, the 
application of topical fluoride and dental sealants, along with educational 
programs for children and parents have done little to change outcomes.1

The core of modern dentistry is centered on prevention. This is 
accomplished through routine hygiene appointments in conjunction 
with recall examinations, and yearly imaging studies. Dental caries 

is an infectious and transmissible disease. 
Proper oral healthcare plays an import-
ant role in the prevention and lessening of 
severity of many systemic diseases.2 This is 
abundantly clear in the Native population. 
There has been a link between cardiovascular 
disease (specifically atherosclerosis) and 
periodontal disease. Individuals with gum 
disease also known as periodontal disease are 
at a two to three times greater risk of having 
a myocardial infarction, transient ischemic 
attack or other serious cardiovascular event. 2

Access to quality healthcare has long 
been a point of contention within the Native 
American community in spite of a legal 
obligation by the United States Government to 
provide comprehensive care to tribe members 
living on federally reserved land.1 IHS has ful-
filled treaty obligations to provide healthcare 
for more than 560 recognized Native American 
tribes within the United States, however con-
gress has continued to underfund the agency 
forcing providers to limit services offered. 

IHS funding would have to double in order 
to match the benefits offered to Americans 
incarcerated and serving sentences in the 
U.S. prison system.3 Why are our Native 
American brothers and sisters viewed 
differently in the eyes of the government? A 
thought provoking question to be sure. As 
a result of this disparity in funded services, 
tribe members face a healthcare reality in 
stark contrast to many other US citizens. 
Juvenile diabetes, hypertension, cardiovas-
cular, and neurovascular disease are rampant 
within the native community. While genetic 

W I T H I N  T H E  N AT I V E  C O M M U N I T Y

Health Disparities

BRUCE WARRINGTON/ UNSPLASH

Oral 
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predisposition can account for some cases, 
the severity of a disease and overarching 
effects of a disease are greatly reduced with 
preventative education, dietary, and lifestyle 
modifications. Early disease diagnosis and 
comorbidity detection is instrumental to the 
management of progressive disease. 

Federally Qualified Health Centers 
(FQHC) are an attractive way for graduating 
clinicians in medical and dental fields to 
overcome the nearly insurmountable cost of 
education. The IHS loan repayment program 
awards repayment for qualified health pro-
fessional education loans to clinicians. These 
programs are very rewarding and offer an en-
riching experience and not only afford many 
indigenous peoples the healthcare they so 
desperately need. Currently there is a short-
age of clinicians across American Indian and 
Alaskan native communities.3 Expansion of 
these programs is an absolute necessity to 
provide these individuals with the healthcare 
they so desperately need. 

In 2003 the U.S. Commission on Civil 
Rights published a report highlighting the 
civil rights disparities in healthcare for 
Native Americans. Population expansion 
and steady defunding have compounded this 
crisis. In the field of dentistry specifically, 
rampant childhood caries, edentulism, and 
oral cancer are extremely prevalent.4 This 
is attributed not only to a lack of access to 
dental care but also a dearth of nutritionally 
dense healthy food options. During my rota-
tions in Tuba City, Ariz. healthy food options 
were scarce. I was shocked to find that there 
were two small grocery stores, both of which 
proffered highly processed foods and an 
assortment of sugary soft drinks. Fresh fruit 
and vegetable options were limited and large-
ly replaced with franchised fast food options.5

I was fortunate enough to offer a commu-
nity outreach program directed at providing 
oral health education to school children as 
part of my rotations as a fourth year dental 
student. We stressed the importance of a 
proper hygiene regimen (brushing and floss-
ing twice daily) as well as substitution of wa-
ter, fresh fruits and vegetables as snack items. 
One particular snack item that was very 
popular with children was the “Piccadilly” 
a frozen slush made from snow-cone syrup, 
with gummy bears, pickles, and topped with 

Kool-Aid powder. This concoction is a den-
tist’s worst nightmare. The acid in the drink 
leads to demineralization of tooth enamel, 
and the concentrated syrup and sugars from 
the candy are a perfect food source to promote 
proliferation of Streptococcus mutans, (the 
primary cariogenic bacteria of the oral flora).6

Bridging from dentistry, it is easy to draw 
parallels to infectious disease education and 
prevention. Education is key when attempting 
to remedy circumstance. According to the 
CDC’s HIV surveillance report: for every 100 
AIAN diagnosed with HIV, 60 have received 
some care, 49 are retained in care, and 46 are 
virally suppressed. In comparison for every 
100 people overall diagnosed with HIV, 64 
have received some care, 49 are retained in 
care, and 53 are virally suppressed. From 2010 
to 2017, annually, the number of HIV diagno-
ses increased 39 percent among AIAN overall, 
however the trends varied by age and gender.7 

In conclusion, it is important to shed 
light on how important federally funded 
programs like IHS are for at risk minorities 
like American Indian/Alaskan Natives.8 For 
some individuals a lack of access to specialty 
medicine and dentistry may be the difference 
between having a diabetic limb amputation 
instead of vascular surgery or suffering the 
complications of osteonecrosis of the jaw sta-
tus post head and neck radiation. With steady 
reduction in funding it is much more difficult 
for training clinicians to get exposure to 
FQHC through clinical rotations in Medical, 
Dental, and Pharmacy school. This not only 
compounds the plight the AIAN population 
faces, it discourages replenishment of provid-
ers who have fulfilled contractual obligations 
to provide care in distressed areas nationwide. 

“If the white man wants to live in peace 
with the Indian, he can live in peace. Treat all 
men alike. Give them all the same law. Give 
them all an even chance to live and grow. All 
men were made by the same Great Spirit 
Chief. They are all brothers. The Earth is the 
mother of all people, and all people should 

have equal rights upon it. Let me be a free 
man, free to travel, free to stop, free to work, 
free to trade….where I choose my own teach-
ers, free to follow the religion of my fathers, 
free to think and talk and act for myself, and I 
will obey every law, or submit to the penalty.” 
– Chief Joseph, Nez Perce  HIV
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ORAL HEALTH DISPARITIES WITHIN THE NATIVE COMMUNITY
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The American Indian/Alaskan Native (AIAN) population has the highest 
rate of tooth decay of any population cohort in the United States.  

Native children aged two through four years are five times more likely 
than other ethnic groups to present with significant tooth decay. 
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AS  T H I S  C O U N T R Y  F A C E S  T H E  C H A L L E N G E  
of addressing health disparities that has existed for four 
hundred years in the African American community, 
we can’t ignore what research has shown: for Black 

people, having Black physicians leads to improved health outcomes.1 
In addition, studies indicate that racial and ethnic minority physicians 
are more likely to practice primary care and serve in underserved 
communities than their white counterparts.2 Similarly, we cannot 
ignore the role gender plays in healthcare and the myth that women 
physicians are not as smart as their male counterparts.2 In fact, the 
belief that women healthcare professionals are inferior to their male 
counterparts is deeply rooted and pervasive in our society.

In many professional contexts women’s work roles and 
competences are more likely to be devalued.3 Sadly, gender 
preferences favoring men also exist among patients’ evaluation of 
clinical performance: many patients do not give female physicians the 
credit they deserve.3 

As a woman of color, I face sexism and racism—“double 
discrimination.” We are often overlooked for high level administrative 
positions or not considered for positions we are more than capable of 
filling. A common scenario for many women is having an idea silenced 
only to be applauded when a white man repeats the exact same 
words. Has this ever happened to you? Here’s a conclusion that won’t 
surprise you: black and brown women are still seen as intellectually 
inferior to their white female and male counterparts.  ➤
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Names You Have Never Heard
African American women began practicing 
in medicine as midwives and herbalists.4 
Formal training and recognition of African 
American women began in 1858 when Sarah 
Mapps Douglass was the first black woman 
to graduate from a medical course of study 
at an American University.5 After studying 
at New England Female Medical College, 
in 1867 Rebecca Crumpler became the first 
African American woman to earn a medical 
degree in the United States.6 At the time 
she was enrolled in medical school, there 
were 300 women physicians in the U.S., not 
one was black. After graduation, she joined 
other black physicians caring for freed 
slaves who would otherwise been without 
access to medical care. Dr. Crumpler joined 
the Freedman’s Bureau Hospital where she 
experienced intense racism working as a 
black “Doctress” in the south.6 From this 
came what is thought to be the first medical 
book written for women by a Black woman 
physician, A Book of Medical Discourses: In 
Two Parts, published in 1883. The first part 
covered illnesses of children from infancy to 
five years.6 Dr. Crumpler is one of so many 
accomplishments of African Americans left 
out of mainstream American history. 

African American women have been 
invisible throughout the history of medicine, 
while making history. Dr. Patricia Bath, is 
the first African American female physician 
awarded a patent for a medical invention. 
She invented a new device and technique 
for cataract surgery known as laserphaco, 
for which she was the first black woman to 
receive a medical patent. She was also the 
first woman appointed chair of ophthalmol-
ogy at a U.S. medical institution (UCLA) in 
1983.7 Dr. Helen Dickens, was the first black 
woman admitted to the American College 
of Surgeons. The only black woman in her 
graduating class, Dr. Dickens earned her 
MD from the University of Illinois in 
1934 and completed her internship at 
Provident Hospital in Chicago and in 
1945, she was the first black woman 
to be board certification in obstetrics 
and gynecology. Five years later, she 
became the first black woman ad-
mitted as a fellow of the American 
College of Surgeons. 

Influx of Women of Color  
to Medical Schools
As noted by the Greenlining Institute 
—“Given the numerous inequities that dis-
proportionately impact marginalized com-
munities, especially women and people of 
color, the health sector must elevate the voic-
es of physicians who represent the intersec-
tion of these identities—women physicians 
of color.” Yet, women physicians of color 
continue to face barriers and challenges that 
inhibit their ability to be community leaders. 
To improve the quality of patient care for the 
most vulnerable and underserved communi-
ties, medical schools, hospitals, and all health 
institutions must empower women of color 
to achieve their potential as health equity 
champions within the health care system.

According to the American Association of 
Medical Colleges (AAMC), Black Americans 
represent 13 percent of the population but 
only four percent of approximately 877,000 
active physician workforce and even worse, 
black female doctors represent only two 
percent of all physicians. In 2017, the AAMC 

celebrated the fact that women now comprise 
over 50 percent of medical students. In 2018 
and 2019, women matriculates’ outnumbered 
men. Now, for the first time, women make 
up the majority of students in U.S. medical 
schools. In the AAMC’s 2019 Fall Applicant, 
Matriculant and Enrollment Data Tables, 
women accounted for 52.4 percent of medical 
school matriculants this academic year. A 
long-awaited change and way overdue. 

Even with advances in the number of 
women entering medical school, women of 
color remain underrepresented at every level 
of the healthcare hierarchy. Black women 
are especially absent in leadership positions, 
academics, and in the C-suite—all important 
decision making positions. Black women 
have tremendous hurdles placed in front of 
us making it difficult to reach equity with 
our male counterparts. According to the 
AAMC report Diversity in Medicine: Facts 
and Figures 2019,(www.aamc.org) “medical 
school faculty continued to be predominantly 
white (63.9%) and male (58.6%),” and the 
same holds true for practicing physicians, 
where the majority are also white (56.2%) 
and male (64.1%). According to AAMC 2019 
faculty data, women held only 25.6 percent of 
full professorship and 15.9 percent of clinical 
sciences permanent department chairs. 

“Angry Black Woman,”  
“Stupid Bitch,” and “You’re 
here, Thank Affirmative Action” 
The race and gender pay gap remains a 
barrier for fsemales and African Americans, 
according to Medscape’s 2018 compensa-
tion report. Overall, black physicians earned 
$50,000 per year less than white physicians 

($308,000 for whites versus $258,000 for 
blacks). It’s far worse for Black women 
physicians, earning nearly $100,000 less than 
Black male physicians ($322,000 for black 
men versus $225,000 for Black women).8 

For African American women, bias is definitely 
a contributing factor. Far too often we are seen as 
“angry black women” without the temperament 
to be academic leaders. Even our hair is a barrier 
to advancement; wearing braids or being too 
thick, and kinky, is seen as “not looking like a 
doctor” or “unprofessional.” One need only look 
at the newly passed California law banning 
discrimination against black students and 
employees over their natural hairstyles to 
understand the depth of the problem. 

Recall the Delta Airlines incident a few 
years ago. Tamika Cross, MD, a black physi-
cian, offered to provide medical assistance 
to an ill passenger aboard a Delta Air Lines 
flight. After asking if there were qualified 
passengers who could help, a white flight at-
tendant told Cross to put her hand down be-
cause she was “looking for actual physicians 
or nurses or some type of medical personnel.” 
Cross was a fourth-year OB/GYN resident 
at the University of Texas Health Science 
Center at Houston. Many other black female 
physicians have shared their stories of being 
mistaken for nurses, physician assistants, 
dietitians, hospital food service employees 
and housekeeping staff (often after intro-
ducing themselves as doctors). Implicit bias 
doesn’t allow some people to see beyond their 
preconceived notions even when the facts 
should be obvious.

I had the honor of working with and being 
taught by Dr. Alexa Canady, the first black 
female neurosurgeon. She shared similar 
experiences including being teased by white 
physicians about her dialect. She didn’t 
sound “white enough” or parents of children 
she performed surgery on didn’t believe she 
could be the neurosurgeon, demanded to see 
the “real doctor.”

Throughout our history, black women have 
persevered by confronting and standing up to 
racism and misogyny. We endure being called, 
“Bitches,” being told “You’re not a real doctor,” 
and having someone say “Hey, nurse” and the 
list goes on. Dr. Mae Jemison was the first 
black woman in space. Dr. Velma Scantlebury, 
the nation’s first black female transplant 

surgeon; Family physician Regina Benjamin, 
MD, MBA, became the first black woman and 
the first person younger than 40 to be elected 
to the AMA Board of Trustees in 1995, and 
later U.S. Surgeon General; Pediatrician Dr. 
Joycelyn Elders, became the first black person 
and only the second woman to lead the U.S. 
Public Health Service, and became the first 
black physician to be appointed Surgeon 
General in 1993. Dr. Elders later stated that 
“you can’t be what you don’t see” when 
talking about young girls and boys going into 
medicine. These strong, black women serve as 
role models to all women and allow us to see 
ourselves as leaders, fighters and champions.

Success for African American women can 
be costly. Many successful people suffer from 
“imposter syndrome” which is defined as a 
collection of feelings of inadequacy that per-
sist despite having success.9 This syndrome 
hits women of color especially hard. Many 
black women suffer from chronic self-doubt 
even though we are clearly competent. No 
matter how hard we work, how successful we 
may be, we just don’t feel “good enough” or 
that we are not deserving of praise for a job 
well done. In fact, women of color, especially 
black LGBTQIA women, are more likely 
to experience imposter syndrome because 
we don’t see many people who look like us 
succeed in our respective areas of expertise. 
Experiencing chronic systemic racism and 
oppression is a major contributing factor in 
how we overcome (or not) this syndrome. 
Being told, you aren’t good enough, you’re less 
than or can only succeed because you benefit 
from affirmative action, becomes internal-
ized narratives which can unconsciously 
become facts. 

Women of Color Unite! Ted Yoho, 
Challenge a Woman of Color, 
You Lose!
A white male congressman put his privilege 
on full display when he accosted congress-
woman Alexandria Ocasio-Cortez, calling her 
a fu*king bitch. After she took him to the pro-
verbial woodshed, women of color continue 
killing the game! Congratulations to Senator 
Kamala Harris, our first black, South Asian 
and Jamaican female Vice-Presidential can-
didate. We are so proud of her! Don’t worry, 
she is used to being called, “half-breed,” “not 

smart enough” and yes, “Bitch.” She knows 
how to succeed and gain strength in the face 
of racist misogynistic language. 

And finally, a huge congratulations to my 
co-editor of this publication, Dr. Ada Stewart, 
the first African American woman elected 
President of the American Academy of Family 
Physicians. I’m beyond proud of her accom-
plishments. Thank you for your military 
service and being so committed to decreasing 
disparities within the healthcare system. 

Like these extraordinary women, we 
must continue to address the disparities and 
barriers placed in the face of black female 
physicians. We need to recognize implicit 
bias exists and should be incorporated as a vi-
tal component in medical schools, and higher 
institutions of learning. We must advocate 
for equal pay and encourage mentorship, 
social and cultural support.  HIV
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THE COVID-19 PANDEMIC  has exposed health 
disparities in unexpected places. In April and May, 
the American Academy of HIV Medicine sought to 
understand how shelter-in-place orders from state and 

municipal governments affected PrEP access and use. Presented 
as a late-breaking session at the 2020 Virtual International AIDS 
Conference, the Academy launched two surveys on PrEP Access 
and Use, one for patients and one for providers. 

The Academy shared electronic surveys with its network of medi-
cal providers and via social media to PrEP users. These surveys were 
convenience samples, not a random sample. We used a snowball sam-
ple of PrEP users sharing the link via social media (twitter, Instagram 
and Facebook) and encouraged respondents to share the link with 
their network. The survey was open for 25 days during April and May 
at the height of U.S. shelter-in-place orders.

Notably, one-third (n=406) of PrEP users reported voluntarily 
stopping PrEP as they perceived lowered HIV risk and of those, only 
11 patients lost access to PrEP. Similarly, nearly 90 percent of users 
self-reported reduced sex events, reduced sexual partners, and re-
duced use of technology to meet sex partners. 

Interestingly, respondents to the PrEP users’ survey were over-
whelmingly white, cis-gender, gay men. Therefore, we immediately 
begin this conversation with health disparities emerging. Initially, the 
Academy placed the PrEP user survey on the PrEP Facts Facebook 
Page and asked several PrEP influencers to share the link with their 
networks potentially skewing the respondent pool. 

Conversely, among PrEP providers (n=189), 90 percent of provid-
ers responded that they were able to continue prescribing PrEP, even 
though shelter-in-place orders forced many to deal with practice lim-
itations. Turning largely to telemedicine and altering recommended 
guidelines on HIV and STI testing and routine laboratory monitoring, 

medical providers continued to prescribe 
PrEP, although 40 percent of providers 
stopped prescribing PrEP for new patients 
and only offered refills. Nearly three-quar-
ters of providers reported they had delayed 
recommended HIV and STI testing and 
routine laboratory monitoring. Sixty percent 
of providers ordered routine testing and mon-
itoring off-site that was to be completed as 
soon as possible while 15 percent of providers 
eliminated routine testing and monitoring for 
established patients. 

Another notable point, while one in five 
providers reported encountering a patient 
they believed had an STI that but were unable 
actually examine the patient or perform 
diagnostic testing, nearly half of providers 
empirically treated these individuals with 
antimicrobial therapy. Erring on the side of 
caution, PrEP providers tended to believe pa-
tients continued to engage in risk behaviors, 
contrary to PrEP users’ self-reported risk. 

What does this mean in terms of health 
disparities? The uptake of PrEP remains 
lower than anticipated and new HIV infection 
rates remain constant among communities 
and demographics where PrEP is not yet in 
the “prevention toolbox.” This is specifically 
the case for same gender loving men of color, 
women of color and transgender individuals 
who all experience significant barriers to care. 

In 2017, the CDC analyzed the 2017 
National HIV Behavioral Surveillance 
(NHBS) data and found that Black and 
Hispanic MSM were significantly less like 
to know about PrEP as an HIV prevention 

populations. However, issues of broadband 
access, smart device access, or adequate 
cellular data are limited or problematic for 
low-income populations. If telemedicine is 
used, confidentiality issues arise when pa-
tients do not want family members or friends 
to that they are taking PrEP. 

Another barrier to PrEP care is that we 
are essentially asking well people to adhere 
to a sick person model of care with quar-
terly testing. For those experiencing health 
disparities, asking well people to be vigilant 
about frequent and routine clinic visits can 
be a “heavy lift.” Can we consider reducing 
the timing of HIV/STI testing and laboratory 
monitoring events from every three months 
to every four months? Can we supplement 
quarterly testing with home HIV testing 
with a photo of results uploaded to a patient 
portal? Is it possible to mail home STI test 
kits and swabs? How can providers reduce 
the burden of PrEP access for those already 
experiencing health disparities including 
barriers to PrEP uptake? What are some 
effective ways to facilitate engagement and 
retention of hard to reach populations who 
would greatly benefit from PrEP access? 

In the coming months, the Academy will 
consider assembling an expert panel of PrEP 
prescribers to consider current guidelines 
and recommendations for PrEP, and make 
suggested modifications. Our members 
and credentialed providers have extensive 
experience in prescribing PrEP so, naturally, 
they are the group to best lead these efforts. 
Clearly, the COVID-19 epidemic has shifted 
how all of medicine is practiced, and PrEP 
is no exception. We have the opportunity to 
rethink PrEP, especially for those who expe-
rience the most barriers to it, now is the time 
for the Academy to lead this endeavor.  HIV
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option. Among those who had discussed PrEP with a healthcare pro-
vider within the past year, 68 percent of white MSM reported PrEP 
use, while only 62 percent of Hispanic MSM and 55 percent of black 
MSM reported PrEP use.1

Current clinical guidelines arose out of clinical trials demon-
strating PrEP’s efficacy; however, quarterly HIV and STI testing and 
laboratory monitoring serve as barriers to PrEP. Additional barriers 
include reliance on public insurance or free sexual health clinics, the 
need for transportation, and the wish to use telemedicine. The use of 
telemedicine could improve PrEP uptake among underrepresented 
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EXPANDING MEDICAID

By Anna Forbes 
AAHIVM Director of Public Policy

How Healthcare Gaps 
Reflect States’ Political 

Assumptions and Goals 
SINCE THE BEGINNING of the Trump administration, the percentage of uninsured 

Americans has risen steadily, mostly in populations of color. In 2019, 27.2 percent 
of Hispanics and 13.6 percent of Blacks did not have health insurance, compared 
to the national average of 9.5 percent.1 Not surprisingly, HIV incidence is also 

rising in states that are experiencing growth in their uninsured population and did not 
expand Medicaid under the Affordable Care Act. 

President Obama signed the Affordable Care Act (ACA) on March 23, 2010. One aspect of the ACA 
is Medicaid expansion, a mechanism whereby the federal government agrees to pay for 90 percent of 
health care costs incurred by people and states would have been required to provide Medicaid for both 
parents and those without dependent children with incomes at or below 138 percent of the federal 
poverty level (currently approximately $27,000 for a family of three). In exchange, the recipient state 
agrees to pay the remaining 10 percent to the federal government. Medicaid expansion agreements have 
been signed and implemented by 37 states to date, but 13 states continue to refuse it. Not surprisingly, 
the six US states with the highest uninsured populations—Texas, Oklahoma, Georgia, Florida, Alaska 
and Mississippi—have refused to expand their Medicaid programs.2 

Alaska accepted Medicaid expansion in 2015, but its implementation has been slow. Oklahoma 
also passed Medicaid expansion legislation last June, but its new law will not be implemented until 
2021. The remaining four states—and an additional five states in the south—are still refusing Medicaid 
expansion. In each of these nine states, 12 percent or more of the residents are uninsured because they 
are living above the federal poverty level but cannot afford health insurance. 
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In the southern states refusing to expand Medicaid, we are corre-
spondingly seeing an increase in HIV incidence. In fact, in 2019, the 
CDC’s annual HIV Prevention Progress Report classified “persons 
residing in the southern United States” for the first time as a specific 
population at increased risk of acquiring HIV—along with other clas-
sifications such as people of color and men who have sex with men.3 
Unfortunately, the poor political decision-making in these states is 
hurting the health of their populations, especially communities of 
color, and exacerbating deep-seated systemic racism.  

In 2019, the Texas Alliance for Health Care reported that “Texas 
has 4.8 million Texans under the age of 65 without health insur-
ance—17 percent of the population, a rate almost double the national 
average.”4 Last April, Texas Governor Gregg Abbott accused the feder-
al government of being coercive in trying to force Medicaid expansion 
upon his state.5 In its blunt response, the Texas Medical Association 
replied that, “those [Texans] who lack insurance coverage typically 
enjoy far worse health status than their insured counterparts.”6 Their 
assertion was bolstered by national research done at University 
of Michigan and published in the National Bureau of Economic 
Research.7 It showed that 15,600 deaths were averted when 3.7 million 
low-income Americans who had been uninsured received coverage 
through Medicaid expansion. The annual rate of Texan deaths alone 
that could have been averted per year was 730.8

With many of those uninsured unwilling to get HIV testing due to 
the costs, this could account for the disturbing number of late diagno-
ses in Texas. In 2018, 91,764 Texans were documented as having HIV, 
with 19.9 percent receiving late diagnoses.9 Over one fifth of those 
late diagnoses were in heterosexual women, the highest rate of any of 
Texas’ newly HIV tested sub-group. Florida, with 46 new cases per 
100,000 people in 2017, had the highest incidence of HIV in the na-
tion, followed by 24.9 in California and 22.1 in Texas.10 Within Florida, 
Miami’s rate of new HIV infections is four times that of the national 
average, with 54 new diagnoses per 100,000 people—the high-
est new HIV rate in the country. Four other Florida cities made it into 
the national top ten list for new case rates: Fort Lauderdale at 45 per 
100,000, West Palm Beach at 23, and Jacksonville at 26.11

The state’s extraordinarily high rates 
are tied to the policies of former Florida 
Governor Rick Scott, now representing 
Florida in the US Senate. As governor, 
Scott forced the state’s Health Department 
to return a total of $70 million in federal 
CDC and Ryan White program funding for 
Florida’s state HIV/AIDS programs. State 
health departments across the country 
routinely accept such funding and Marlene 
LaLota, Administrator of Florida’s HIV 
division, said there was no problem with 
this funding process before Scott took 
office. Once in place, however, Scott decided 
that the state did not need specific federal 
funding and returned it, forbidding LaLota 
to discuss his decisions with anyone in the 
legislature, the governor’s office or even with 
her co-workers, under threat of dismissal. 
When the story finally came out in 2019, 
LaLota told the Guardian that “Rick Scott 
had us all on lock-down.”12

LaLotta resigned in 2016 and, in early 2019, 
Scott left his gubernatorial position to take 
assume his Senate position in Washington. 
Florida’s new governor accepts federal fund-
ing and Florida’s state HIV/AIDS division is 
still in the process of being restored. 

The rate of HIV infections declined in 
Florida for five years between 2010-2015, 
only to increase sharply from 2016 to 2018—
the defunding years. In that time, Florida 
reported the highest number of new HIV di-
agnoses in the country. Since then, Florida’s 
HIV incidence rate is still climbing, increas-
ing by nearly 11 percent through 2017—the 
highest number of new HIV diagnoses in the 
country.12 This increase is mainly in popu-
lations of color with the rate of Black males 
living with an HIV diagnosis is 4.4 times 
that of white males, the rate of Black females 
17 times that of white females, the rate of 
Hispanic/Latino males 1.9 times that of 
White males and Hispanic/Latino women 2.5 
times that of white females.13

In Georgia, a total of 54,600 Georgians 
were living with HIV in 2018. Of these, 2,501 
were diagnosed that year.14 About 25 percent 
had an AIDS diagnosis at the time they test 
positive.15 The rate of uninsured Georgians 
rose to 13.7 in 2018; the third-highest rate 
nationally after Texas and Oklahoma.16 
Black men comprised the largest percentage 

of Georgians with HIV in 2018. According 
to Carlos del Rio, co-director of the Emory 
Center for AIDS Research (CFAR), studies 
done at Emory show that these men “don’t 
have more partners or indulge in riskier sexu-
al behaviors than their white counterparts.” 

Then COVID-19 hit. In Georgia, the 
Governor re-opened the state for business on 
April 24, against the objections of Atlanta’s 
Mayor Keisha Lance Bottoms, among 
many others. By July, NPR reported that 
Georgia’s hospitals were so overloaded due 
to COVID-19 that their desperate adminis-
trators were contacting hospitals all across 
the southeast to see if any of them could take 
some of their patients.17,18 Mayor Bottoms 
told NPR that “up to 80 percent of people in 
the state of Georgia who have been hospital-
ized are African American.”17 

Access to care for uninsured people in 
rural Georgia is harder to obtain than in its 

cities. Nine of the state’s 159 counties—all of them rural—have no phy-
sician19. This shortage of health care providers and clinical sites only 
compounds the high levels of poverty and disease in these communi-
ties. The numerous disparities faced by people in such setting were 
overwhelming even before COVID-19. 

Amber England, leader of the Oklahoma’s recent, successful 
Medicaid Expansion Campaign, said, “in the middle of a pandem-
ic, Oklahomans stepped up and delivered lifesaving care for nearly 
200,000 of our neighbors, took action to keep our rural hospitals open, 
and brought our tax dollars home to protect jobs and boost our local 
economy.20 

Supporting advocacy in the states that have not yet accepted 
Medicaid expansion is arguably a critical next step toward overcom-
ing some of our country’s shocking health disparities. According to 
the New England Journal of Medicine (NEJM) “Medicaid expansion 
appears to be a win–win from the states’ perspective—giving health 
insurance to millions of low-income adults and offering financial 
support to safety-net hospitals, without any adverse effects on state 
budget… Skyrocketing number of uninsured, and fragility of our health 
care system offer compelling reasons for non-expansion states to take 
another look.”21  HIV
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EXPANDING MEDICAID

Medicaid expansion appears to be a win–win from the states’ perspective—
giving health insurance to millions of low-income adults and offering financial 
support to safety-net hospitals, without any adverse effects on state budget.
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FEATURED LITERATURE:

Buchacz K, et al for the HIV Outpatient Study (HOPS). The HIV 
Outpatient Study—25 Years of HIV Patient Care and Epidemiologic 
Research. Open Forum Infectious Diseases – volume 7, issue 5, May 
2020. https://doi.org/10.1093/ofid/ofaa123

As we pass the 39th anniversary of the report of the first cases of 
AIDS in the United States (MMWR, June 5th, 1981) many aspects of 
this disease, including its epidemiology and clinical outcomes, have 
significantly evolved. Several longitudinal research cohorts have been 
vital in providing data while monitoring progress along the HIV care 
continuum. This paper is from the HIV Outpatient Study (HOPS) 
which is a diverse cohort of HIV patients from 8 U.S. sites including 
Portland, Denver, Chicago, and Philadelphia. The authors looked at 
their key published findings since its inception in 1993. They syn-
thesized data including trends in health outcomes (1993–2017) and 
mortality (1994–2017) for 10,566 patients. The HOPS has contributed 
to identifying new conditions (eg, lipodystrophy) and noting a signif-
icant reduction in mortality with earlier use of ART in persons with 
HIV. They also uncovered associations between select antiretroviral 
drugs and cardiovascular disease. Also, in this cohort the median CD4 
cell count of participants increased from 244 cells/mm3 to 640 cells/
mm3 from 1993 to 2017. In 2010, 84 percent of HOPS participants 
had a most recent HIV viral load <200 copies/mL, compared with 92 
percent in 2017. The HOPS documented major declines in morbidity 
from opportunistic infections and a significant decline in HIV-related 
mortality from 121 to 16 per 1000 person-years between 1994 to 2017. 
These data can also be used for monitoring trends in infectious and 
comorbid conditions, immunologic and viral suppression status, re-
tention in care, and survival. They are also helpful to inform progress 
towards “Ending the HIV Epidemic.”

AUTHOR’S COMMENTARY:
Since 1993, the HOPS has been detecting emerging issues and chal-
lenges in HIV disease management. This database is one of several 
observational cohorts of persons with HIV that continue to play an 
important role in characterizing and defining many aspects of HIV 
disease. Others include the WIHS, MACS, NA-ACCORD, VACS, and 
D:A:D. These research groups continue to be an invaluable data source 
and help inform national and international guidelines for clinical 
practice. I wrote a piece for the HIV Specialist in 2017 describing 
these individual cohorts in greater detail. Below is a link to that paper.
https://www.mdmag.com/sap-partner/aahivm/
observational-cohorts-what-they-have-taught-us-about-hiv-disease

FEATURED LITERATURE:

Vecchio AC et al. and the AIDS Clinical Trials Group 5199 and 5271 study 
team. Distal Sensory Peripheral Neuropathy in Human Immunodeficiency 
Virus Type 1– Positive Individuals Before and After Antiretroviral Therapy 
Initiation in Diverse Resource-Limited Settings. Clinical Infectious Diseases. 
July 1, 2020; 71(1):158–65

Distal sensory peripheral neuropathy (DSPN) has been a known 
complication of HIV infection for many years—although the preva-
lence appears to have declined in the post-ART era. This study from 
the International Neurological Study Trials Group (ACTG- 5199) as-
sessed the prevalence of DSPN in seven resource-limited settings for 
ART–naive people living with HIV (PLWH) compared with matched 
participants who were not HIV infected and also in PLWH virally 
suppressed on ART. Subjects (n=860) with a CD4+ count <300 cells/
mm3 at baseline underwent a standardized neurological examination 
and functional status assessment before and every 6 months after 
starting ART. Matched individuals (n=2400) not HIV infected un-
derwent the same clinical examinations at a single visit. Associations 
between covariates with DSPN at entry were assessed using the χ2 
test. Persons with HIV who were virally suppressed on ART were 
evaluated using generalized estimating equations. Prior to ART 
initiation, 21 percent of PLWH had neuropathy compared to 8 percent 
of those who were not HIV-infected. The overall prevalence of 
DSPN among those virally suppressed on ART decreased from 
20 percent at week 48 to 15 percent at week 144 and 10 percent 
at week 192. Longitudinally, DSPN was more common in older indi-
viduals and those with less education. Persons with HIV and DSPN 
were more likely to report inability to work and depression than those 
without DSPN. There was no association observed between specific 
ART regimens and DSPN.

AUTHOR’S COMMENTARY:
DSPN is another one of the older HIV-related clinical conditions that 
appears to be less frequently diagnosed in the post-ART era. This may 
be, in part, due to lack of neurological screening of patients. The re-
ported prevalence remains high in patients, especially those who are 
not on ART. The data from this study are consistent with historical 
observations that many, but not all patients with DSPN will improve 
with viral suppression and immune recovery after starting ART. 
However, chronic neuropathic pain and sensory loss can lead to un-
employment, depression, and increased medical costs. More research 
is needed to improve methods for prevention and treatment of DSPN.

FEATURED LITERATURE:

Poynten, IM et al. The Natural History of Anal High-grade Squamous 
Intraepithelial Lesions in Gay and Bisexual Men. Clin Infect Dis. 2020 Apr 
28; doi: 10.1093/cid/ciaa166.

Gay and bisexual men (GBM) have the highest incidence of anal 
squamous cell cancer (SCC). The presence of HIV increases the likeli-
hood of SCC, most of which are caused by human papilloma virus (HPV) 
subtypes 16 and 18. High-grade Squamous Intraepithelial lesions (HSIL) 
precede anal cancer. However, both prevention and treatment remain 
hindered by the lack of data on the natural history of HSIL. This Study 
of the Prevention of Anal Cancer (SPANC) was conducted from 2010 to 
2018. It included 617 GBM men of whom 64 percent were HIV-negative 
and 36 percent HIV-positive. All subjects were > 35 years of age with a 
median age of 49 years. Participants had anal cytology and high-resolu-
tion anoscopy (HRA) done at baseline and at three annual visits. A com-
posite HSIL diagnosis (cytology ± histology) was used. There were 124 
incident HSIL cases over 1097 person-years of follow-up (11.3 / 100 PY). 
Major predictors of a higher incidence of HSIL included: age <45 years, 
HIV positivity, having a prior SIL diagnosis and presence of HPV-16 
subtype. During 695 person-years of follow-up, 153 men with high-
grade SIL cleared the lesions. Predictors of clearance included: age < 
45 years, having anal intraepithelial neoplasia (AIN) 2 rather than AIN-
3, having smaller lesions and non-HPV-16 subtype. Clearance was not 
related to HIV status. Only one patient progressed to anal cancer. The 
authors believe these data strongly show that not all anal HSIL detected 
by screening requires intervention. Men who had persistent HPV-16 
subtype are less likely to clear HSIL and are more likely to benefit from 
treating these lesions with surgery or ablation.

AUTHOR’S COMMENTARY:
This is the largest published study to date looking at the progression 
of HSIL in a cohort of GBM. Overall, these data are encouraging in 
that the progression rate from HSIL to anal cancer was only about 0.2 
percent per year. They can provide a point of shared decision making 
for some patients regarding treatment versus continued surveillance. 
However, HPV infection is obviously a dynamic process for many GBM 
with a potential for both clearance of low-grade lesions but also the 
risk of new HPV infections. Another recent study from France (CID 
2020; 221:1488-93) found 24-month clearance rates of 32 percent for 
HPV-16 compared to 54 percent for HPV-18. Although many HIV pro-
grams perform anal Pap smears in their MSM population there are still 
no formal guidelines regarding this practice. For clinics that are doing 
anal Pap smears, it is important to have a system for follow-up of ab-
normal results including availability of high-resolution anoscopy and 
treatment protocols in place. Continued uptake of HPV vaccination in 
younger MSM should also decrease the incidence of new infections. 

FEATURED LITERATURE:

O’Halloran, JA. et al. Integrase Strand Transfer Inhibitors are associated 
with lower risk of incident Cardiovascular Disease in People Living 
with HIV. JAIDS March 25, 2020 – Publish Ahead of Print. doi: 10.1097/
QAI.0000000000002357

Historically several classes of antiretroviral drugs including prote-
ase inhibitors (PI) have been associated with an increased risk of car-
diovascular disease (CVD) and myocardial infarction in people living 
with HIV (PLWH). A similar association with integrase strand trans-
fer inhibitors (INSTI) has not been looked at in observational cohorts 
such as D:A:D. This retrospective study used the IBM® MarketScan® 
databases for commercially insured and Medicaid patients to identify 
those initiated on ART between 2008 and 2015. The primary outcome 
was “major adverse cardiac event” (MACE) that included a composite 
of acute MI, ischemic stroke, coronary artery bypass grafting (CABG) 
and percutaneous coronary intervention (PCI). The authors esti-
mated hazard ratios (HR) and 95 percent confidence intervals (CI) 
for the association between INSTI and a MACE. Other associations 
including smoking and use of lipid lowering agents were factored 
in. During the 8 years of this study, 20,242 patients initiated ART. 
Twenty-five percent were started on an INSTI, 55 percent on an Non-
NRTI, and 20 percent on a PI. There was a total of 203 MACE events. 
These events included acute MI in 16 vs 66 patients, stroke in 24 vs 
54, CABG in 2 vs 9, and PCI in 7 vs 25 of INSTI users compared to pa-
tients started on a PI or NNRTI-based regimen. Overall Integrase-
based ART regimen was associated with a significantly lower 
risk of a MACE (21% / HR 0.79) compared to non-INSTI-based 
regimens. For this cohort, INSTI-based regimens were associated 
with a 21 percent decreased risk of incident CVD.

AUTHOR’S COMMENTARY:
This data was first presented in 2019 at CROI in Seattle and now 
published. As noted, most of what we know about ART use and CVD 
risk has come from the D:A:D cohort which identified several PIs and 
abacavir with an increased risk. This information may be useful for 
reassuring our patients, although CVD risk in general is complicated 
and impacted by smoking, lipids, diabetes, and genetics along with 
other factors. Weight gain with INSTIs has been increasingly reported 
and this could offset the reduced CDV risk seen in the study. More 
research from other cohorts along with longer follow-up is definitely 
needed to clarify and help stratify our patients’ ongoing CVD risk as 
they age with HIV.  HIV
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