
1�
 

 
 
 
 
 
 
 
Dear Home Study Participant: 
 
Thank you for accessing our “internet only” home study course AIDS I CDC UPDATE: Women 
in Danger. Upon the completion of this course, you will earn three clock hours of NAB 
approved continuing education. Please read the following directions carefully. 
 
·  If you have not already done so, you may place an order for this course by returning to our 

website www.medicalupdate.com or calling our office at 1-888-359-9600; we will be happy 
to process your order by phone. You may do this either prior to or upon completion of the 
test. 

·  Scroll to the materials below. Study the materials and take the test. You will note that the 
number of questions and the number of pages for your study materials have increased. This is 
due to a change in NAB requirements. 

·  You will need access to the Internet as you read the study materials. Although there are no 
absolute requirements, computers with faster Internet connections, faster processors, and 
more memory will get better results.   

·  Upon completion of the post-test, you should click on the “submit” button. Your test will be 
graded upon receipt (Monday – Friday 10am to 4pm Eastern time) and having passed, a 
certificate of completion will be e-mailed to you within one business day. 

·  A 70% or better score is required to pass the test. Should you fail, you are allowed a one-time 
retake. You will be notified by e-mail and offered the opportunity to retake the test. 

·  Along with your certificate, we will be sending a brief evaluation. Please complete the 
evaluation and return it to us by e-mail or fax (423 926 4476). Your specific comments and 
suggestions are appreciated as we are always looking for ways to improve both our courses 
and our service. 

·  If you would like to provide feedback about this course to NAB, you may do so by accessing 
the following link (cecomments@nabweb.org). 

 
If we can be of further assistance, please feel free to contact us by e-mail at 
medup12@gmail.com or by phone at 1-888-359-9600. 
 
Thank you, again, for allowing Medical Update to meet your continuing education needs. 
 
Sincerely, 
Genie Hamlett 
Owner 
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AIDS 1 CDC UPDATE: Women in Danger 
 
The Problem 
 

Today, women account for more than one quarter of all new HIV/AIDS diagnoses. The 

most recent statistics available are from 2009 and are from the CDC (Center for Disease 

Control). The CDC reports that 24% of newly diagnosed HIV/AIDS cases were females and 

76% were males during 2009. HIV/AIDS is the sixth leading cause of death among all women 

worldwide. It is the fourth leading cause of death for African-Americans aged 45-54 years old. 

The only disease causing more deaths of women is cancer and heart disease. (CDC, Reference 

Note 1) 

Women this young will seem out of place in nursing homes. We will explore the reasons 

why this epidemic (which primarily used to affect gay men) is now affecting women. 

The numbers can be overwhelming, so sometimes an overview can be quite helpful in 

understanding this epidemic. The annual number of new HIV infections in the United States has 

been roughly stable since the late 1990s. CDC trend analysis shows that new infections peaked in 

the mid-1980s at approximately 130,000 infections per year and reached a low of about 50,000 

in the early 1990s. Incidence then appears to have increased in the late 1990s, but has stabilized 

since that time (with estimates ranging between 55,000 and 58,500 during the three most recent 

time periods analyzed, 2003-2006). (CDC, Reference Note 2) 

 In 2009, there were an estimated 33.3 million people living with HIV, 2.6 million new 

infections, and 1.8 million AIDS-related deaths. Worldwide, the number of women with HIV 

infections and AIDS has increased steadily. According to the latest (2008) WHO and UNAIDS 

global estimates, women comprise 50% of people living with HIV. For women in their 

reproductive years (15-44), HIV/AIDS is the leading cause of death and disease worldwide, 
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while unsafe sex is the main risk factor in developing countries. Biological factors, lack of access 

to information and health services, economic vulnerability, and unequal power in sexual relations 

expose young women particularly to HIV infection. (WHO, Reference Notes 3 and 4) 

Why Don't Women Realize They Are at Risk?   

Why don't they know it? Often, it is because HIV and its risks are not talked about in 

women’s circles. 

Women know less about HIV than any group, and they do not consider themselves at 

risk. Older women think that once they can no longer become pregnant, they do not need to use 

any protection. Young women are embarrassed to ask their partners to use a condom, or to ask 

about his sexual or drug history and decide to "take the chance." Older women who are 

separated, divorced, widowed, and just starting to date are at risk, because they are being 

exposed to new partners. In their first months and years of re-entering the dating scene, they may 

become sexually active with more than one partner. Their male partners may have had multiple 

sexual relationships, or they may have even experimented with drug use or homosexual 

relationships in their younger years. Consequently, the man may be harboring the HIV virus 

without even knowing it. Younger women's sexual freedom is part of their lifestyle, and they 

have sex more casually and with more partners. 

If a man or woman experiences minor flu-like symptoms, they generally don't even 

consider the possibility that they could be infected with the HIV virus. They think of the flu, 

mononucleosis, or strep throat; their doctors may not think to check for the HIV virus. The over-

50 adults may attribute their aches and pains, swollen lymph glands, lack of energy, diarrhea, 

loss of appetite, frequent yeast infections, abdominal cramps, short-term memory loss, chronic 
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cough, and headaches to "old age." When caused by AIDS, these are called "retrovirus 

symptoms.” Fifty to ninety percent of the time, these symptoms occur within a two-to-three week 

window after the initial exposure to the virus. 

Recognizing the symptoms of beginning HIV can be difficult. Young or old adults that 

you may see in your facility may have had the virus for years, but have no idea what is wrong 

with them. By the time they are diagnosed, the disease may be in its advanced stages, and the 

patients may still be adjusting to the shock that AIDS will most likely be involved in the way 

their life ends. There are more people in their older years diagnosed with full-blown AIDS than 

those diagnosed with just HIV. HIV diagnoses occur more frequently in younger persons, 

providing the opportunity for treatment to begin. Most patients who are over 55 when they are 

diagnosed with AIDS die within a year, because their disease is in the advanced stages. They 

usually lose all social contact, are an embarrassment to their family, and may be the residents 

you are most likely to see in your facility. 

African-American women have a higher percentage of the HIV infection, which in most 

states is 75% of the HIV victims; this explains why “Shears” came into being. “Shears United” is 

a program which began in the beauty and barbershops for African-American men and women. 

Today it is backed by the office of Women’s Health in Washington DC and is a nationwide 

program which advertises offering “support and compassion for all” in beauty salons and nail 

parlors. These beauty salons and barbershops offer free HIV testing, free safe sex devices, 

training events, and education. Because heterosexual women are contracting HIV primarily 

through engaging in heterosexual sex with men who have HIV, the Office of Women’s Health 

has decided to target both male and female salons for HIV prevention. In the United States, one 

in four newly diagnosed individuals is a woman, which is 25% of new cases. Other programs 
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sponsored by the Office of Women’s Health are “Sista 2” (short for Sister) which provides 

educational health fairs for women and “Project Embrace” which sponsors monthly luncheons 

for HIV sufferers. These programs boast reaching and educating over 3,000 new women per 

month in these three programs. 

Psychosocial Factors and Their Role 

Psychosocial factors play a significant role in the course of HIV disease in women. In all 

age groups, HIV and AIDS are still considered diseases of men or gay men. This belief persists 

even in women who have contracted the disease themselves. This belief delays the mental and 

emotional acceptance process women have to go through in order to believe that they could 

actually have the HIV virus and need to see a doctor. Since women are generally diagnosed 

when they are in a later stage of the disease, the start of HIV medication is often postponed or 

never started. Their fragile bodies may already be invaded by opportunistic infections, a name 

for infections that take advantage of an already weakened immune system. These infections 

invade the body on all fronts and medications rarely have a chance to wage war against the 

bacteria, viruses, fungi, and protozoa that rapidly take over. Women are most prone to urinary 

tract infections, yeast infections, and other STDs (sexually transmitted diseases) so may already 

be battling these diseases along with HIV. Women are diagnosed and treated later, because they 

(and their doctors) have lower expectations for the possibility of an HIV infection since their 

way of life typically presents none of the risk factors typically associated with HIV infection. 

Women also have less access than men to routine and state-of-the-art HIV/AIDS care. They are 

often less mobile than men and have less money to spend on health care, which may interfere 

with a woman's ability to comply with demanding treatment regimes. Gay men usually have 

access to strong local support groups and established national organizations that help them 
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navigate the educational, language, cultural, and financial barriers. Women do not have this 

network and support system yet. Resources are in short supply. 

Older women tend to be caregivers, and many times the child they care for is an older 

child who has returned home sick or a grandchild who is HIV infected. They neglect their own 

healthcare to take care of others. They may devote themselves to the care of an HIV infected son 

or the child of an infected daughter. They may end up taking care of a bisexual husband who 

contracts HIV. They often place their own healthcare needs last in these family situations. More 

and more older women are caring for the infected grandchildren. With increased sexual activity, 

many sons and daughters become more at risk for STDs themselves. As a result, there are 

children created out of these possible unions with an infected person. You don’t have to be a 

rocket scientist to guess who ends up taking care of this child born with the HIV virus.  

Sexual intercourse is rarely a single occurrence between two members of a sexually 

active couple. Each instance of unprotected sexual intercourse with an infected female 

statistically increases the risk that an uninfected male will acquire HIV. Thus, in the end, the rate 

of female-to-male HIV transmission becomes similar to the rate of male-to-female transmission. 

This explains why the prevalence of HIV infection is similar in both men and women in the 

developing world today. The fact that the older woman's sons and daughters are more and more 

at risk for HIV if they are participating in unprotected sex directly affects her as the primary 

babysitter and caregiver for her grandchildren. She cares for the infected newborns and may be 

exposed to the HIV virus herself in this way. 

Women have less control over the means to practice low-risk sexual behavior; there may 

be little they can do to protect themselves without the knowledge and consent of their male 

partner. Vaginal shields, sometimes called vaginal condoms, are available but expensive; female 
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condoms cost about 20 times more than male condoms. The partner has to cooperate in order to 

penetrate the woman while keeping the condom in its proper position. If he refuses to have sex 

with the shield in place or refuses to wear a condom, she is unable to offer any other methods of 

protection. If her partner insists or forces sex, she really is at his mercy. 

In the United States, we sympathize with many societies and cultures outside of the U.S. 

where women are generally unable to negotiate the frequency and nature of sexual interactions. 

Sometimes they are not even able to choose who their partner will be. When considering 

worldwide statistics, ninety percent of all HIV-infected women throughout the world have 

acquired their infection through heterosexual contact. Other important sources of HIV infection 

for women living in developing countries include transfusions with untested or poorly tested 

blood, non-sterile medical equipment used during childbirth, and the reuse of non-sterile needles 

and syringes to inject medications. 

Socioeconomic Issues 

Nearly one in four African Americans and one in five Hispanics live in poverty. 

Problems associated with poverty can lead directly or indirectly to increased HIV risk. It is easy 

to condemn behaviors leading to HIV infection in these cultures until you dig a little deeper into 

the issue. These are the very people who are too sick to work but who need money and health 

care more than most. Socioeconomic problems associated with poverty include limited access to 

high quality health care, the exchange of sex for drugs, money or means to meet other needs, and 

high levels of substance use. A study among black women in North Carolina found that women 

with a diagnosis of HIV infection were more likely to be unemployed, to have had more sex 

partners, to use crack/cocaine, to exchange sex for money/shelter/drugs, or to receive public 

assistance. (Reference Note 5) 
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Substance Abuse 

As hard as it may be to understand drug abuse and to picture sharing injection equipment, 

it is easy to understand the despair many at-risk women must feel. They may be faced with 

financial dependence on male partners who may be abusive.  They feel vulnerable at the hands of 

the partner who they need to be their protector but may introduce them to their “deathbed.” They 

may use alcohol to deaden any depression or psychological issues. They may be desperately poor 

to the point of trading sex for food or shelter. They may be homeless entirely. All these factors 

may lead to a welcome escape from the despair with which they constantly live. Using drugs is 

one way “out,” even for a few hours. In addition, both casual and chronic users are more likely to 

engage in high risk behaviors, such as unprotected sex, when they are under the influence of 

drugs or alcohol. 

 

Current Research 

To confront the growing problem of women's susceptibility to HIV infection, the 

National Institute of Allergy and Infectious diseases (NIAID) has made women-focused research 

an important component of the Institute's AIDS research. NIAID is studying the course of 

HIV/AIDS in women through clinical trials to investigate gender specific differences in disease 

progression, complications, and treatment. (NIAID, Reference Note 6) 

 

 

Topical Treatment 

Scientists have developed and are testing a new combination of creams and gels known 

as microbicides that women apply before intercourse to protect themselves against HIV and 
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other sexually transmitted organisms. The chemicals in these creams can be used intra-vaginally 

or intra-rectally to inactivate HIV and other bacteria, viruses, and fungi which are transmitted 

through semen. The research goal is to find several combinations of chemicals which are non-

irritating, inexpensive, and unobtrusive so that women use them freely. Physical barriers to 

contracting the disease have been around a long time, but women prefer not to use them for oral 

sex or for intercourse complaining they restrict enjoyment and are cumbersome (therefore 

embarrassing) to use. 

NIAID is one of the organizations conducting clinical research on HIV/AIDS. To 

evaluate the safety of vaginal formulas of “microbial products,” they have been clinically testing 

combinations of topical microbicides. Because the virus is spread by attaching itself to proteins 

in very specific cells found within the vaginal mucosa, these cells are a big part of the research. 

The research found that when these cells were protected with a topical microbicide (which 

contained an adequate concentration of microbials), the virus could not attach to them, thus 

preventing transmission. These easy-to-use microbicides are a milestone in the worldwide fight 

against HIV/AIDS. NIAID brings funding resources and expertise in topical microbicides 

discoveries. (NIAID, Reference Note 6) 

Other organizations are collaborating with this NIAID initiative. The Women's 

Interagency HIV Study (WIHS) supports these clinical trials with volunteers who are willing to 

participate in the studies. This organization works on behalf of women only to investigate 

differences in HIV progression, complications, and treatment. The International Partnership for 

Microbicides entered into an agreement with NIAID to share information and expertise. The 

Partnership supports the ability to bring pilot studies and clinical trials to the table. (IPM, 

Reference 7) 
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Further studies are being conducted by all these organizations to determine the exact 

differences that cause some women to suffer more from recurrent vaginal yeast infections, severe 

pelvic inflammatory disease, and an increased risk of pre-cancerous changes in the cervix, 

including increased risk of cervical cancer. WIHS recently increased enrollment of women to 

evaluate outcomes of highly active antiretroviral therapy (HAART), which is the main treatment 

for HIV at this time. This organization is also studying the effect of co-infections that many 

women with HIV may have. Hepatitis C and the human papillomavirus are two viruses that 

affect many women with HIV. The effects of hormonal factors in women with HIV (including 

menopause), the impact on aging and HIV, and possible effects in cognitive and physical 

impairment are being studied as well. (WIHS, Reference Note 8) 

Complications 

People with advanced HIV infection are vulnerable to infections and malignancies that 

are called “opportunistic infections” because they take advantage of the opportunity offered by a 

weakened immune system. A partial list of the world's most common HIV-related opportunistic 

infections and diseases includes:  

·  Bacterial diseases such as tuberculosis, mycobacterium avium complex (MAC), bacterial 

pneumonia, and septicemia (blood poisoning)  

·  Protozoal diseases such as toxoplasmosis, microsporidiosis, cryptosporidiosis, 

isopsoriasis, and leishmaniasis  

·  Fungal diseases such as pneumocystis pneumonia (PCP), candidiasis, cryptococcosis, and 

penicilliosis  

·  Viral diseases such as those caused by cytomegalovirus, herpes simplex, and herpes 

zoster virus  
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·  HIV-associated malignancies such as Kaposi's sarcoma, lymphoma, and squamous cell 

carcinoma.  

Different conditions typically occur at different stages of the HIV infection. In the early stages of 

the HIV infection, people can develop tuberculosis, malaria, bacterial pneumonia, herpes zoster, 

staphylococcal skin infections, and septicemia. People with normal immune systems can also get 

these diseases, but with HIV, they occur at a much higher rate. It also takes longer for a person 

with HIV to recover than it takes for someone with a healthy immune system. (Mayo Clinic, 

Reference Note 9) 

Statistics, Facts, Figures 

Before presenting some facts and figures, clients may want to know where the facts and 

figures originate. The most recent information available from the Centers for Disease Control 

carries a 2011 publication date for 2009 data. Much of the most recent CDC data is based on 

reports from forty states and five US Territories which all have had confidential name-based HIV 

infection reporting long enough (since January 2006) to allow for monitoring trends. According 

to the cumulative estimated number of AIDS diagnoses through 2009, these 40 states represent 

approximately 75% of AIDS diagnoses in the 50 states and the District of Columbia. The 

National Institutes for Health gather information from many sources, so dates for publication and 

data vary depending on the resources cited. For this course, The Kaiser Family Foundation was 

found to present information from multiple sources in one location. For the Kaiser information, 

one does not need an advanced medical degree to understand the information. Kaiser describes 

itself as “a leader in health policy analysis, health journalism, and communication. The Kaiser 

Family Foundation is dedicated to filling the need for trusted, independent information on the 

major health issues facing our nation and its people.”  
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Kaiser offers its annual Fact Sheet (KFF, Reference Note 10) on the topic of “The 

HIV/AIDS Epidemic in the United States.” The following “sound bites” come from this 

document. 

·  Estimated HIV incidence provides the fullest picture of the current epidemic since it captures 

both infections that have been diagnosed and those estimated to have occurred but have yet 

to be diagnosed. 

·  Estimates from the Centers for Disease Control and Prevention (CDC) indicate that there 

were approximately 50,000 people newly infected with HIV per year between 2006 and 

2009. Specifically, there were 48,100 new infections in 2009, the most recent estimate 

available. HIV incidence was highest in the 1980s, reaching 130,000, followed by declines. It 

has remained relatively stable for more than a decade. 

·  More than 1.1 million people are estimated to be living with HIV (including those with 

AIDS) today, representing a slight increase over time as people are living longer with HIV 

disease and new infections remain relatively stable. 

·  Heterosexual transmission has accounted for a growing share of new HIV infections over 

time, representing 27% in 2009. 

·  The District of Columbia has the highest AIDS diagnosis rate in the nation. Seven of the top 

10 states by AIDS diagnosis rate are in the South. By region, the Northeast had the highest 

AIDS diagnosis rate per 100,000 in 2009. 
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·  AIDS diagnoses are concentrated primarily in large U.S. metropolitan areas (more than 80% 

cumulatively and in 2009). 

·  A recent analysis of data from 24 cities with high AIDS prevalence found that 2% of 

heterosexuals were infected with HIV. The study also showed that HIV prevalence was 

higher among those with less education and lower incomes, and among the unemployed. 

·  An analysis of HIV/AIDS ethnicity provides another picture of the prevalence of the disease.  

New HIV Infections Race/Ethnicity U.S. Population 

32% White, non-Hispanic 65% 
44% Black, non-Hispanic 12% 
20% Latino 16% 
2% Asian 4% 
1% American Indian/Alaska Native 1% 
1% Multiple Races 1% 

<1% Native Hawaiian/Other Pacific Islander <1% 
�

·  Today, women represent a larger share of new HIV infections compared to earlier in the 

epidemic. HIV incidence among women has remained relatively stable, at approximately a 

quarter of new infections (23% in 2009). Based on the CDC’s most recent estimates, more 

than 290,000 women are living with HIV/AIDS in the U.S. 

Figure 2: Top Ten States by Cumulative AIDS Diagnos es and by AIDS 
Diagnosis Rate Per 100,000 2 

State  Cumulative AIDS 
Diagnoses through 

2009 

State  AIDS Diagnosis Rate 
2009 per 100,000  

New York 201,871 (17.7%) District of Columbia 119.8 
California 161,695 (14.2%) New York 24.6 
Florida 122,278 (10.7%) Florida 23.7 
Texas 79,967 (7.0%) Maryland 19.9 
New Jersey 55,292 (4.8%) Louisiana 19.4 
Georgia 39,460 (3.5%) Puerto Rico 18.5 
Illinois 39,175 (3.4%) Delaware 18.0 
Pennsylvania 38,657 (3.4%) New Jersey 16.9 
Maryland 36,313 (3.2%) South Carolina 15.6 
Puerto Rico 33,277 (2.9%) Georgia 14.1 
Subtotal 807,985 (70.7%) — — 
U.S. Total  1,142,714 (100%) U.S. Diagnosis Rate  11.2 
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·  Women of color are particularly affected. Black women accounted for two thirds (64%) of 

new AIDS diagnoses among women in 2009; Latinas represented 18% and white women, 

15%. 

 Kaiser offers a “topic description” of HIV/AIDS which cites that in the three decades 

since the beginning of the HIV/AIDS epidemic, over 60 million people worldwide have become 

infected with HIV, including more than 20 million who have already died. (KFF, Reference Note 

11) 

For clients who are more comfortable with auditory resources, Kaiser also offers tutorials 

on the following HIV/AIDS topics which are quite good: 

·  Current State of the Global HIV/AIDS Epidemic 

·  HIV/AIDS Epidemic in the United States 

·  Understanding HIV/AIDS Surveillance Data in the US 

·  Women and HIV in the US 

These tutorials draw from different sources of information, which may not be as current as the 

information offered in their October 2011 Fact Sheet. 

The Centers for Disease Control and Prevention released recent information in August 

2011. The table below presents data for actual HIV diagnosis in women. (CDC, Reference Note 

12) 
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Among adult and adolescent females in the 40 states, the overall rate of diagnosis of HIV 

infection in 2009 was 9.8 per 100,000 population. By race/ethnicity, the rate for blacks/African 

Americans (47.8) was nearly 20 times as high as the rate for whites (2.4) and more than 4 times 

as high as the rate for Hispanics/Latinos (11.9). Relatively few cases were diagnosed among 

Asian, American Indian/Alaska Native, Native Hawaiian/other Pacific Islander females and 

females reporting multiple races, although the rates of diagnoses of HIV infection among 

females of all these races/ethnicities were higher than that for white females. 

The following 40 states have had laws or regulations requiring confidential name-based 

HIV infection reporting since at least January 2006 and were therefore included in these data: 
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Alabama, Alaska, Arizona, Arkansas, Colorado, Connecticut, Florida, Georgia, Idaho, Illinois, 

Indiana, Iowa, Kansas, Kentucky, Louisiana, Maine, Michigan, Minnesota, Mississippi, 

Missouri, Nebraska, Nevada, New Hampshire, New Jersey, New Mexico, New York, North 

Carolina, North Dakota, Ohio, Oklahoma, Pennsylvania, South Carolina, South Dakota, 

Tennessee, Texas, Utah, Virginia, West Virginia, Wisconsin, and Wyoming. 

Data include persons with a diagnosis of HIV infection regardless of stage of disease at 

diagnosis. All displayed data have been estimated. Estimated numbers resulted from statistical 

adjustment that accounted for reporting delays, but not for incomplete reporting. 

Hispanics/Latinos can be of any race. 

The CDC uses the information above (diagnosis of HIV Infection by race/ethnicity) to 

compare to the total population in the US. 
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The pie chart on the left illustrates the distribution of diagnoses of HIV infection among 

adult and adolescent females in 2009 by race/ethnicity in the 40 states with confidential name-

based HIV infection reporting since at least January 2006. The pie chart on the right shows the 

distribution of the female population of the 40 states in 2009.   

In 2009, black/African American females made up 14% of the female population but 

accounted for an estimated 66% of diagnoses of HIV infection among females. Hispanic/Latino 

females made up 11% of the female population but accounted for 14% of diagnoses of HIV 

infection among females. White females made up 71% of the female adult and adolescent 

population but accounted for 17% of diagnoses of HIV infection among females.  
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Given the information already reviewed, the CDC data breaks down how the HIV 

Infection was transmitted for the largest three race/ethnicity categories. Transmission routes 

included in this data were either by injection drug use or by heterosexual contact. The “other” 

category (less than 1%) included blood transfusions, perinatal exposure, and risk factors either 

not reported or not identified. 

 

 
 

The summary above shows the distribution of diagnoses of HIV infection among adult 

and adolescent black/African American, Hispanic/Latino, and white females by transmission 

category. Blacks/African Americans had the highest percentage of diagnosed HIV infections 

attributed to heterosexual contact among the three groups (87%), followed by Hispanics/Latinos 

(83%) and whites (77%). The percentage of diagnosed HIV infections attributed to injection drug 
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use was highest among white females (23%) followed by Hispanic/Latino (17%) and 

black/African American (13%) females. 

The CDC data also offer an insight into AIDS transmission by age categories. 

 

 
 

In the table above, the majority of diagnosed HIV infections among females aged 13 

years or older were attributed to heterosexual contact for all age groups. However, the 

percentages attributed to heterosexual contact decreased as age group increased. An estimated 

17.9% of diagnosed HIV infections among females aged 45 years and older were attributed to 

injection drug use, compared with 9.6%  in females aged 13–19 years, 10.0% in females aged 

20–24 years, 13.0% in women aged 25-34 years, and 15.9% in women aged 35-44 years. 
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How does your state rank with your neighboring states? The first US map presents the 

rates of diagnosis, while the second US map presents the total numbers of adult and adolescent 

women living with the diagnosis. 

 
 

Remember that only states with laws or regulations requiring confidential name-based 

HIV infection reporting since January 2006 were included. 

In the 40 states and 5 U.S. dependent areas, the estimated rate of diagnosis of HIV 

infection among adult and adolescent females was 9.9 per 100,000 population in 2009. The rate 

of diagnosis of HIV infection for adult and adolescent females ranged from zero per 100,000 

population in American Samoa and the Northern Mariana Islands to 21.7 per 100,000 population 

in Louisiana and 24.6 per 100,000 population in the U.S. Virgin Islands. 
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This map shows the estimated rates (per 100,000 population) of adult and adolescent 

females living with a diagnosis of HIV infection at the end of 2008 in the 40 states and 5 U.S. 

dependent areas reporting. Areas with the highest estimated rates of females living with a 

diagnosis of HIV infection at the end of 2008 were the U.S. Virgin Islands (519.3), New York 

(485.0), Puerto Rico (349.7), Florida (348.5), and New Jersey (342.6).  

The tables and summaries above have all dealt with HIV Infection diagnosis. The CDC 

also gives us a historical view of female AIDS diagnosis. 
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The blue bar graph shows that the numbers of AIDS diagnoses among adult and 

adolescent females rose steadily from 1985 to 1993 (when the AIDS surveillance case definition 

was expanded) and leveled off at approximately 13,000 AIDS diagnoses each year from 1993 

through 1996. In 1996, AIDS diagnoses among adult and adolescent females began to decline, 

primarily because of the success of antiretroviral therapies. 

The orange line graph shows that of all AIDS diagnoses from 1985-2009, the estimated 

percentage among adult and adolescent females (aged � 13 years) increased from 7% in 1985 to 

25% in 2008. 

The US map below presents the 2008 rates of females who are living with the AIDS 

diagnosis.  
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This map shows the estimated rates (per 100,000 population) of adult and adolescent 

females living with an AIDS diagnosis at the end of 2008 in the United States and dependent 

areas.  This data indicates that the national rate is 89.0. 

  Areas with the highest estimated rates of adult and adolescent females living with an 

AIDS diagnosis at the end of 2008 were the District of Columbia, New York, Maryland, the U.S. 

Virgin Islands, Puerto Rico, and Florida. The District of Columbia is a metropolitan area; caution 

should be used when comparing the estimated rate of AIDS diagnoses in D.C. to the rates in 

states.  

�

�
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All of the organizations cited thus far above have websites outlining the latest information on 

statistics and/or research being conducted. Other websites to check for the latest information on 

HIV and AIDS include the following. 

AIDS.gov is a U.S. government site of the Department of Health and Human Services that 

provides access to federal HIV/AIDS program information, and supports the use of new media 

tools by federal and community partners to improve domestic HIV programs serving minority 

and other communities most at-risk for, or living with, HIV.  www.aids.gov 

AIDSinfo is a service of the U.S. Department of Health and Human Services (HHS). This 

website offers access to the latest, federally approved HIV/AIDS medical practice guidelines, 

HIV treatment and prevention clinical trials, and other research information for health care 

providers, researchers, people affected by HIV/AIDS, and the general public.  

http://aidsinfo.nih.gov 

AIDS Education and Training Centers (AETCs), a component of the federal Ryan White 

Program, are part of a regional network that conducts targeted, multidisciplinary education and 

training programs for health care providers treating persons living with HIV/AIDS. The AETC 

National Resource Center website provides a central repository for AETC program information 

and training materials. www.aidsetc.org/aidsetc?page=home-00-00 

AETCs are a part of the Ryan White HIV/AIDS Programs. Find more information about these 

city, local, and state initiatives at the homepage for the Bureau of Health Professions of the 

Health Resources and Services Administration (HRSA) HIV/AIDs Programs.http://hab.hrsa.gov 

The Foundation for AIDS Research was formerly known as the American Foundation for AIDS 

Research (amfAR).  amfAR presents a 2010 clinical handbook entitled Is It HIV? Aimed at 

general practitioners working in primary care settings, the regionally focused text was created 
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with contributions from clinical and laboratory experts. Chapters include introduction, HIV 

related conditions (respiratory, neurological, oral/gastrointestinal, eye, hematological, and skin 

conditions), HIV and sexually transmitted infections, HIV-related hepatitis, pediatric practice, 

obstetric and gynecological settings, injection drug practice, laboratory diagnosis, along with 

counseling and testing for HIV. www.amfar.org/world/treatasia/article.aspx?id=8469 

Centers for Disease Control and Prevention, National Center for HIV, STD and TB Prevention, 

Divisions of HIV/AIDS Prevention: Surveillance Reports. 

The HIV/AIDS Surveillance Report series provides data on U.S. AIDS and HIV case reports, 

including data by state, metropolitan statistical area, mode of exposure, sex, race/ethnicity, age 

group, and other variables. www.cdc.gov/hiv/topics/surveillance/resources/reports/index.htm 

Centers for Disease Control and Prevention, National Center for HIV, STD and TB Prevention, 

Divisions of HIV/AIDS Prevention: Epi Slide Sets. These slide sets include graphics based on 

recent HIV/AIDS surveillance data; most of the data presented is the most recent 2009 data. 

www.cdc.gov/hiv/resources/slides/index.htm 

Centers for Disease Control and Prevention, National Center for HIV, STD and TB Prevention, 

Divisions of HIV/AIDS Prevention: Morbidity and Mortality Weekly Reports (MMWRs) on 

HIV/AIDS. This website links to all HIV/AIDS related articles in the Morbidity and Mortality 

Weekly Report (MMWR) Series, throughout the history of the epidemic. 

www.cdc.gov/hiv/resources/reports/mmwr/index.htm 

Centers for Disease Control and Prevention, National Center for HIV, STD and TB Prevention, 

Divisions of HIV/AIDS Prevention: State Profiles. Using a United States map, click on your 

state to view statistical and other information on HIV/AIDS, Viral Hepatitis, STD and TB. State 

and District of Columbia profiles also include descriptions of prevention and control programs 
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supported by CDC and state public health officials. 

www.cdc.gov/nchhstp/stateprofiles/usmap.htm 

Centers for Disease Control and Prevention, National Center for HIV, STD and TB Prevention, 

Divisions of HIV/AIDS Prevention: A-Z Index. This website has it all--starts with Advancing 

HIV Prevention Initiative (AHP) and ends with Youth. Each CDC HIV/AIDS topic is listed; this 

page is single-spaced, so you don’t have to scroll down forever to get to the topic you want to 

access. www.cdc.gov/hiv/az.htm 

Cochrane Reviews on HIV/AIDS.  These reviews are published by The Cochrane Collaboration, 

which is an international, non-profit, independent organization, established to ensure that up-to-

date, accurate information about the effects of healthcare interventions is readily available 

worldwide. This resource connects an international network of people helping healthcare 

providers, policy makers, patients, their advocates, and caregivers, make well-informed decisions 

about human health care by preparing, updating and promoting the accessibility of Cochrane 

Reviews, including multiple reviews on HIV/AIDS topics. www.cochrane.org 

Health Resources and Services Administration, HIV/AIDS Bureau: State Profiles. These state 

profiles provide detailed state-level information on the Ryan White Program and the HIV/AIDS 

epidemic. http://hab.hrsa.gov/stateprofiles/index.htm 

HIV Insite Knowledge Base is a comprehensive, on-line textbook of HIV disease from the 

University of California San Francisco Center for HIV Information and San Francisco General 

Hospital. http://hivinsite.ucsf.edu/InSite 

Kaiser Family Foundation, Fact Sheets on HIV/AIDS. The Kaiser Family Foundation provides 

up-to-date fact sheets on a range of HIV/AIDS issues specific to the U.S., including: 

·  The HIV/AIDS Epidemic in the United States  
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·  Black Americans and HIV/AIDS  

·  Latinos and HIV/AIDS  

·  Women and HIV/AIDS  

·  HIV Testing in the U.S.  

·  Medicaid and HIV/AIDS  

·  Medicare and HIV/AIDS  

·  U.S. Federal Funding for HIV/AIDS 

Kaiser Family Foundation, Kaiser Slides. Kaiser Slides offers instant, free access to Kaiser's 

collection of graphics and tables presenting health policy statistics and trends. The slides, which 

cover a broad range of topics, explain key aspects of health policy issues, including HIV/AIDS, 

can be viewed online, downloaded as an individual PowerPoint or Excel table, or opened as 

print-friendly PDFs. Slides on HIV/AIDS can be found here. 

http://facts.kff.org/results.aspx?view=slides&topic=69 

Kaiser Family Foundation, State Health Facts Online. This resource contains the latest state-level 

data, including information about new and cumulative AIDS cases, AIDS case rates, persons 

living with AIDS, AIDS deaths, HIV infections, HIV testing statistics and policies, additional 

AIDS-related state policies, Ryan White funding and funding for HIV prevention, and AIDS 

Drug Assistance Programs, including budget, client, and expenditure data. 

www.statehealthfacts.kff.org 

Kaiser Family Foundation, The Global HIV/AIDS Epidemic: A Timeline of Key Milestones. 

Updated regularly, this interactive web-based timeline is designed to serve as an ongoing 

reference tool for many of the political, scientific, cultural, and community events that have 

occurred since the beginning of the epidemic. It is updated each year. 
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www.kff.org/hivaids/timeline/hivtimeline.cfm 

Kaiser Family Foundation, Public Opinion Surveys on HIV/AIDS. The Kaiser Family 

Foundation regularly conducts national surveys of the U.S. public on HIV/AIDS. These surveys 

cover a range of topics, including knowledge and perceptions of HIV/AIDS, views on the global 

epidemic and spending by the U.S. government, and provide trend data and analysis over time. 

www.kff.org/kaiserpolls/hiv.cfm 

Kaiser Family Foundation, Kaiser Health Poll Search. Health Poll Search is a searchable archive 

of public opinion questions on health issues, including HIV/AIDS. Health Poll Search is the 

result of a partnership between the Kaiser Family Foundation and The Roper Center for Public 

Opinion Research at the University of Connecticut. The Health Poll Search archive provide 

information on public perceptions of HIV/AIDS, including public opinion about numerous 

subtopics such as HIV testing and discrimination. 

 

HIV/AIDS Health Information from the National Institutes of Health (NIH).  NIH is a part of 

the U.S. Department of Health and Human Services. It is the nation’s medical research agency. 

NIH is made up of 27 Institutes and Centers, each with a specific research agenda, often focusing 

on particular diseases or body systems. http://health.nih.gov/topic/AIDS/ImmuneSystem 

Ryan White Technical Assistance Resources, Guidance, Education & Training (TARGET) 

Center. The TARGET Center is the central source of technical assistance and training resources 

for the Ryan White community.  

If you would like more in-depth information on HIV, the following may help: 

·  Living with HIV: Experiment in Courage by Mary Elizabeth O’Brien. This resource offers 

case studies that draw attention to help for professional caregivers. This NIH-supported study 
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of HIV's physical and psychosocial impacts offers both practical and inspiring accounts of 

how individuals living with HIV respond and cope with the disease and its progressive stages 

and impacts. The longitudinal approach of the research and the rich resources offered by 

extensive interviews with the persons with HIV and those closest to them provide insights 

and responses that should improve others' coping and caring abilities. The author's 

professional experience and extensive research informs the work throughout and fashions a 

remarkable and moving synthesis of the themes that will help those living with AIDS as well 

as all who relate to them. From the first awareness of infection to coping with bereavement, 

this book honestly, sensitively, and substantively addresses the essential concerns upon 

which any and all who are touched by the HIV pandemic must reflect. (Amazon review) 

O’Brien, M.E. (1992). Living with HIV: Experiment in courage. New York: Auburn House. 

·  AIDS Memoir: Journal of an HIV Positive Mother by Catherine Wyatt-Morley. While 

refusing to play a victim, Wyatt-Morley presents the physical, psychological and social 

reality of living with HIV/AIDS. Her story is one of love, faith and hope in the direst 

circumstances. Separating disease fact from fiction, she provides a rare view into an adverse 

world that must simultaneously be combated and embraced. (Amazon review) 

Wyatt-Morley, C. (1997). AIDS memoir: Journal of an HIV positive mother. West Hartford, 

Conn.: Kumarian Press. 

·  The Epidemic Streets: Infections disease and the Rise of Preventive Medicine, 1856-1900 

by Anne Hardy. This resource offers a medical perspective. Anne Hardy has drawn on a wide 

range of public health records for a detailed epidemiological investigation of the many 

infectious diseases--whooping cough, measles, scarlet fever, diphtheria, smallpox, typhus, 

typhoid, and tuberculosis--in Victorian society. Hardy explores factors which helped to 
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reduce fatality, focusing particularly on preventive medicine, and on the local and domestic 

circumstances affecting the diseases' behavior. (Amazon review) 

Hardy, A. (1993). The epidemic streets: Infections disease and the rise of preventive 

medicine, 1856-1900. New York: Oxford University Press. 

Part II 
Older Women and HIV/AIDS 
 

The American population is aging; the number of older adults who are infected with HIV 

and who are living with AIDS is on the rise. Nearly 10 percent (9.5) of AIDS cases in the U.S. 

female population are said to be in women older than age 50. Many studies in the past excluded 

older women based on the assumptions that they do not engage in sexual activity or high-risk 

sexual activity. UNAIDS and WHO estimate that of the 40 million people living with HIV/AIDS 

in the world, approximately 2.8 million are 50 years and older.  Worldwide, in 2007, 55% of 

adults aged 60 years and over were women, a proportion that rises to 58% at age 70 and above. 

(WHO, Reference Note 13) 

A growing number of older people now have HIV/AIDS. This rising number may be due 

to the fact that some doctors are testing (and therefore finding) HIV more often than ever before 

in older people and because improved treatments are helping people with the disease live longer. 

But there may even be many more cases than we know about. Why? One reason may be 

that there are still many doctors do not always test older people for HIV/AIDS, and so they may 

miss some cases during routine check-ups. Another may be that older people often mistake signs 

of HIV/AIDS for the aches and pains of normal aging, so they are less likely than younger 

people to get tested for the disease. Also, elders may be ashamed or afraid of being tested. People 

age 50 and older may have the virus for years before being tested. By the time they are 

diagnosed with HIV/AIDS, the virus may be in the late stages. 
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The number of HIV/AIDS cases among older people is growing every year because:  

·  Older Americans know less about HIV/AIDS than younger people do. They do not always 

know how it spreads. They may not understand the importance of using condoms, not sharing 

needles, getting tested for HIV, and talking about it with their doctor.  

·  Healthcare workers and educators often do not talk with middle-aged and older people about 

HIV/AIDS prevention.  

·  Older people are less likely than younger people are to talk about their sex lives or drug use 

with their doctors.  

·  Doctors may not ask older patients about their sex lives or drug use or talk to them about 

risky behaviors.  

Baby Boomers 

Sources of social information generally cite 1946-1964 as the “baby boomer” years. In 

2012, “boomers” would age from 48- to 66-years-old. Census Data from 2010 indicated that 

76% of the US population is age 55 or younger. 

Population by Age and Sex: 2010 
(Numbers in thousands. Civilian noninstitutionalized population) 
       

Age 
Both sexes Male Female 

Number Percent Number Percent Number Percent 
All ages 304,280 100.0 149,485 100.0 154,795 100.0 
   .Under 55 years 230,272 75.7 115,707 77.4 114,564 74.0 
   .55 to 59 years 19,172 6.3 9,318 6.2 9,854 6.4 
   .60 to 64 years 16,223 5.3 7,667 5.1 8,556 5.5 
   .65 to 69 years 12,020 4.0 5,672 3.8 6,349 4.1 
   .70 to 74 years 8,936 2.9 4,063 2.7 4,873 3.1 
   .75 to 79 years 7,181 2.4 3,020 2.0 4,161 2.7 
   .80 to 84 years 5,783 1.9 2,408 1.6 3,375 2.2 
   .85 years and over 4,693 1.5 1,631 1.1 3,062 2.0 
              
   .Under 55 years 230,272 75.7 115,707 77.4 114,564 74.0 
   .55 years and over 74,008 24.3 33,778 22.6 40,230 26.0 
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   .Under 60 years 249,444 82.0 125,025 83.6 124,419 80.4 
   .60 years and over 54,836 18.0 24,460 16.4 30,376 19.6 
              
   .Under 62 years 256,467 84.3 128,399 85.9 128,068 82.7 
   .62 years and over 47,813 15.7 21,086 14.1 26,727 17.3 
              
   .Under 65 years 265,667 87.3 132,692 88.8 132,974 85.9 
   .65 years and over 38,613 12.7 16,793 11.2 21,820 14.1 
              
   .Under 75 years 286,623 94.2 142,427 95.3 144,196 93.2 
   .75 years and over 17,657 5.8 7,058 4.7 10,599 6.8 
US Census Bureau (2010), 
www.census.gov/population/www/socdemo/age/older_2010.html, Retrieved 11/3/11. 

 
 

The Well Project (Reference Note 14) reported that the aging HIV population is growing 

for two reasons: 1) powerful HIV drugs are allowing many HIV+ people to live into their 50s 

and beyond, and 2) while most new HIV infections are in younger people, people 50 and older 

are also being infected. By 2015, nearly half of HIV+ people in the US will be over 50. 

The Well Project also reported that older people often believe that they are not at risk for 

HIV because of their age. Like younger people, older people can get HIV from unprotected sex 

and from sharing needles, even needles only used for insulin shots. 

·  Women who have gone through menopause often don’t think about condoms. At any age, it 

is best for couples to discuss “safe sex” before passions affect good judgment. 

·  No one can be totally sure about the sexual or drug history of anyone else. A person could be 

unaware that their new or old partner (a lover, a spouse) is having sex (or has had sex) with 

other people. A partner could also be secretly injecting drugs and sharing needles.  

·  Women in their older year should be educated about their vaginal walls becoming thinner 

and tearing more easily also about the decrease in their fluids that lubricate. These facts put 

an older woman at higher risk during unprotected sex.  
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·  Health care and social service providers need to recognize and accept that their aging patients 

and clients are at risk for HIV. It is important for providers to ask older patients about their 

sexual and drug histories. Providers can offer information on HIV transmission/prevention 

and suggest HIV testing. The Centers for Disease Control (CDC) recommends routine HIV 

testing for all adults up to age 64. The CDC also recommends HIV testing every year for 

adults 64 and over who have risk factors for HIV (having unsafe sex, using injection drugs). 

Television and newspaper were cited as the more frequent sources of HIV information 

for American adults aged 50 and older. However, older African Americans are more likely to use 

religious groups and the church as their sources of HIV information. Therefore, it is very 

important that healthcare providers working with older female patients inquire about risk factors 

and spend the time to teach basic facts about HIV transmission and prevention. 

Many older women are not aware of the current risk factors that may lead them to acquire 

HIV/AIDS. Healthcare providers are some of the most comfortable sources of information for 

this population.  Womenshealth.gov is a Health and Human Services website that presents the 

following risk factors for older women: 

·  Women who are sexually active and do not use condoms 

·  Women who have sex of any kind and do not know her or her partner's HIV status 

·  Women who do not know her partner's drug and sexual history 

·  Women who have had a blood transfusion or operation in a developing country at any time. 

·  Women who had a blood transfusion in the United States between 1978 and 1985. (Women’s 

Health, Reference Note 15) 

The first case of AIDS in a U.S. woman was reported in 1981, and the first description of 

clinical and epidemiologic characteristics of women with AIDS appeared in 1982. The following 
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table was presented in World Health Organization materials from 2004. It cites the leading 

causes of death for women. Worldwide, HIV/AIDS is listed as the sixth highest cause of death 

for women. Other indicators are listed by a country’s income level. In low-income countries, 

HIV/AIDS is the fifth highest cause of death. In middle-income countries, HIV/AIDS is the 

seventh highest cause of death. However, in high-income countries, HIV/AIDS is not even listed 

in the top ten causes of death. 
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World Health Organization, Fact sheet No. 334, November, 2009. 
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Current data also indicate that women were less likely than men to receive prescriptions 

for the most effective treatments for HIV infection. Some women may be unaware of their male 

partner’s risk for HIV infection (e.g., unprotected sex with multiple partners and injection drug 

use). Some women may not insist on condom use because they fear that their partners will 

physically abuse them or leave them. A woman is approximately twice as likely as a man to 

contract HIV infection during vaginal intercourse. (amfAR, Reference Note 16) 

Because the time from contracting the HIV infection to the development of AIDS can 

extend for 10 years or longer, reported AIDS cases do not provide a complete picture of the 

extent of the epidemic. Women are more affected by heterosexually-acquired HIV than are men. 

More than two-thirds of those infected through heterosexual sex were women (68 percent), with 

African-American women most heavily affected (57 percent).  (CDC, Reference Note 17) 

There are two possible explanations for these higher rates of HIV in women. First, there 

is greater efficiency of transmission from a man to a woman than from woman to a man. During 

heterosexual intercourse, women are usually more exposed to bodily fluids than their male 

partners. This places women at increased risk for many sexually transmitted diseases (STDs), 

including HIV. Second, this biological fact amplifies the risk of HIV transmission when coupled 

with the high prevalence of non-consensual sex, sex without condom use, and the unknown 

and/or high-risk behaviors of their partners. 

Many studies have demonstrated that asymptomatic HIV infection among women is 

poorly detected. Providers are often reluctant to ask sensitive questions about sexual and drug 

use behaviors. In addition, women are frequently unwilling to disclose this to providers whom 

they do not know. Those points aside, the leading cause of poor HIV detection is due to the lack 

of testing.  The number of adults aged 18-64 years who have ever been tested for HIV increased 
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by 11.4 million during 2006-2009; however, an estimated 55% of adults have never been tested. 

An estimated 32% of all HIV diagnoses in 2007 were late diagnoses, occurring shortly before 

persons developed AIDS, making early treatment impossible. Early HIV testing reduces the 

spread of disease, extends life expectancy, and reduces costs of care. Every new HIV infection 

averted saves approximately $367,000 in lifetime medical costs. Everyone should be tested for 

HIV. Persons at higher risk and in high-prevalence populations should be tested more often than 

others. (JAMA, Reference Note 18) 

The three symptoms that occur for women throughout the course of HIV disease are 

fatigue, pain, and difficulty with sleep. At first, infection with HIV may produce no symptoms. 

Some people, however, do experience flu-like symptoms with fever, rash, sore throat, and 

swollen lymph nodes, usually 2-4 weeks after contracting the virus. Some people with HIV 

infection stay symptom-free for years between the times when they are exposed to the virus and 

when they develop AIDS. (AETC, Reference Note 19) 

Early in the disease, these are often overlooked by providers. Dame Cicely Saunders, the 

founder of modern-day hospice, introduced the term “total pain” (Saunders, 1966) which is a 

model for how to approach all symptoms. She recognized that each complaint has a physical, 

emotional, and even spiritual component. If pain, or another symptom, is difficult to relieve with 

usual measures, it may be that the woman has assigned special meaning to the symptom. She 

may be afraid her disease is getting worse or that “it is God’s punishment.” Both of these beliefs 

can exacerbate any symptom. Particularly when a symptom seems difficult to control, it is useful 

to ask the patient: “What does the pain (or nausea or shortness of breath) mean to you?” or “Why 

do you think you have this symptom?” (Reference Note 20) 
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Fatigue--Fatigue is one of the most common and debilitating complaints of HIV-infected people, 

with an estimated prevalence of 20-69%. Women with fatigue have complained of curtailment of 

work and other activities, need for frequent breaks, limitations in involvement with family and 

friends, and difficulty completing even the simplest household chores. More specifically, women 

may complain of tiredness, easy fatigability, a lack of energy, a need for frequent rest or naps, or 

waking in the morning feeling unrefreshed. The patient may report difficulty working, difficulty 

concentrating, inability to exercise without experiencing profound fatigue, or impairment in 

social relations because of fatigue. Causes of fatigue in HIV+ patients may include anemia, 

disease progression, hypothyroidism, hypogonadism, depression, insomnia (or poor-quality 

sleep), substance use or abuse, malnutrition, medication adverse effects (e.g., zidovudine, 

interferon), pregnancy, opportunistic infections, malignancy, chronic hepatitis B or C, 

mononucleosis, or other illnesses. In HIV disease, it is often a combination of these factors. 

(HRSA, Reference Note 19) 

Pain-- Pain is a common symptom in people with HIV infection, especially those with advanced 

disease. It occurs in 30-60% of HIV/AIDS patients and can diminish their quality of life 

significantly. Like cancer patients, HIV patients experience an average of two or three types of 

pain at once. Pain in HIV-infected patients may have many causes. For this reason, 

understanding and controlling pain in women with HIV disease can be quite difficult. Pain is 

significantly undertreated, especially among HIV-infected women, because of factors ranging 

from providers' lack of knowledge about the diagnosis and treatment of pain to patients' fear of 

addiction to analgesic medications. Pain, as the so-called fifth vital sign, should be assessed at 

every patient visit. In HIV disease, pain can be caused by the disease itself, by therapies used to 

treat the disease, or by unrelated problems. The most frequent types of pain are headaches and 
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peripheral neuropathy or those caused by infections such as oral, esophageal, or genital/perineal 

herpes or fungus. Treatment should be aimed at eliminating the source of pain, if possible. If 

symptomatic treatment of pain is needed, begin treatment based on the patient's pain rating scale, 

using the least invasive route. The goal is to achieve optimal patient comfort and functioning (not 

necessarily zero pain) with minimal medication adverse effects, negotiated with the patient. 

Some health care providers hesitate to treat pain in patients with current or past substance abuse 

because of concern about worsening these patients' dependence on opioids or suspicion that such 

patients are seeking pain medications either for euphoria or for illicit purposes. However, the 

following points should be considered:  

·  Many patients with current or past substance abuse do experience pain, and this pain should 

be evaluated by care providers and treated appropriately.  

·  Failure to distinguish among addiction, tolerance, and dependence can lead to undertreatment 

of chronic pain by health care providers. 

·  As part of chronic pain management in patients with substance abuse, consider establishing a 

written pain-management contract to be signed by the clinician and the patient. The contract 

should:  

o Clearly state limits and expectations for both the patient and provider.  

o Identify a single clinician responsible for managing the pain regimen.  

o Tell the patient what to do if the pain regimen is not working.  

o Describe the procedure for providing prescriptions (e.g., one prescription given to the 

patient, in person, for a limited period of time, such as 1 month).  

o List the rules for dealing with lost medications or prescriptions.  

 (HRSA, Reference Note 19). 
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Sleep Disturbance/insomnia—Insomnia and excessive daytime sleepiness are primary 

complaints in persons with HIV disease regardless of stage. About two-thirds of patients with 

AIDS have difficulty falling asleep. Once present, insomnia tends to be chronic, unlike the 

transient disturbances of sleep that are a normal part of life. Most insomnia related to HIV can be 

characterized by the amount, quality, or timing of sleep. Insomnia may cause progressive fatigue 

and diminished functioning. The patient may complain of difficulty initiating sleep, early-

morning awakening, mind-racing thoughts (e.g., "I can't turn off my thoughts."), difficulty 

maintaining sleep, nonrestorative sleep (i.e., although the amount of sleep is adequate, the patient 

does not feel rested upon awakening), or nighttime restlessness. Healthcare providers should ask 

about the following: alcohol and recreational drug use, caffeine intake (quantity, times of day), 

nightmares or life stressors, concurrent medications that may cause insomnia as an adverse effect 

(e.g., efavirenz, corticosteroids, pseudoephedrine, and decongestants), medications (prescription 

or over-the-counter) or supplements used to promote sleep, shift work, exercise, nighttime reflux 

or heartburn, snoring, and periods of apnea (not breathing), collar size (if greater than 16 may be 

associated with sleep apnea), and screen for depression and anxiety. As a chronic disease, HIV+ 

women need to learn how to deal with long-term disease management, especially where sleep 

disturbances greatly affect the patient’s quality of life. It is imperative for HIV+ patients to learn 

and employ effective coping strategies such as reading, meditation, taking a walk, art therapy, 

massage or Chinese herbs, to get a “good sleep” and to maintain quality of life. (HRSA, 

Reference Note 19). 

The clinical course of HIV infection has changed dramatically over time. This has been 

due to evolving antiretroviral therapy (ART). With ART, virtually all AIDS-defining illnesses 

(ADIs) decreased in incidence: Pneumocystic Carinii, herpes simplex, TB and other 
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mycobacteria, recurrent bacterial pneumonia, bronchial and esophageal candidiasis, 

cytomegalovirus infection, neurological diseases, wasting syndrome, other opportunistic 

infections, and malignancies such as Kaposi’s sarcoma. Potent combination antiretroviral therapy 

(ART), typically consisting of three or more antiretroviral (ARV) drugs, has greatly improved 

the health and survival rates of HIV-infected patients in areas of the world with access to ARVs. 

ARVs can be combined to construct a number of effective regimens for initial and subsequent 

therapy. Although ART has its limitations, it saves lives and improves immune system function, 

reduces the risk of many HIV-related and "non-AIDS" complications, and reduces the risk of 

HIV transmission. Increasingly, several lines of evidence point to the benefit of ART even for 

patients with high CD4 counts.  Although ART can confer substantial health benefits, it has 

significant limitations. ART does not cure HIV infection and it requires that multiple 

medications be taken for life (or potentially for many decades). It may cause a variety of adverse 

effects (some severe), is expensive, requires close adherence to be effective and to prevent the 

emergence of resistance, and sometimes fails (because of the patient's imperfect adherence or 

other factors). The failure of an ARV regimen when accompanied by drug resistance usually 

means that subsequent regimens are less likely to succeed. The primary goal of therapy is to 

reduce HIV-related morbidity and mortality through maximal and durable viral suppression; this 

includes improving immune function and reducing HIV-associated inflammation. Among the 

secondary goals are improving quality of life and reducing the risk of HIV transmission. (HRSA, 

Reference Note 19) 

No "average patient" exists. Some patients will do better during treatment and some will 

do worse than clinical studies would predict. Health care providers must work with each patient 
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to develop a treatment strategy that is both clinically sound and appropriate for that individual's 

needs, priorities, and circumstances of daily life. 

HIV disease staging and classification systems are critical tools for tracking and 

monitoring the HIV epidemic and for providing clinicians and patients with important 

information about HIV disease stage and clinical management. Two major classification systems 

currently are in use: the U.S. Centers for Disease Control and Prevention (CDC) classification 

system and the World Health Organization (WHO) Clinical Staging and Disease Classification 

System. The CDC disease staging system assesses the severity of HIV disease by CD4 cell 

counts and by the presence of specific HIV-related conditions. The definition of AIDS includes 

all HIV-infected individuals with CD4 counts of <200 cells/µL (or CD4 percentage <14%) as 

well as those with certain HIV-related conditions and symptoms. Although the fine points of the 

classification system rarely are used in the routine clinical management of HIV-infected patients, 

a working knowledge of the staging criteria (in particular, the definition of AIDS) is useful in 

patient care. In addition, the CDC system is used in clinical and epidemiologic research. In 

contrast to the CDC system, the WHO Clinical Staging and Disease Classification System can be 

used readily in resource-constrained settings without access to CD4 cell count measurements or 

other diagnostic and laboratory testing methods. The WHO system classifies HIV disease on the 

basis of clinical manifestations that can be recognized and treated by clinicians in diverse 

settings, including resource-constrained settings, and by clinicians with varying levels of HIV 

expertise and training. 
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Symptoms, Symptom Etiology, and Self-Care Strategies for Women With HIV 

 One of the most inclusive lists of symptoms and self-care came from the San Francisco 

AIDS Foundation; it was published in the Winter 2004/2005 issue of The Body.  Although dated, 

the reference is excellent. 

Anxiety: Causes--worry about HIV infection, anti-HIV medications, mental health issues 

(including depression), substance use (stimulants); Self-Care Strategies--relaxation exercises 

(including meditation, tai chi), anti-anxiety medications 

Cough: Causes--infections (e.g., bacterial pneumonia, Pneumocystis carinii pneumonia [PCP], 

tuberculosis [TB], viruses); Self-Care Strategies--over-the-counter medications (acetaminophen, 

cough remedies); drink fluids 

Depression: Causes--brain chemical changes, fatigue, stress, family history of depression, past 

or current substance use, history of trauma, HIV-related dementia or other organic brain 

disorders; Self-Care Strategies: psychotherapy/counseling, antidepressant medications, St. John's 

wort (over-the-counter) [Note: this can interact with anti-HIV medications and should be avoided 

unless approved by a clinician]; avoid isolation 

Diarrhea: Causes--infections (protozoal, viral, bacterial), anti-HIV medications (protease 

inhibitors); Self-Care Strategies: anti-diarrhea medications including over-the-counter agents 

(acidophilus, Metamucil, Lomotil), acupuncture; drink plenty of fluids and energy drinks (e.g., 

Gatorade); avoid alcohol, caffeine, fast food, fried foods, dairy products (except yogurt); make 

dietary changes in consultation with a health-care provider 

Dizziness: Causes--anemia, dehydration, anti-HIV medications; Self-Care Strategies: if dizzy 

upon waking, sit up slowly and remain sitting for several minutes before standing up to walk; 
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drink plenty of fluids; eat a healthy diet; consult with a health-care provider about medications 

and laboratory blood values (hematocrit/hemoglobin) 

Fatigue: Causes--HIV disease progression, anti-HIV medications, anemia, depression, pain, low 

testosterone, chronic viral hepatitis coinfection; Self-Care Strategies: complementary therapies 

(e.g., massage, reflexology, acupuncture); get enough sleep every night (8 hours); take frequent 

rest breaks during the day; exercise in moderation (e.g., walking); eat plenty of fruits, vegetables, 

and cereals; avoid alcohol, caffeine, substance use, high sugar and high carbohydrate foods; 

consult with a health-care provider about medications and laboratory blood values 

(hematocrit/hemoglobin) 

Fever: Causes--HIV disease, progression of HIV disease, anti-HIV medications, infection in any 

of the body systems, coexisting health problems; Self-Care Strategies--drink plenty of fluids 

without caffeine or alcohol (8-10 glasses of water, juice, ginger ale daily); rest to avoid using up 

energy; take acetaminophen as directed by a health-care provider; take all anti-HIV drugs and 

other medications as prescribed; take a full course of antibiotics if prescribed; check temperature 

with a thermometer and call a health-care provider if higher than 101° F or if elevated for more 

than 24 hours 

Forgetfulness (may be related to early symptoms of delirium or dementia): Causes--HIV 

disease, progression of HIV, anti-HIV medications, brain infection (e.g., toxoplasmosis), 

depression, coexisting health problems; Self-Care Strategies: get enough sleep every night (8 

hours); take frequent rest breaks during the day; avoid alcohol and substance use; seek assistance 

to develop a schedule of daily events; ask for cues and reminders from family/friends; ask 

family/friends/providers to organize anti-HIV medications and use medication reminders; take 

all anti-HIV medications but consult with a health-care provider about any other medications 
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Gynecological Symptoms: Causes--HIV disease, infection (yeast, bacteria, viruses), cervical 

dysplasia or cancer; Self-Care Strategies: for white, curd-like vaginal discharge use prescription 

or over-the-counter medications; to avoid vaginal yeast infections eat yogurt and acidophilus 

each day; wear cotton underwear and change daily; avoid tight clothes and nylon clothing; do not 

use tampons; do not douche since this disturbs the vaginal flora; use condoms during sex 

whether or not vaginal symptoms are present; for women with HIV, more careful monitoring to 

avoid gynecological symptoms is recommended; more frequent Pap smears may be necessary 

Lipodystrophy/Body Fat Changes (fat loss in the extremities, abdominal fat accumulation, 

dorsocervical fat pad [buffalo hump], increased breast size, lipomas [benign fat cell tumors], 

increased prominence of veins): Causes--unclear; associated with anti-HIV drugs, especially 

certain PIs and NRTIs (e.g., d4T [stavudine, Zerit]), alone or in combination; longer duration of 

HIV infection; longer duration of anti-HIV drug use; Self-Care Strategies: exercise (especially 

aerobic); avoid refined carbohydrates in foods and beverages; increase intake of healthy fats 

(omega-3 and monounsaturated fats); increase fiber intake to at least 25 grams daily and increase 

soy consumption to reduce cholesterol; increase consumption of beans, fruits, vegetables, nuts, 

whole grains, and rice 

Nausea: Causes--anti-HIV medications, infections, coexisting health problems (e.g., diabetes, 

alcoholism, chronic hepatitis, reflux esophagitis); Self-Care Strategies: medications, both over-

the-counter and prescription (e.g., prochlorperazine, metachlopramide); acupuncture; medical 

marijuana or dronabinol (Marinol), in consultation with a health-care provider; drink enough 

fluids to avoid dehydration 

Neuropathy: Causes: anti-HIV medications (especially d4T, ddI [didanosine, Videx], ddC 

[zalcitabine, Hivid]), HIV disease, coexisting health problems (e.g., diabetes, alcoholism, chronic 
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viral hepatitis); Self-Care Strategies: massage, acupuncture, reflexology, meditation, vitamins, 

rest, ice (in consultation with a provider), creams/lotions for feet (both over-the-counter and 

prescription), medications (gabapentin, lamotrigine, tricyclic antidepressants, anti-seizure 

medications such as phenytoin, carbamazepine, valproate) 

Night Sweats: Causes--HIV disease, menopause (vasomotor symptoms, hot flashes); Self-Care 

Strategies: avoid extreme temperatures; have a change of clothes and bed linens available; drink 

plenty of fluids (8-10 glasses of water daily); take OTC pain reliever after consulting with a 

health-care provider 

Oral Symptoms/Mouth Sores: Causes--candidiasis (thrush), herpes simplex virus infection, 

progression of HIV disease; Self-Care Strategies: eat soft or liquid foods (e.g., mashed potatoes, 

soup, yogurt, instant breakfast, Ensure, Sustecal); avoid salty, spicy, or acidic food and drinks 

(e.g., orange juice, pineapple juice, grapefruit juice); use a straw for beverages to minimize 

liquids' contacting mouth sores 

Pain: Causes--HIV disease, anti-HIV medications (abdominal pain, neuropathy), infections 

(bacterial, viral, protozoal), coexisting health problems (e.g., bowel problems, gynecological 

problems may cause abdominal pain); Self-Care Strategies: identify the source and location of 

the pain if possible; if pain is mild, take OTC pain reliever as directed; if the pain is acute in 

onset, call a healthcare provider 

Sexual Dysfunction: Causes--HIV disease and other chronic illnesses, fatigue, depression, body 

image issues, coexisting health problems (e.g., gynecological problems, vaginal infections, 

herpes simplex infection); Self-Care Strategies: get plenty of rest if decreased libido is due to 

fatigue; psychotherapy/counseling may improve sexual functioning and body image and limit 

depression 
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Shortness of Breath: Causes--respiratory infections (e.g., bacterial pneumonia, viral pneumonia, 

TB), anemia, fatigue, anti-HIV medications, asthma/emphysema; Self-Care Strategies--check for 

fever; watch for respiratory secretions or productive cough (coughing sputum); check breathing 

rate and notify a health-care provider 

Skin Conditions: Causes--HIV disease, anti-HIV medications, other medications (e.g., 

antibiotics), viral infections (e.g., herpes simplex, herpes zoster), bacterial infections (e.g., 

Staphylococcus aureus), yeast infections of skin (under breasts or in groin), Kaposi's sarcoma 

(KS), sun exposure; Self-Care Strategies--monitor the skin condition as to size, changes in 

appearance, drainage from lesions; evaluate whether the skin condition is accompanied by pain 

or fever; avoid excess sun exposure; use sunscreen as directed; report sudden onset of rash 

Sleep Disturbances: Causes--HIV disease, anti-HIV medications, anxiety, depression, reduced 

estrogen level due to menopause, substance use; Self-Care Strategies--over-the-counter and 

prescription medications; keep a sleep diary; drink warm milk before bed; avoid large meals 

before bed; sleep in a darkened room without noise if possible; seek counseling/psychotherapy, 

with a sleep specialist if possible 

Swelling of Extremities: Causes--HIV disease, lymph system problems; Self-Care Strategies--

rest with legs elevated on pillows, avoid constrictive socks and shoes 

Weight Loss: Causes--HIV infection, anti-HIV medications, depression, fatigue, infection (e.g., 

TB), coexisting health problems (e.g., diabetes, hepatitis); Self-Care Strategies--use a scale to 

keep track of weight every week; eat high-protein, high-calorie foods; eat small, frequent meals 

(6-8) each day; eat yogurt; drink liquid supplements such as Ensure, Sustacal, or instant 

breakfast; take vitamin/mineral supplements in consultation with a provider; have high-calorie 

snacks available between meals; exercise may improve appetite (Nicholas, Reference Note 22) 
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 Caregivers who work with HIV/AIDS patients face similar issues to those of caregivers 

who work with older patients.  Most people near the end of life want to know that their time on 

earth has been worthwhile. There are five important conversations for the dying person to have 

to assure a peaceful death. These are “Thank you,” “Forgive me,” “I forgive you,” “I love you,” 

and “Goodbye.” Forgiveness and reconciliation are spiritual as well as personal issues. 

Depending on the woman’s belief system, access to a priest, a pastor, a rabbi, or other spiritual 

representative may be important during the last month of life. At the time of death it is important 

to be familiar with the woman’s customs. Friends and family present may want to hold hands or 

stand in a circle around the bed. A prayer or song may be said or sung together. In many cultures, 

the women attending their friend will want to wash the body, perhaps apply oils, and to wrap the 

body in appropriate garments. Staff should be aware of these practices and allow the family as 

much time as is needed to complete these rituals. It may be necessary to wait for other friends or 

family members to arrive to say their own goodbyes. Children should not be kept from 

participating and will understand the death within their own age-related knowledge base. One 

role of the palliative care team is to assure that care is given to those left behind, the bereaved. It 

may prove helpful to the facility if the social worker or administrator maintain a library of books 

in their offices which they can recommend to a dying resident’s family members and friends. 

Family and friends may need help with the grieving process during the weeks prior to and after a 

resident’s death. Who better than the caregivers to help with this? If the staff has participated in 

an in-service in which the subject matter of the books has been recapped or a “book review” 

session has been offered with only a few staff to discuss books which have been particularly 

helpful in times of personal crisis, they would be better equipped to have a meaningful 

conversation with grieving family members and friends.  In the end, respect is a comfort for all. 
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